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AN  APPRECIATION  OF  THE  WORK  OF  DR.  HENRY 

J.  GARRIGUES  IN  INTRODUCING  ASEPSIS 

INTO  OBSTETRIC  PRACTISE.* 


BROOKS  H.  WELLS,  M.D., 
New  York. 
Professor  of  Gynecology  at  the  New  York  Polyclinic  Medical  School  and  Hospital. 


Mr.  President  and  Fellows  of  the  American  Gynecological 
Society : 

It  is  with  the  greatest  diffidence  and  the  greatest  pleasure  that 
I  rise  to  speak  before  you  to-day.  Diffidence  because  of  my  un- 
worthiness  of  the  honor  and  pleasure  that  I  may  help  to  keep 
bright  the  laurel  that  gleams  above  a  brow  frosted  and  seamed  by 
the  snows  of  more  than  seventy  winters. 

In  order  that  you  may  realize  how  great  a  thing  was  done  when 
sepsis  was  driven  by  Garrigues  from  the  New  York  Maternity 
Hospital  in  1883,  let  me  remind  you  that  it  is  less  in  measure  of 
years  than  the  years  of  a  strong  man's  life  since  Oliver  Wendell 
Holmes,  in  his  immortal  essay  on  puerperal  fever,  said  so  bravely : 
"The  time  has  come  when  the  existence  of  a  private  pestilence 

*An  oration  delivered  before  the  American  Gynecological  Society  at 
Washington,  May  8,  1907. 
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in  the  sphere  of  a  single  physician  should  be  looked  upon  not  as 
a  misfortune,  but  a  crime."  Five  years  later  Ignatz  Semmel- 
weis,  a  young  assistant  at  the  Vienna  Maternity,  was  derided  be- 
cause he  persistently  held  that  every  case  of  puerperal  fever 
was  caused  by  the  absorption  of  putrid  animal  material. 

These  assertions  of  Holmes  and  Semmelweis  marked  the  first 
gray  gleaming  of  a  dawn  that,  obscured  then  by  the  clouds  of 
derision  and  apathy  and  the  mists  of  imperfect  knowledge,  has 
gone  on  to  the  clear  light  of  a  glorious  day.  Now  we  know  that 
puerperal  fever  is  puerperal  septic  infection;  we  know  how  to 
prevent  it,  and  we  cannot  shift  the  responsibility. 

At  the  time  of  the  epidemic  at  the  New  York  Maternity  con- 
ditions were  different.  The  significance  of  the  part  played  by  the 
various  bacteria  was  only  beginning  to  be  appreciated.  It  is  true 
that  Playfair  in  the  fourth  edition  of  his  "Midwifery,"  issued  in 
1882,  included  all  postpartum  fevers  under  the  head  of  puerperal 
septicemia;  yet,  he  admitted,  "there  were  facts  difficult  to  recon- 
cile with  theory  and  for  which  we  were  unable  to  give  a  satisfac- 
tory explanation." 

Gusserow,  in  the  same  year,  in  commenting  on  the  factors  in- 
fluencing the  mortality  at  the  Maternity  of  the  Charity  Hospital 
in  Berlin,  admits  that  locality  has  not  the  absolute  importance  it 
was  formerly  supposed  to  have  and  that  Semmelweis  was  correct 
in  defining  puerperal  fever  as  a  wound  infection.  Thomas  More 
Madden,  at  the  meeting  of  the  British  Medical  Association  in 
August,  1883,  held  that  it  did  not  matter  by  what  term  we  dis- 
tinguish the  malady,  provided  we  recognize  that  there  is  "a 
specific  infectious  disease  consequent  on  parturition"  and  that  it 
is  largely  modified  by  the  intensity  of  the  septicemic  condition, 
by  the  previous  condition  of  the  patient,  and  by  the  prevailing 
epidemic  constitution  of  the  atmosphere.  He  holds  that  large 
maternity  hospitals  would  be  desirable  if  they  were  only  safe,  but 
that  in  all  hospitals  where  a  number  of  women  are  confined  to- 
gether a  "specific  puerperal  atmosphere"  is  necessarily  created. 

Kinkead,  Professor  of  Obstetrics  at  the  University  of  Dublin, 
taught  that  "such  fever,  from  whatever  sources  arising,  except 
septicemia,  is  a  specific  infectious  disease,"  and  that  "it  occurs  epi- 
demically and  sporadically,  like  any  other  infectious  disease." 

In  the  winter  of  1883-84,  partly  because  of  the  dreadful  con- 
ditions  prevailing   at   the   New   York    Maternity,   the   subject   of 
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puerperal  fever  was  prominently  before  the  profession.  In  a 
somewhat  heated  discussion  before  the  New  York  Academy  of 
Medicine  in  December  of  1883  T.  G.  Thomas  defined  puerperal 
fever  as  "an  infectious  disease  due,  as  a  rule,  to  septic  inoculation 
of  wounds  in  the  genital  tract."  He  held  that  some  toxic  agent 
existed,  but  would  not  admit  that  the  "round  micrococci"  could 
be  important  factors  in  its  etiology.  Polk  thought  Thomas  should 
have  planted  himself  squarely  upon  the  view  which  regards  puer- 
peral fever  as  identical  with  septicemia.  At  a  later  meeting  For- 
dyce  Barker,  who  still  clung  to  the  old  dogma  of  a  specific  dis- 
ease, ridiculed  these  ideas.  "Does  every  parturient  women,"  he 
asks,  "in  performing  the  function  of  maternity,  like  the  scorpion 
that  carries  in  its  tail  an  agent  for  suicide  if  death  be  threatened 
by  fire,  physiologically  generate  an  equally  fatal  poison  in  a  cor- 
responding locality?"  If  so,  it  seems  to  him  evident  that  "the 
state  should  make  childbearing  a  penal  offense  for  families  that 
did  not  have  means  enough  to  carry  out  elaborate  antiseptic  re- 
quirements." 

It  is  seen  by  these  references  that  while  the  bulk  of  the  pro- 
fession held  more  or  less  to  the  idea  of  a  septic  poison,  there  was 
much  concerning  the  exact  nature  of  this  poison  that  was  vague, 
for  the  science  of  bacteriology  was  yet  young  and  the  old  idea  of 
a  specific  puerperal  fever  was  hard  to  kill.  Stadfeld,  at  the 
Copenhagen  Maternity,  had  used  carbolic  acid  as  a  disinfectant  in 
his  wards  since  1870  and  similar  measures  were  employed  by 
most  obstetricians.  These  early  efforts,  however,  were  but 
gropings  toward  the  light  and  were  only  moderately  successful. 
Outbreaks  of  puerperal  fever  still  frequently  occurred  and  there 
were  still  those  who  believed  in  the  "epidemic  influence  of  the 

But  the  time  and  the  opportunity  were  waiting  for  him  who 
should  have  the  clear  insight  and  the  courage  to  put  aside  the 
ancient  dogmas  of  the  established  order  and  to  replace  them  by  the 
new  ideals  of  surgical  cleanliness. 

In  1881  the  mortality  at  the  New  York  Maternity  Hospital 
was  thought  to  be  very  low,  as  it  was  only  2.36  per  cent.  In  1882 
it  had  risen  to  3.25  per  cent.  In  the  first  nine  months  of  1883, 
with  345  deliveries,  30  women  died  and  the  serious  morbidity  was 
enormous.  In  September  the  conditions  were  at  their  worst. 
Ten  of  the  women  delivered  during  the  month  died,  about  one 
in  four,  and  the  survivors  escaped  miserably  with  their  lives. 
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At  this  time  (October  i)  the  rotation  of  service  brought  Dr. 
Henry  J.  Garrigues  again  in  charge.  In  the  fullness  of  maturity, 
energetic,  thoughtful,  calm,  he  proved  to  be  the  man  superior 
to  the  emergency.  Appalled  at  the  frightful  conditions,  he  had 
already  formulated  and  at  once  carried  into  effect  a  detailed  plan 
for  driving  out  the  pestilence.  This  plan  was  original  in  its  de- 
tail, showed  a  broad  comprehension  of  the  principles  of  asepsis, 
was  brilliant  in  its  achievement,  and  of  far-reaching  influence  on 
the  practice  of  obstetrics.     In  brief  it  was  this : 

Rapid  alternation  of  wards  was  secured,  so  as  to  allow  frequent 
fumigation  with  sulphur,  followed  by  scrubbing  with  soap  and 
water  and  by  a  i-iooo  bichloride  solution.  Fresh  bedding  was 
furnished  at  each  change.  The  floors  were  sprinkled  four  times 
daily  with  the  bichloride  solution.  All  visitors  were  rigorously 
excluded.  Doctors  and  nurses  employed  in  the  maternity  were 
not  allowed  to  enter  the  other  hospital  wards  or  the  dead  house. 
The  patient  had  a  bath  and  clean  linen  beforehand  and  on  entry 
to  the  delivery  room  the  abdomen,  genital  region,  buttocks,  and 
thighs  were  washed  with  soap  and  water  and  then  with  bichloride 
solution.  The  vagina  was  irrigated  with  two  quarts  of  the  solu- 
tion from  a  glass  fountain  syringe  with  glass  nozzle.  The  rub- 
ber sheet  on  the  delivery  bed  was  frequently  renewed  and  washed 
before  each  delivery  with  a  i-iooo  solution. 

No  vaginal  examination  was  allowed  except  after  the  hands 
had  been  thoroughly  scrubbed  with  soap,  hot  water  and  a  stiff 
brush  and  soaked  in  a  hot  i-iooo  bichloride  solution. 

When  the  head  appeared  at  the  vulva  a  piece  of  gauze  soaked  in 
the  bichloride  solution  was  applied  and  kept  there.  After  the 
expulsion  of  the  child  the  genitals  were  kept  covered  by  a  simi- 
lar compress.  The  placenta  was  expressed  by  Crede's  method 
so  that  it  might  not  be  necessary  to  introduce  the  finger  inside  the 
vulva.  If  it  was  necessary  to  introduce  the  finger  to  remove 
placenta  or  membrane  the  vagina  was  washed  out,  otherwise  not. 

Intrauterine  injections  were  used  only  when  the  hand  or  in- 
struments were  introduced  into  the  cavity  of  the  uterus,  or  after 
the  birth  of  a  macerated  child.  After  the  expulsion  of  the 
placenta  the  vulva  and  adjacent  parts  were  washed  out  with  the 
solution  and  the  vulva  covered  with  a  large  gauze  compress  wet 
with  the  solution.  Before  each  washing  the  nurses  disinfected 
their  hands  as  before  labor.     Xo  vaginal  injections  were  used  ex- 
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cept  in  fetid  lochia.  Every  substance  brought  in  contact  with 
the  genitals  was  soaked  beforehand  in  the  solution. 

There  are  some  of  you  who  may  remember  the  ridicule  or 
skepticism  that  greeted  the  announcement  of  these  measures ; 
there  are  many  more  of  you  who  remember  how  the  pestilence 
gathered  its  terrors  to  itself  and  fled  away  in  a  night — and  it 
has  never  returned. 

On  December  21,  less  than  three  months  later,  Garrigues,  in  re- 
porting the  result  of  his  work,  was  able  to  say:  "The  effect  of 
the  treatment  has  been  wonderful.  As  if  by  magic  all  trouble 
disappeared.  Ninety-seven  women  have  been  delivered  since  its 
introduction  and  not  only  has  none  of  them  died,  but  there  has 
scarcely  been  any  disease  among  them — only  three  had  any  rise 
of  temperature.  The  pavilions  are  scarcely  recognizable.  Where 
we  used  to  have  offensive  odors,  feverish,  prostrated,  or  despair- 
ing patients,  overworked  nurses,  and  despondent  doctors,  the  air 
is  pure,  the  patients  look  well,  their  temperatures  are  normal,  the 
nurses  are  cheerful,  and  the  doctors  happy." 

Could  there  be  a  greater  triumph  than  this  ?  Was  ever  greater 
lesson  taught  more  quietly  ?  What  battle  of  the  greatest  general 
of  the  world's  red  fields  was  ever  fraught  with  consequences 
more  momentous  ? 

The  lesson  was  taught  to  the  world,  and  the  world  has  heeded 
it  well,  for  even  to-day  we  acknowledge  its  influence.  "Peace 
hath  its  victories  far  more  than  war,"  yet  we  do  not  beat  the 
drums  when  lives  are  saved,  or  sound  the  bugles  when  disease  is 
made  to  flee.  The  world  has  ever  held  him  the  hero  who  has  led 
victorious  armies  in  triumph  across  fields  strewn  with  dead  and 
dying  men.  Is  he  less  worthy  to  be  called  a  hero  who  has  led  vic- 
torious against  the  legions  of  death  ? 

Garrigues,  the  man  who  saved  and  taught  us  how  to  save  the 
mothers  of  men,  lives  to  know  we  know  the  value  of  his  deed ; 
lives  to  know  the  place  of  honor  he  holds  in  the  hearts  of  his  fel- 
lows ;  lives  in  the  pulsing  blood  of  happy  wives  and  mothers,  and 
has  an  immortality  in  thousands  vet  unborn. 
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ECTOPIC   GESTATION    WITH    SPECIAL    REFERENCE 
TO  THE  TREATMENT  OF  TUBAL  RUPTURE.* 


HUNTER    ROBB,    M.D., 

Professor  of  Gynecology,  Western  Reserve  University,  and  Visiting  Gynecologist  to  the 
Lakeside  Hospital,  Cleveland,  Ohio. 


Lawson  Tait,  to  whom  gynecology  is  greatly  indebted  for  his 
elucidation  of  the  subject  of  ectopic  gestation,  taught  that  rup- 
ture, occurring  not  later  than  the  twelfth  week,  was  the  universal 
termination  of  tubal  gestation.  This  view  was  apparently  ac- 
cepted without  contradiction  for  a  number  of  years,  when,  in 
1887,  Werth  drew  attention  to  the  possibility  of  tubal  abortion, 
and  gradually  the  latter  has  come  to  be  recognized  as  the  more 
frequent  outcome  of  tubal  pregnancy. 

Whitridge  Williams,  in  reviewing  the  literature  down  to  about 
1903,  stated  that  whereas  in  1892  Schrenck  found  only  six  cases 
of  abortion  in  610  cases  of  tubal  pregnancy  collected  from  the 
literature,  the  more  recent  reports  of  Martin,  Wormser,  Mandl 
and  Schmidt,  Fehling  and  Glitsch,  comprising  289  cases,  showed 
that  78  per  cent,  ended  by  abortion  and  only  22  per  cent,  by  rup- 
ture. According  to  Martin,  "this  termination  is  the  general  rule, 
spontaneous  rupture  occurring  only  in  those  cases  in  which  occlu- 
sion of  the  abdominal  end  of  the  tube  precludes  the  possibility  of 
an  abortion,  or  in  which  the  ovum,  being  inserted  in  a  hernia  of 
mucosa,  burrows  directly  through  the  tube  wall." 

Later  reports  by  other  authors  vary  within  wide  limits,  some 
giving  a  lower  and  some  a  higher  ratio  of  abortion  to  rupture. 
Thus  Runge,  reporting  125  cases  of  recognized  ectopic  gestation 
from  the  Charite  and  Polyklinik  in  Berlin,  states  that  there  were 
73  cases  of  tubal  abortion  (58  per  cent.),  47  cases  of  rupture  (37 
per  cent.),  and  5  intact  tubal  pregnancies. 

Bandler  thinks  that  the  proportion  of  abortion  to  rupture  is 
probably  as  large  as  8  or  10  to  1,  and  makes  mention  of  60 
cases  of  pelvic  hematocele  in  Schauta's  clinic,  55  of  which  had 
formed  after  tubal  abortion  and  5  after  rupture  of  the  tube. 

*Read  before  the  American  Gynecological  Society  at  Washington.  D.  C, 
May  7,  S.  9,  1907. 
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Hirst,  giving  a  series  of  74  cases  of  ectopic  gestation,  says  that 
in  a  large  majority  a  tubal  abortion  had  taken  place. 

Newell,  in  the  Medical  and  Surgical  Reports  of  the  Boston  City 
Hospital  for  1905,  gives  a  summary  of  60  cases  of  ectopic  gesta- 
tion met  with  during  the  previous  five  years.  A  careful  patholog- 
ical report  was  made  in  every  case.  All  were  cases  of  tubal  preg- 
nancy, the  tube  being  intact  in  14,  abortion  present  in  22  (36.6 
per  cent.),  and  rupture  of  the  tube  in  22  cases  (36.6  per  cent.)  ; 
rupture  into  the  broad  ligament  was  reported  twice,  but  here  the 
diagnosis  was  open  to  question,  as  the  definite  pelvic  relations 
were  not  absolutely  made  out.  The  author  recognizes  that  these 
figures  do  not  agree  with  the  ordinary  statistics  (that  tubal  abor- 
tion occurs  in  75  per  cent,  of  cases  of  tubal  pregnancy),  and  at- 
tributes the  discrepancy  to  the  fact  that  the  hematocele  in  tubal 
abortion  is  absorbed  spontaneously  in  a  large  proportion  of  the 
cases,  and  that  only  such  cases  come  to  operation  as  present 
symptoms  which  demand  interference. 

In  the  Pcnn.  Medical  Jour,  for  September,  1906,  C.  P.  Xoble 
publishes  an  analysis  of  the  91  cases  of  ectopic  gestation,  which 
were  operated  upon  by  him  during  the  previous  sixteen  years. 
His  cases  are  classified  as  follows : 

Unruptured    tubal    pregnancy...   7 

Ruptured    tubal    pregnancy 14   (15  per  cent.) 

Tubal    abortion    70  (77  per  cent.) 

The  Treatment  of  Ectopic  Gestation. — It  is  hardly  necessary 
to  refer  to  the  obsolete  methods  for  a  while  in  vogue  which 
aimed  at  the  destruction  and  the  subsequent  absorption  of  the 
products  of  an  ectopic  gestation  through  the  injection  of  certain 
drugs  into  the  fetal  sac. 

The  application  of  electricity  to  the  same  end  is  likewise  only 
to  be  condemned. 

If  we  may  judge  from  statistics,  in  no  other  fields  has  surgery 
achieved  more  brilliant  results  than  in  the  treatment  of  ectopic 
gestation.  But  it  is  so  often  difficult  to  give  figures  their  "proper 
bearings,"  and  it  is  so  easy  for  writers  to  overestimate  the  im- 
portance to  be  attributed  to  this  or  that  factor  in  their  enumera- 
tions. 

Two  plans  of  treatment  present  themselves,  viz.,  the  expectant 
and  the  operative,  the  methods  varying  widely  according  to  the 
stage  that  the  pregnancy  has  reached. 


8  ROBB  :    ECTOPIC  GESTATION. 

A.  Martin  has  shown  that  36.9  per  cent,  out  of  265  cases  of 
ectopic  gestation  recovered  under  an  expectant  plan,  whereas  76.7 
per  cent,  out  of  515  cases  recovered  under  operative  interference. 

Schauta,  after  a  careful  study  of  the  literature  (1891)  found 
that  123  cases  operated  upon  and  121  cases  treated  without  oper- 
ation, presented  a  mortality  of  5.7  per  cent,  and  86.9  per  cent.,  re- 
spectively. 

However,  we  are  inclined  to  the  view  of  Herman,  who  says, 
in  the  British  Medical  Journal,  January,  1904,  that  there  ought 
to  be  no  question  of  a  comparison  of  the  two  methods,  as  each 
mode  has  its  own  place,  and  furthermore,  we  feel  that  every  case 
should  be  looked  upon  and  studied  as  "one  unto  itself." 

The  majority  of  observers  have  agreed  that  immediate  opera- 
tion is  called  for  in  one  class  of  cases,  viz.,  the  early  cases,  ir» 
which  a  positive  or  highly  probable  diagnosis  of  ectopic  gesta- 
tion can  be  made  before  rupture  or  any  severe  hemorrhage  has 
occurred.     And  with  this  view  I  fully  coincide. 

The  object  of  this  paper  is  to  consider  the  treatment  of  an- 
other class  of  cases,  regarding  which  there  is  still  quite  a  di- 
versity of  opinion.  We  refer  to  those  patients  whom  we  find  in 
a  state  of  collapse  following  the  rupture  of  an  ectopic  gestation. 

We  shall  cite  the  views  of  several  recognized  authorities,  dis- 
cussing different  phases  of  these  "border  line''  cases,  as  they 
may  present  themselves. 

The  position  taken  by  some  of  the  authors  in  their  writings  is 
not  clearly  defined.     Thus,  to  quote  from  Kelly's  Gynecology: 

"Patients  have  been  successfully  operated  upon  in  profound 
collapse,  but  I  would  rather  wait  a  few  hours,  in  some  cases, 
if  there  are  any  decidedly  encouraging  signs  of  improvement,  to 
gain  a  maximum  effect  from  stimulation,  and  then  to  operate." 

What  if  the  signs  of  improvement  do  not  appear? 

Williams,  in  his  Text-book  of  Obstetrics,  says : 

"Whenever  we  see  a  possibly  pregnant  woman  in  a  state  of 
profound  collapse,  and  presenting  a  deathly  pallor  of  the  face, 
a  subnormal  temperature  and  other  symptoms  of  intraabdominal 
hemorrhage,  immediate  operation  is  demanded,  unless,  indeed, 
her  condition  is  so  desperate  that  death  is  imminent." 

Malcolm  Storer  expresses  his  convictions  as  follows : 

"In  cases  seen  immediately  after  rupture — in  collapse  and 
acute  and  profound  anemia — while  recognizing  that  the  waiting 
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policy  has  able  advocates,  I  personally  feel  that  I  should  prefer 
to  operate  at  once,  no  matter  how  grave  the  condition,  or  rather, 
the  graver  the  condition  the  more  prompt  would  be  my  attempt' 
to  reach  the  bleeding  point.  While  twelve  hours  or  so  may  give 
a  patient  some  hope  of  recovery  from  the  primary  shock,  we  have 
no  certainty  but  that  meanwhile  blood  may  be  coming  out  of 
the  torn  tube  quite  as  rapidly  as  we  can  introduce  salt  solution 
under  the  breasts." 

According  to  Storer,  one  advocate  of  the  waiting  policy  has 
expressed  skepticism  as  to  a  woman's  bleeding  to  death  from  a 
ruptured  tube,  saying  that  the  hemorrhage  will  stop  of  itself 
when  the  patient  is  sufficiently  exsanguinated.  I  must  confess 
that  I  have  come  to  believe  that  such  a  view  is  worthy  of  most 
careful  consideration,  and  that  it  would  be  very  difficult  to  show 
that  other  factors  than  the  actual  loss  of  blood  do  not  play  the 
main  part  in  the  fatal  termination  in  such  a  case. 

Storer  does  not  think  the  risk  that  the  shock  of  an  operation 
may  take  away  the  woman's  one  chance  compares  with  that  of 
her  bleeding  to  death.  His  rule  is  to  get  ready  for  operation, 
stimulating  the  patient  meanwhile.  If  she  reacts  and  holds  her 
own,  wait;  but  at  the  first  sign  of  losing  ground  operate.  If 
there  is  no  reaction,  operate  and  give  her  one  chance. 

He  reports  three  cases  in  which  the  patients  were  in  collapse 
at  the  time  of  operation,  two  of  whom  he  lost.  In  each  in- 
stance, he  states,  a  large  quantity  of  blood  was  found  in  the 
abdomen,  and  bleeding  was  still  going  on  from  a  ruptured  tube. 

Cullen  has  reported  a  similar  case,  where  2.5  liters  of  blood 
were  found  in  the  abdomen,  and  from  a  small  opening  in  the 
posterior  surface  of  one  tube  enough  blood  was  oozing  to  fill  a 
teaspoon  in  one  or  two  minutes.    Recovery  followed. 

It  will  always  remain  a  question  in  such  cases  whether  the 
manipulations  of  the  structures  at  the  time  of  operation  are  not 
responsible  for  the  hemorrhage  which  is  found  "still  going  on." 

Vineberg,  in  the  Medical  Record,  June,  1906,  reports  a  series 
of  53  cases  operated  upon  by  him,  of  which  there  were  14  in- 
stances where  a  very  large  quantity  of  free  blood  was  present 
in  the  abdominal  cavity  and  the  patients  were  "in  a  most  pro- 
found anemia."  In  several  of  the  patients  there  was  no  radial 
pulse  at  the  time  of  operation.  "It  is  amazing  to  see,"  says  Vine- 
berg, "how  in  these  cases  an  apparently  moribund  patient  can 
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be  brought  to  life  by  opening  the  abdomen  rapidly,  ligating 
bleeding  vessels,  and  injecting  saline  solution  into  the  veins  of 
the  arm."  There  was  but  one  death  in  his  entire  series,  and  this 
from  double  pneumonia  on  the  twenty-first  day  after  operation. 

Vineberg  feels  confident  that  some  of  the  collaspe  cases  are 
lost  through  overhaste  on  the  part  of  the  operator,  time  not  be- 
ing taken  to  see  whether  there  be  any  further  oozing. 

Of  the  60  cases  reported  by  Newell,  to  which  reference  has 
been  made,  there  were  12  patients,  who  entered  the  hospital  with 
marked  signs  of  internal  hemorrhage  and  shock.  In  only  two  in- 
stances, however,  was  death  attributed  to  the  latter  cause.  His 
total  mortality  was  nine,  tubal  rupture  being  found  in  seven  of 
these  cases. 

Says  this  author :  "In  cases  who  are  first  seen  in  extremis 
from  shock  and  hemorrhage,  a  reasonable  interval  before  opera- 
tion should  be  granted  to  allow  for  the  reaction  which  usually 
follows  the  cessation  of  hemorrhage.  If,  on  the  other  hand,  no 
improvement  follows  within  a  few  hours,  or  if  the  patient's  con- 
dition continues  to  fail,  it  may  be  taken  for  granted  that  hemor- 
rhage is  still  going  on,  and  immediate  operation,  followed  by 
heroic  stimulation,  offers  the  best  chance." 

In  Noble's  14  cases  of  ruptured  tubal  pregnancy  there  were 
six  deaths.  All  were  in  bad  condition  at  the  time  of  the  opera- 
tion, a  number  were  moribund,  and  in  eight  the  abdomen  was 
filled  with  fresh  blood.    To  quote  from  his  article : 

"With  free  and  continuing  hemorrhage,  shock,  and  anemia,  the 
prospect  of  such  patients  with  operation  is  far  from  good,  the 
mortality  in  this  group  of  cases  having  been  42  per  cent.  With- 
out operation,  however,  it  would  have  approached  100  per  cent. 

"With  a  continuing  hemorrhage  operation  is  urgently  de- 
manded, and  hemorrhage  is  usually  persistent  in  cases  of  tubal 
rupture. 

"In  exceptional  cases,  in  which  a  large  amount  of  blood  has 
been  lost  and  the  condition  of  the  patient  is  serious,  the  question 
will  arise  as  to  whether  operation  shall  be  immediately  per- 
formed or  postponed  until  improvement  has  occurred.  The 
r  course  in  such  cases  depends  upon  whether  hemorrhage 
is  continuing  or  has  ceased,  and  also  upon  whether  the  patient 
is  so  situated  that  the  operation  can  be  performed  immediately 
should    evidences    of    recurring   hemorrhage     become     manifest. 
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Errors  should  be  made  upon  the  side  of  prompt  operation  rather 
than  upon  that  of  undue  waiting." 

Among  the  German  writers  we  find  advocates  of  both  plans 
of  treatment  for  the  class  of  cases  under  consideration. 

v.  Winckel  operates  in  all  cases  of  free  hemorrhage  into  the 
peritoneal  cavity,  as  soon  as  possible,  and  without  regard  to  the 
shock  of  the  patient  at  the  time.  He  argues  that,  while  with  the 
weakening  of  the  heart's  action  in  cases  of  severe  hemorrhage 
the  bleeding  ceases,  yet  as  soon  as  the  heart  begins  to  work  bet- 
ter a  recurrence  of  the  bleeding  from  the  ruptured  vessel  sets  in. 

Bumm  advises  in  cases  of  free  hemorrhage  immediate  operation. 
If  the  pulse  is  small  and  frequent,  operation  should  not  be  post- 
poned for  even  half  a  day ;  the  worse  the  general  condition  the 
more  promptly  must  it  be  done. 

Fritsch  expresses  his  views  as  follows : 

"If  a  diagnosis  has  been  made  of  internal  hemorrhage  from  a 
recently  ruptured  ectopic  pregnancy,  absolute  quiet  until  the  opera- 
tion is  unconditionally  necessary.  I  would  question  whether  an 
ice  bag  to  the  abdomen  has  any  advantage.  To  give  subcutaneous 
saline  injections  before  the  operation  is  also  wrong ;  I  advise  them 
directly  after  the  operation,  likewise  bandaging  of  the  lower  ex- 
tremities. 

"What  course  to  take  is  difficult  to  decide  upon,  when  one  sees 
a  case  where  the  anemia  is  marked.  To  be  sure  one  can  and 
must  make  an  attempt  to  save  life,  but  often  we  operate  too  late 
from  extraneous  reasons,  not  dependent  on  the  physician.  Between 
the  time  of  making  a  diagnosis  and  the  completion  of  the  prepa- 
ration for  operation  too  much  time  is  lost.  So  much  blood  is 
poured  out  that  the  patient  is  unable  to  endure  the  effects  of  an 
interference  as  significant  as  a  laparotomy  imposes.  It  will  often 
depend  on  the  incalculable,  individual  resistance  and  tenacity  of 
life  of  the  patient  whether  she  withstands  the  interference." 

From  Ahlfeld  we  quote  the  following  timely  words : 

"If  rupture  has  occurred  several  hours  before  the  patient  is  first 
seen,  and  she  has  recovered  somewhat  from  the  initial  shock,  so 
that  the  pulse  can  be  plainly  felt,  it  is  a  question  whether  it  is 
not  safer  to  keep  the  woman  perfectly  quiet :  the  blood  poured 
out  around  the  ruptured  tube  has  probably  come  to  surround  the 
point  of  rupture  as  a  tamponing  mantle.  Place  ice  bags  or  sand 
bags  on  the  abdomen,  support  the  patient's  strength,  above  all  give 
her  bodily  and  mental  quiet. 
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"Be  ready,  however,  to  employ  surgical  interference  should 
there  be   a  recurrence  of  the  bleeding." 

To  summarize  somewhat.  It  is  generally  taught  that  in  cases 
of  tubal  rupture  in  the  early  months  of  an  ectopic  gestation  death 
is  almost  invariably  due  to  the  hemorrhage  that  takes  place,  and 
accordingly  the  majority  of  surgeons  advocate  opening  the  ab- 
domen as  soon  as  possible  and  ligating  the  bleeding  vessels.  If 
the  total  number  of  deaths  could  be  known  that  have  followed 
immediate  operations  for  tubal  rupture  it  would  be  found  a  con- 
siderable one.  Particularly  is  this  the  case  in  the  country,  or  in 
other  places  removed  from  the  skill  of  the  expert.  Therefore 
when  surgeons  advise  that  all  such  patients  should  be  operated 
upon  immediately,  it  is  easily  seen  why  the  treatment  might 
be  almost  as  dangerous  as  the  pathological  condition.  Naturally 
the  physician  in  charge  of  such  a  patient  would  feel  that  an  opera- 
tion should  be  done  at  once  and  that  he  must  do  it.  Very  often, 
however,  such  a  man  has  had  little  or  no  experience  w7ith  the 
performing  of  an  abdominal  operation.  Under  these  circumstances 
the  patient's  life  might  be  sacrificed  simply  from  the  shock  of 
the  operation  alone.  In  some  instances  also  a  fatal  result  might 
follow  from  the  introduction  of  an  infection.  For  my  own  part 
I  believe  that  when  we  are  called  to  see  a  patient  who  is  suffering 
from  a  tubal  rupture,  in  the  great  majority  of  instances  the  active 
bleeding  has  ceased.  Now  if  such  a  patient  is  given  an  anesthetic 
and  an  abdominal  operation  is  carried  out,  the  immediate  shock  of 
the  operation  may  well  be  sufficient  to  cause  her  death,  but  to 
this  is  added  the  risk  of  producing  a  fresh  hemorrhage  by  the 
manipulation  of  the  tissues.  Undoubtedly  in  this  way  a  certain 
number  of  the  immediate  or  early  deaths  following  the  operation 
may  be  accounted  for.  As  a  rule,  after  opening  the  abdomen  in 
such  cases,  we  find  a  considerable  amount  of  fluid  blood  present, 
but  it  is  not  often  that  we  see  an  actually  bleeding  vessel.  When 
we  find  spurting  or  oozing  from  the  rupture  in  the  sac  it  is 
generally  caused  by  the  blood  that  has  been  held  under  tension  in 
the  sac.  A  large  proportion  of  ectopic  gestations  are  situated  in 
the  ampullary  portion  of  the  Fallopian  tube,  and  when  the  embryo 
3  out  through  the  fimbriated  extremity  of  the  Fallopian  tube, 
the  amount  of  blood  that  is  poured  out  at  this  time  is  often  not 
enough  to  produce  a  fatal  result.  Most  of  these  cases,  therefore, 
would  undoubtedly  recover  without  any  further  serious  symptoms. 
For  this  reason  all  statistics  dealing  with  the  number  of  deaths 
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due  to  a  ruptured  ectopic  gestation  are  somewhat  fallacious.  From 
my  experience  in  the  clinical  and  experimental  side  of  this  work 
for  the  past  three  or  four  years,  I  feel  positive  that  a  fatal  result 
due  to  the  loss  of  blood  alone  is  exceptional.  From  our  examina- 
tions also  of  a  considerable  number  of  ectopic  sacs  in  which  a 
rupture  has  taken  place,  we  feel  sure  that  it  will  not  often  be 
found  that  the  large  vessels,  such  as  the  uterine  and  ovarian  ar- 
teries, have  been  torn.  During  the  past  four  or  five  years  we  have 
carried  out  with  satisfactory  results  the  following  method  of  treat- 
ing all  our  cases  of  ruptured  ectopic  gestation.  If  there  are  signs 
of  improvement  in  the  patient's  condition  (and  this  in  our  experi- 
ence always  takes  place),  we  keep  the  patient  under  further  obser- 
vation. The  change  for  the  better  is  brought  about  by  carefully 
stimulating  the  patient  by  means  of  saline  infusions  under  the 
breasts,  and  in  some  instances  also  by  means  of  hot  saline  enemata. 
If  the  patient  is  not  vomiting  or  is  not  nauseated,  we  administer  a 
stimulant  in  small  quantities  by  the  mouth.  In  addition  to  this  we 
give  morphine  hypodermically  for  the  pain  and  the  nervousness. 
External  heat  is  also  applied  to  the  body,  and  the  lower  end  of 
the  bed  is  slightly  elevated.  The  sulphate  of  strychnine  is  also 
given  hypodermically  in  doses  of  1-10  to  1-20  of  a  grain  every 
half  hour  or  so,  according  to  the  indications.  While  this  treat- 
ment is  being  carried  out  the  operating  room  is  prepared,  so 
that  it  can  be  used  at  a  moment's  notice.  We  have  also  carried 
out  this  treatment  in  those  cases  that  we  have  seen  for  the  first 
time  at  the  patients'  homes.  Then  as  soon  as  the  woman  had 
recovered  from  the  shock  of  the  rupture  she  was  transported  to 
the  hospital,  where  an  operation  could  be  carried  out  at  any  time 
that  the  necessity  might  arise.  Every  patient  in  our  series  has 
gradually  improved  so  that  after  two  or  three  days,  and  in  some 
instances  after  twelve  days'  time,  the  operative  procedures  have 
been  carried  out  with  very  little  if  any  shock  to  the  patient. 

ANALYSIS  OF  A  SERIES  OF  TWENTY  CASES  OF  ECTOPIC  GESTATION. 

From  an  analysis  of  the  twenty  cases  of  ectopic  gestation  that 
have  come  under  our  personal  observation,  and  received  surgical 
treatment,  we  may  summarize  our  findings  as  follows  : 

.  Age  of  Patient. — The  youngest  patient  was  twenty-three, 
the  oldest  forty-three.  Between  the  second  and  third  decades  there 
were  seven,  between  the  third  and  fourth  twelve ;  one  patient  was 
above  the  age  of  forty. 

2.    Previous  History. — Fourteen   patients  had  given  birth  to 
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children,  four  were  primiparous  and  ten  multiparous  (2-6).  There 
were  six  nullipara. 

A  history  pointing  to  previous  pelvic  inflammatory  disease  was 
recorded  in  only  three  of  the  cases.  Miscarriage  had  occurred  in 
ten  patients. 

There  had  been  a  cessation  of  the  menstrual  flow  during  a 
period  ranging  from  five  to  twelve  weeks  prior  to  admission  in 
ten  of  the  patients.  In  two  an  irregular  flow  had  been  noticed 
for  a  short  while  previous  to  the  acute  onset  of  the  illness,  and 
of  the  remaining  seven  there  had  been  no  menstrual  disturbance  in 
four;  the  history  was  unsatisfactory  in  three. 

3.  Present  Illness. — This  dated  from  four  days  to  eight  weeks 
prior  to  the  time  of  admission.  Exacerbations  of  the  primary 
attack  occurred  as  late  as  the  day  of  admission  in  a  few  cases. 

The  onset  of  the  attack  was  in  nearly  all  cases  with  pain,  which 
was  described  in  thirteen  instances  as  being  "sudden  and  sharp," 
generally  in  the  lower  abdomen,  but  in  one  case  it  was  most  intense 
in  the  epigastrium.  In  three  patients  the  pain  was  of  a  "cramp- 
ing" or  "bearing  down"  character,  while  in  four  it  was  spoken 
of  as  being  merely  severe.  In  a  number  of  instances  this  symptom 
was  chiefly  localized  to  one  side  of  the  pelvis. 

Pain  continuous  or  increasing  in  severity  to  the  time  of  admis- 
sion was  noted  in  nearly  every  case  of  tubal  rupture,  whereas  in 
cases  of  tubal  abortion  there  was  usually  a  history  of  recurring 
attacks  of  pain  at  intervals  of  a  few  hours  to  a  day  or  so. 

Fainting  attacks  had  occurred  in  four  instances,  two  of  which 
were  cases  of  tubal  rupture,  the  other  two  of  tubal  abortion  and 
pelvic  hematocele  respectively. 

Five  patients  had  had  nausea  and  vomiting. 

A  bloody  vaginal  discharge,  varying  from  slight  to  a  profuse 
flow,  and  beginning  with  the  onset  of  pain  or  some  time  after- 
wards, was  noted  in  fifteen  instances. 

4.  Condition  on  Admission. — In  five  of  our  patients  the  condi- 
tion was  regarded  as  serious  and  contraindicatory  to  immediate 
surgical  interference.  All  of  these  showed  evidences  of  shock,  and 
a  marked  anemia  was  present,  the  lowest  hemoglobin  record 
(Tall(|vi--t )  being  sixty  per  cent.  The  general  condition  of  the 
remaining  fifteen  patients  was  "fair"  to  good,  none  exhibiting 
symptoms,  however,  that  called  for  immediate  operation. 

Signs  on  bimanual  examination  pointing  to  a  probable  ectopic 
gestation  were  noted  in  eight  of  our  cases. 
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The  temperature  was  normal  or  above  in  eighteen  patients,  the 
highest  being  101.40,  not  definitely  given  in  one.  One  patient  in 
collapse  had  a  temperature  of  960  F. 

5.  Time  of  Operation. — No  patient  was  operated  upon  earlier 
than  the  day  after  admission  (18  to  24  hours),  and  there  were 
only  three  who  came  to  operation  so  soon.  In  one  of  these  patients 
a  diagnosis  of  pelvic  abscess  was  thought  to  warrant  an  early 
vaginal  puncture.  The  other  two  patients  were  in  sufficiently 
good  condition  to  undergo  a  laparotomy  at  the  time. 

The  remainder  of  our  patients  were  operated  upon  at  periods 
ranging  from  three  to  twelve  days  after  admission,  the  average 
being  five  days,  eight  of  the  seventeen  on  the  third  day. 

Of  the  five  patients,  who  were  in  grave  condition  at  the  time  of 
admission,  operation  was  not  considered  advisable  until  the  third, 
sixth,  eighth,  and  twelfth  day  afterwards,  respectively,  in  four 
instances,  the  other  patient  being  the  one  mentioned  above  as 
coming  to  operation  on  the  day  after  admission. 

6.  Condition  at  Operation. — It  will  suffice  to  say  that  of  our  five 
serious  cases  all  but  the  one  operated  upon  the  day  after  admission 
showed  considerable  improvement  in  their  condition  over  that 
when  first  seen.  The  usual  measures  of  stimulation  and  keeping 
the  patient  quiet  had  been  employed. 

7.  Operation. — There  were  fourteen  patients  treated  primarily 
by  abdominal  section,  four  in  whom  only  a  vaginal  puncture  was 
done,  and  two  in  whom  vaginal  puncture  was  followed  by  abdomi- 
nal section,  in  the  one  case  immediately,  in  the  other  twenty-four 
hours  later  on  account  of  a  suspected  continuance  of  hemorrhage. 
Of  these  latter  two  cases  one  was  an  instance  of  tubal  rupture,  the 
other  of  ovarian  pregnancy. 

Tubal  rupture  was  found  at  operation  in  nine  cases,  six  times 
on  the  left  side,  three  times  on  the  right  side. 

Tubal  abortion  had  occurred  in  four  instances,  three  left  sided. 

An  intact  tubal  pregnancy  was  met  with  twice,  on  opposite  sides. 

Pelvic  hematocele  was  the  diagnosis  in  four  patients. 

The  unusual  case  of  an  ovarian  pregnancy  has  been  mentioned. 
Adherent  structures  on  the  two  sides  called  for  a  bilateral  salpingo- 
oophorectomy  in  three  patients.  A  unilateral  salpingo-oophorec- 
tomv  was  clone  in  eleven  instances,  and  the  opposite  tube  removed 
in  nine.    Both  tubes  were  removed  in  two  cases. 

The  appendix  was  found  involved  four  times  ;  once  it  was  ad- 
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herent,  and  in  three  instances  was  deeply  congested.  It  was  re- 
moved from  eight  patients. 

Clotted  blood  or  bloody  fluid  or  the  two  together  in  a  large  quan- 
tity were  found  in  the  peritoneal  cavity  in  seven  of  the  abdominal 
sections  (six  tubal  ruptures  and  the  ovarian  pregnancy).  Where 
an  estimation  of  the  quantity  is  given,  the  figures  vary  from  700 
to  1,500  c.c. 

We  wish  to  here  raise  the  question  whether  one  can  judge  of 
the  actual  loss  of  blood  to  the  patient  from  the  amount  of  bloody 
fluid  present  in  the  abdomen,  as  some  of  the  latter  is  probably  a 
serous  exudation  resulting  from  an  irritation  of  the  peritoneum 
by  the  blood  that  escapes  into  the  abdominal  cavity. 

Drainage  was  employed  in  three  of  the  abdominal  section  cases, 
once  by  the  vagina  in  a  primary  section,  once  through  both  ab- 
domen and  vagina,  and  once  per  vaginam  alone,  respectively,  in  the 
two  celiotomies  that  followed  vaginal  puncture. 

8.  Convalescence  and  Results. — Eleven  patients  made  an  unin- 
terrupted recovery — nine  of  the  celiotomies  and  two  of  the  vag- 
inal punctures.  In  two  of  the  section  cases,  one  for  an  ovarian 
pregnancy,  the  other  for  tubal  rupture,  convalescence  was  slow ;  in 
both  of  these  patients  there  was  a  marked  anemia,  and  a  left 
brachial  thrombophlebitis  developed  in  one  of  them. 

There  were  evidences  of  a  right  popliteal  phlebitis  in  one  sec- 
tion case.    In  another  bronchopneumonia  was  a  complication. 

Following  abdominal  section  for  tubal  abortion  a  concomitant 
uterine  pregnancy  ended  in  abortion  on  the  fourth  day  after 
operation. 

Infection  of  the  abdominal  incision  took  place  in  one  instance 
— a  tubal  rupture. 

Two  of  the  patients  treated  by  vaginal  puncture  for  hematocele 
had  a  considerable  elevation  of  temperature  during  the  first  twelve 
to  fifteen  days,  and  one  of  them  a  good  deal  of  abdominal  pain. 
Both  were  discharged  free  from  pain,  but  with  adherent  pelvic 
structures. 

There  was  one  death  in  our  series.  This  occurred  in  a  patient 
whose  convalescence  from  a  celiotomy  for  tubal  rupture  had 
progressed  favorably  to  about  the  tenth  day,  when  signs  of  ileus 
began  to  manifest  themselves.  The  abdomen  was  reopened  on 
the  next  day;  a  volvulus  and  intestinal  adhesions  were  found 
present.    Death  ensued  one  hour  later. 

0.     Pathologic  Findings. — There  were  two  specimens  of  intact 
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tubal  mole.     Associated  with  one  of  these  was  a  hematosalpinx 
of  the  opposite  side. 

Expulsion  of  the  ovum  from  the  tube  without  rupture  had  taken 
place  in  four  cases. 

Rupture  of  the  tube  was  met  with  in  nine  instances,  three 
in  the  isthmic,  three  in  the  ampullar,  and  three  in  the  infundibular 
portion  of  the  tube  respectively.  Evidences  of  pregnancv  were 
conclusive  in  all  of  these  cases. 

There  was  no  instance  of  intraligamentary  rupture. 
Well  preserved  fetuses  were  found  in  three  cases,  the  largest 
being  nine  cm.  long. 

A  case  of  ovarian  pregnancy  furnished  a  rare  and  interesting 
specimen.  Partly  imbedded  in  the  ovarian  stroma  was  a  blood  clot 
the  size  of  a  walnut,  sections  of  which  showed  chorionic  villi.  A 
very  recent  corpus  luteum  was  present.  The  tube  on  this  side 
was  perfectly  normal  save  for  a  slight  interstitial  salpingitis. 
Salpingitis  in  both  tubes  was  present  in  eight  cases. 
A  perisalpingitis  on  the  opposite  side  to  that  involved  was  noted 
in  ten  instances. 

Tissue  removed  from  the  pelvis  per  vaginam  confirmed  the 
diagnosis  of  hematocele  originating  from  ectopic  gestation  in  two 
cases ;  in  two  other  instances  degeneration  of  the  tissues  made  a 
pathologic  diagnosis  inconclusive. 

I  am  not  prepared  to  state  dogmatically  that  women  do  not 
bleed  to  death  from  hemorrhage  following  ruptured  tubal  preg- 
nancies. I  am  of  the  firm  conviction  that  surgeons  are  losing 
many  of  their  desperate  cases  from  overhaste  in  operating  upon 
them. 

The  idea  that  the  abdomen  must  be  opened  as  quickly  as  possible 
after  seeing  one  of  these  patients  in  order  to  check  the  bleeding, 
which  may  or  may  not  be  going  on,  seems  to  have  taken  deep 
root  in  the  minds  of  many  gynecologists.  If  recovery  has  fol- 
lowed the  interference,  "we  saved  our  patient;"  was  there  a  fatal 
termination,  "the  patient  died  from  the  previous  loss  of  blood." 

YYe  feel  that  the  enthusiasm  over  our  "happy  results"  has  car- 
ried us  too  far,  and  that  a  calming  restraint  to  our  ideas  is  needed. 
Let  us  consider  the  factor  of  hemorrhage  in  these  cases  and 
later  other  influences  that  may  have  a  bearing  on  the  question. 
Reports  seldom  state  even  in  an  approximate  way  the  quantitv 
of  blood  found  in  the  abdominal  cavity  of  the  patient.  Some  say 
"a  large  amount,"  others  "a  very  large  quantity."  terms  which 
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convey  but  little  meaning.  What  we  should  like  to  have  in  these 
reports  would  be  a  fairly  accurate  estimation  of  the  amount  of 
blood  found  present,  and  in  addition  the  weight  of  the  patient. 
We  would  then  be  in  a  better  position  to  judge  to  what  extent  "the 
previous  hemorrhage"  has  been  responsible  for  the  fatal  issue  in 
many  of  the  cases. 

Physiologists  have  estimated  the  total  quantity  of  blood  in  the 
human  body  at  about  J.J  per  cent,  of  the  body  weight.  Thus,  a 
woman  weighing,  say,  130  pounds,  would  have  a  blood  content  of 
ten  pounds. 

Now,  "just  what  percentage  of  loss,"  to  quote  from  Howell, 
"can  be  borne  by  the  human  being  has  not  been  determined,  but 
it  is  probable  that  a  healthy  individual  may  recover  without  seri- 
ous difficulty  from  the  loss  of  a  quantity  of  blood  amounting  to 
as  much  as  three  per  cent,  of  the  body  weight."  This,  in  a  woman 
of  130  pounds,  would  be  a  loss  of  four  pounds,  or  approximately 
1,650  c.c.  We  question  whether  so  large  an  amount  or  at  any 
rate  much  more  blood  is  found  in  the  average  patient  of  the 
above  weight  as  a  result  of  hemorrhage  from  a  ruptured  ectopic 
gestation. 

We  have  recently  been  conducting  a  series  of  experiments  on 
dogs  to  see  if  we  might  not  be  able  to  throw  some  light  on  this 
phase  of  the  subject. 

It  may  be  worth  while  to  here  state  briefly  some  of  our  obser- 
vations. In  the  bitch,  as  may  be  recalled,  the  uteru?  consists  of 
the  body  or  corpus  and  its  two  long  horns  or  oviducts ;  in  the 
latter  fetal  development  takes  place.  The  oviducts  are  connected 
anteriorly  with  the  very  short,  slender  Fallopian  tubes ;  the  outer 
ends  of  the  latter  lie  very  near  the  ovaries,  which  are  situated 
posterior  and  dorsal  to  the  kidneys.  The  uterine  arteries  are 
branches  of  the  pudics,  the  latter  being  one  of  the  two  main  di- 
visions of  the  internal  iliacs  ;  they  are  vessels  of  considerable  size, 
even  as  compared  with  the  corresponding  arteries  in  woman.  The 
ovarian  vessels  are,  on  the  other  hand,  quite  small. 

With  these  anatomical  differences  in  mind,  a  brief  resume  of  the 
cases  is  herewith  presented  : 

EXPERIMENTS. 

Dog  No.  1. — Well  nourished.     Weight,  6.5  kilos. 

January  II.  Ether  anesthesia. — The  abdomen  was  opened  through  a 
median  incision  6-7  cm.  long.  Pelvic  organs  apparently  normal.  The 
outer  end  of  the  right  oviduct  was  cut  through,  and  the  right  ovary 
excised.      There    was    no    free   bleeding    at    the    site   of   the    injury.      The 
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incision  was  closed  in  layers.  There  was  but  little  variation  in  the  pulse 
throughout  the  operation.  Quick  recovery  from  ether,  and  an  uneventful 
coin  alescence. 

Dog  \o.  2. — Well  nourished.     Weight  "about  twelve  kilos. 

January  25.  Ether  anesthesia. — Median  incision  four  cm.  long.  Pelvic 
organ?  normal  appearing.  The  right  broad  ligament  was  cut  through  its 
entire  extent,  the  uterine  vessels  being  severed.  There  was  active  arterial 
hemorrhage,  the  blood  welling  up  into  the  abdominal  wound.  Incision 
quickly  closed  in  layers.  At  the  end  of  the  operation  the  mucous  mem- 
branes showed  a  distinct  blanching.  Pulse  140,  of  small  size.  Dog  con- 
scious thirty  minutes  after  being  put  to  bed.  A  good  deal  of  vomiting 
di  ring  first  six  hours. 

January  26. — Dog  is  up  and  walking  about,  showing  no  signs  of  pain. 
This  dog  escaped  from  her  cage  several  days  later.  She  had  made  a 
good  recovery,  so  far  as  we  could  judge. 

Dog    No.  3. — Good  condition.     Weight  about  ten  kilos.     In  "heat." 

January  30.  Ether  anesthesia. — Median  incision  four  cm.  long.  Pelvic 
organs  appear  congested.  Outer  end  of  left  oviduct  cut  through,  and  left 
ovary  excised.  The  left  uterine  vessels  were  now  cut  across.  Free  bleed- 
ing from  the  latter  and  also  the  ovarian.  Incision  quickly  closed  in  layers. 
At  end  of  operation  pulse  of  rather  small  volume,  rate  not  obtained.  Dog 
conscious  soon  afterwards. 

February  2. — Condition  good.     Dog  disposed  to  remain  quiet. 

February  6.— Dog  bright  and  active,  taking  her  feed  well. 

Dog  No.  4. — Well  nourished.     Weight  about  ten  kilos. 

February  2.  Ether  anesthesia. — Median  incision  four  cm.  long.  Pelvic 
organs  normal.  The  uterine  vessels  on  both  sides  were  cut  across.  Very 
free  bleeding.  Incision  quickly  closed  in  layers.  Pulse  rapid,  but  of  fairly 
good  volume.  Dog  conscious  before  leaving  table.  Given  morphia  gr. 
I-3  hypo,  at  once.  Thirty  minutes  later  dog  was  standing  and  drinking 
water  greedily. 

February  6. — Dog  suffered  apparently  but  little  from  operation.  To-day 
seems  bright,  but  is  not  disposed  to  move  about  much. 

February  16. — Dog  has  made  an  uninterrupted  recovery. 

Dog  No.  5. — In  good  condition.    Weight  about  ten  kilos. 

February  6.  Ether  anesthesia. — Median  incision  four  cm.  long.  Normal 
appearing  pelvic  organs.  The  left  ovary  was  excised,  and  the  uterine 
vessels  on  both  sides  cut.  There  was  the  usual  free  hemorrhage.  Imme- 
diate closure  in  layers.  Dog  conscious  on  reaching  bed.  Pulse  not  very 
rapid  and  of  good  size.  Seen  thirty  minutes  later,  dog  had  changed  posi- 
tion, but  was  then  perfectly  quiet. 

February  9. — Dog  had  been  doing  well.  Yesterday  was  eating.  To-day 
does  not  appear  so  bright.  Does  not  object  to  being  moved.  Pulse  and 
temperature  O.  K. 

February  16. — Rapid  improvement  since  last  note.     Dog  now  active. 

Dog  Nol  6. — This  is  the  same  animal  used  in  Experiment  No.  I.  q.  v. 

February  9.— Dog  had  made  a  complete  recovery  from  first  operation. 
Ether  anesthesia.  Abdomen  reopened  through  former  incision.  No  free 
fluid  or  clotted  blood  found  in  peritoneal  cavity.  There  were  a  few  deli- 
cate adhesions  about  the  pelvic  structures.  The  right  oviduct  was  enlarged 
and  bent  upon  itself.  In  the  left  oviduct  were  two  fusiform  swellings,  the 
one  about  1.5  cm.  from  the  corpus  uteri,  the  size  of  a  pigeon's  tgg, 
the  other  in  the  outer  half  of  the  oviduct,  almost  as  large  as  a  duck-egg, 
apparently  filled  with  clear  fluid.  The  uterus  and  oviducts  were  now 
removed  in  foto  by  one  continuous  cut  of  the  scissors  from  side  to 
side.  Bleeding  was  profuse.  Immediate  closure  in  layers.  At  end  of 
operation  pulse  was  hard  to  obtain,  respiration  shallow.  Dog  able  to 
open  her  eyes.  Seen  fifteen  minutes  later  dog  was  standing  on  all  fours, 
lapping  water. 

February    16. — Dog   did   not   appear   to    suffer   from   operation.     A    few 
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hours  afterwards  was  walking  about  in  her  cage.  No  sedative  was  given. 
At  present  seems  to  be  in  good  condition. 

February  25. — Dog  has  apparently  made  her  second  complete  recovery. 
Incision  well  healed. 

Dog  No.  7.— Same  animal  as  No.  3,  q.  v.  Dog  has  made  complete 
recover}'.     Now  bright  and  lively. 

February  16.  Ether  anesthesia. — Abdomen  reopened  through  former 
incision.  No  blood  found  in  peritoneal  cavity.  A  few  light  omental 
adhesions.  No  pulsation  could  be  detected  in  the  stump  of  the  left  uterine 
artery,  nor  was  there  any  clot  around  it.  The  right  uterine  vessels  were 
now  cut,  and  temporary  closure  of  the  abdominal  cavity  made  by  placing 
clamps  on  the  edges  of  the  divided  peritoneum.  At  the  beginning  of  the 
operation  the  pulse  rate  was  128.  The  dog  was  now  kept  under  a  light 
anesthesia.  Fifty  minutes  after  cutting  of  vessels  the  pulse  began  to 
show  an  increased  rate,  being  at  this  time  136.  A  steady  rise  continued 
during  the  next  thirty  minutes,  at  the  end  of  which  time  the  rate  was 
156.  The  clamps  were  now  removed  from  the  peritoneum,  and  the  blood 
found  in  the  pelvis  was  carefully  removed  with  gauze  sponges.  No  clotting 
had  taken  place.  From  the  cut  uterine  active  hemorrhage  was  still  going 
on.  No  attempt  was  made  to  check  the  bleeding  by  pressure  or  traction 
on  the  vessel,  but  gentle  application  was  made  with  a  gauze  sponge  at  the 
cut  end  of  the  artery.  Cessation  of  the  bleeding  resulted  at  the  end 
of  about  ten  minutes.  Twenty  minutes  later  a  subcutaneous  infusion  of 
salt-sol.  (400  c.c.)  was  given.  This  was  nearly  all  taken  up  in  thirty  minutes. 
It  was  given  to  see  if  the  subsequent  rise  in  the  blood  pressure  would 
bring  on  a  recurrence  of  hemorrhage  from  the  uterine  artery.  No  such 
effect  was  produced  at  the  end  of  thirty  minutes  after  the  absorption  of 
the  saline  sol.  Gentle  squeezing  of  the  end  of  the  vessel,  however,  was 
sufficient  to  expel  the  clot,  which  had  formed,  and  fresh  bleeding  began. 
The  experiment  was  brought  to  a  close  at  this  point,  the  uterine  artery 
ligated,  and  the  incision  closed  in  layers  at  once.  The  pulse  rate  at 
the  end  of  the  3.5  hours  consumed  in  the  observation  was  144. 

February  25. — Dog  has  done  well  from  day  of  operation.  Is  now  as 
active  as  ever.  The  amount  of  blood  lost  during  the  experiment  was 
estimated  approximately  and  found  to  be  240  c.c. 

Dog  No.  8. — Young  bitch.  Poorly  nourished.  Weight  about  four  kilos. 
Mucous  membranes  pale. 

February  25. — Median  incision  6.5  cm.  long.  Uterus  very  small,  the 
oviducts  slender,  cord-like  structures.  Evisceration  of  both  ovaries,  the 
uterus  and  oviducts  in  toto.  There  was  very  free  bleeding  from  all  the 
vessels.  Immediate  closure  in  layers.  But  slight  change  in  pulse  during 
operation.  Fifteen  minutes  later  dog  appeared  to  be  having  a  hard, 
shaking  chill.     Was  conscious,  but  not  able  to  hold  up  her  head. 

February  26. — Dog  is  bright,  but  moves  about  very  little. 

March  1. — Dog  appears  to  be  gaining  rapidly.  Is  now  walking  about 
her  cage.  Very  anemic.  Ether  anesthesia.  Abdomen  reopened  through 
previous  incision.  No  free  blood  in  peritoneal  cavity.  Omentum  and 
intestines  adherent  in  places  to  bladder  and  pelvic  wall  and  rectum ;  all 
easily  separated.  Around  the  stump  of  the  uterus  a  small  blood  clot 
was  adherent.  No  other  clots  found  present.  Forcible  manipulations 
of  the  stumps  of  the  uterine  vessels  produced  no  active  bleeding,  only  an 
oozing.     Dog  went  into  sudden  collapse.     Revived  by  artificial  respiration. 

Dog  No.  9. — In  good  condition.     Weight  about  4.5  kilos. 

February  26. — Ether  anesthesia.  Median  incision  6.5  cm.  long.  Total 
evisceration  of  intra-abdominal  genitalia  as  in  previous  animal.  Profuse 
hemorrhage.  Immediate  closure  in  layers.  Mucous  membranes  became 
greatly  blanched.  At  close  of  operation  pulse  rate  was  180,  shortly  after- 
wards becoming  almost  imperceptible.  So. hi  after  reaching  bed  dog  was 
conscious,   but  made   no   attempt    to    move. 

March   2.— Dog   is  bright   and    fairly   active.     Mucous   membranes   quite 
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pale.      Ether   anesthesia.      Abdomen    reopened    through   previous    incision. 
No   fluid  or  clotted   blood  present   in  peritoneal  cavity.     Stump   of  corpus 
uteri  brought  up  and  found  surrounded  by  a  small  clot.     No  distinct  pulsa- 
tion to  be  made  out  in  uterine  vessels.     Well  marked   oozing  caused  by 
active  manipulations  of  pelvic  structures,  increased  by  freshening  cut  sur- 
faces of  previous  operation.     Closure  in  layers.     Pulse  rapid,  but  of  good 
size  at  end. 
Dog  No.  10. — In  excellent  condition.     Weight  17.5  kilos. 
.March  15. — Ether.     Median  incision.     Uterus  very  small  for  so  large  an. 
animal    (has  never  been  pregnant).     Uterine   vessels    cut  on   both   sides. 
Bleeding  by   no   means   so  free  as   in  previous   cases.     Closure  in  layers. 
Pulse    good   at   close. 
March  18. — Dog  appears  as  well  as  before  operation. 
Dog  No.  II. — In  fairly  good  condition.     Weight  about  six  kilos.     Con- 
siderable  enlargement   of  both    thyroids. 

March  18. — Ether.  Median  incision.  Pelvic  organs  normal  appearing. 
Uterine  vessels  of  average  size.  Cut  on  both  sides.  Bleeding  very  free. 
Immediate  closure.     Pulse  rapid,  but  of  pretty  good  volume. 

March  19. — Dog  to-day  is  bright  and  playful.  Abdomen  reopened  under 
ether ;  1-3  drams  of  bloody  fluid  found  present,  and  a  small  blood  clot  on 
each  broad  ligament  at  site  of  cut  ends  of  uterine  vessel.  Removal  of 
clot  on  right  side  brought  on  active  arterial  hemorrhage.  Genital  organs 
now  excised  in  toto,  corpus  uteri  being  cut  across  below  level  of  previous 
division  of  uterine  vessels.  There  was  profuse  bleeding,  probably  two 
ounces  escaping  from  abdominal  cavity  before  closure  was  made.  At 
the  end  of  operation  pulse  was  rapid  and  of  small  size.  Mucous  mem- 
branes greatly  blanched.  Dog  able  to  hold  up  her  head  on  reaching  cage, 
but  making  no  attempt  to  rise. 

March  20. — This  a.  m.  dog  appears  to  have  recovered  well  from  yester- 
day's operation.  Gets  around  well.  While  ether  was  being  administered 
again  dog  ceased  breathing,  and  all  measures  at  resuscitation  failed.  About 
six  c.c.  of  fluid  and  clotted  blood  found  between  bladder  and  intestines. 
Intestinal  serosa  pale. 
Dog  No.  12. — Young  bitch,  in  fairly  good  condition.  Weight,  five  kilos. 
March  21. — Ether.  Median  incision.  Uterus  quite  small,  but  vessels  of 
good  size  for  age  of  dog.  Right  uterine  vessels  cut.  Free  arterial  hemor- 
rhage.    Immediate  closure.     Pulse  good  volume,  not  very  ranid. 

March  22. — Dog  all  right  to-day.  Under  ether;  abdomen  reopened; 
8-10  c.c.  of  bloody  fluid  and  blood  clots  present.  Left  uterine  vessels 
were  cut,  and  bled  freely. 

March  23. — Dog  seems  rather  weak  to-day,  but  is  able  to  get  around 
well.  Abdomen  reopened.  About  the  same  amount  of  blood  present  as 
found  yesterday.  Manipulation  of  uterus  and  broad  ligaments  caused 
fresh  bleeding  from  uterine  vessels.     Dog  conscious  at  close. 

March  26. — Dog  somewhat  dull  to-day.  Incision  infected  and  gaping. 
Killed  by  forced  anesthesia.  Several  c.c.  of  purulent  fluid  found  in  pelvis. 
(Portion  of  femoral  vein  removed  for  study.) 
Dog  No.  13. — In  good  condition.  Weight  about  nine  kilos. 
March  25. — Ether.  Median  incision  five  cm.  long.  Each  oviduct  occu- 
pied by  four  fetal  sacs,  measuring  3.5x2.5  cm.  Blood  vessels  in  the  broad 
ligaments  dilated,  the  uterine  artery  being  two  mm.  in  diameter  at  junction 
of  oviduct  and  corpus  uteri.  The  right  vessels  were  cut  at  this  point. 
Bleeding  was  profuse.  Immediate  closure.  At  close  femoral  pulse  was 
just  perceptible.  Mucous  membranes  very  pale.  Seen  fifteen  minutes 
later  dog  lay  stretched  out,  eyes  open,  breathing  quietly,  no  femoral  pulse 
to  be  obtained. 

March  26. — Dog  appears  dull,  but  drinks  freely,  and  walks  around  well. 
Pulse  small,  140  per  minute.  Mucous  membranes  of  better  color  than 
yesterday.     Given   a   subcutaneous   infusion   of   salt   sol.,   200  c.c. 

March   27. — Condition    much   better.      Dog   bright.      Pulse    104,    regular, 
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of  fairly  good  size.  Given  morphia,  gr.  1-3  hypo.,  one-half  hour  before 
being  etherized.  Abdomen  reopened.  Several  c.c.  of  bloody  fluid  and 
clots  present.  Proximal  ends  of  cut  uterine  vessels  closed,  but  good  pul- 
sation still  present  in  artery.  The  fetal  sacs  on  the  left  side  were  brought 
out  and  opened  by  longitudinal  incisions,  which  were  further  torn  apart 
with  forceps.  These  tears  were  made  from  the  distal  sac  inwards  on  the 
inferior,  the  superior,  the  anterior,  and  the  posterior  surfaces  of  the  oviduct 
respectively.  There  was  rather  free  bleeding  from  one  of  the  torn  sacs. 
Immediate  closure.  Seert  one  hour  later  dog  was  still  prostrated;  pulse 
120,  of  fairly  good  volume. 

March  28.— Dog  in  excellent  spirits  to-day,  quite  active.  Abdomen  re- 
opened under  ether.  A  small  quantity  of  fluid  and  clotted  blood  present. 
Some  light  adhesions  about  left  oviduct.  Mucosa  of  latter  everted  at 
sites  of  previous  tears.  Good  pulsation  still  present  in  proximal  stump 
of  right  uterine  artery.  Distal  portions  of  the  right  vessels  severed  again 
and  the  fetal  sac  adjacent  to  the  corpus  uteri  on  this  side  torn  open. 
All  the  left  sacs  were  again  cut  open  in  different  places,  and  the  left 
uterine  vessel  severed.  There  was  the  usual  free  hemorrhage.  Dog  con- 
scious on  reaching  bed;  pulse  very  rapid  and  small. 

April  2. — Dog  rather  dull  yesterday  and  to-day,  but  gets  around  well. 
Has  shown  no  pain.  Abdomen  reopened  for  the  fourth  time  this  A.  M. 
Several  c.c.  of  dark,  bloody  fluid  present.  Bladder  much  distended.  Omen- 
tum adherent  to  fetal  sacs.  The  left  uterine  vessels  were  thrombosed  in 
their  severed  ends.  Definite  pulsation  in  the  artery  could  not  be  made 
out  on  either  side.  The  genital  organs  were  now  removed,  the  right  ovary 
being  unintentionally  left  in.  The  bleeding  from  the  freshly  cut  uterines 
and  the  ovarian  as  well  was  very  free.  Immediate  closure.  At  the  end  of 
operation  femoral  pulse  was  140-150,  irregular,  and  small.  Tongue  and 
mucous  membranes  blanched.  One-half  hour  later  given  morphia,  gr.  J4 
hypo.  Dog  lying  with  eyes  open,  but  not  making  any  effort  to  move. 
Respiration  rather  shallow,  but  not  rapid.  A  tight  binder  was  placed 
around  the  abdomen,  and  the  dog  left  in  Trendelenburg  position.  Three 
hours  later  condition  was  about  the  same.  Given  subcutaneous  infusion 
salt  sol.,  325  c.c.  This  was  promptly  taken  up,  with  a  slight  improvement 
in  the  pulse. 

April  3. — Twenty-four  hours  later  dog  found  in  much  better  condition, 
able  to  be  on  her  feet,  cheerful,  and  taking  nourishment  well.  Pulse  120, 
regular,  of  fairly  good  size. 

From  these  experiments  we  feel  justified  more  and  more  in  be- 
lieving that  the  intra-abdominal  hemorrhage,  such  as  we  meet  with 
in  women  in  collapse  from  ruptured  ectopic  gestation,  is  not  suffi- 
cient in  itself  to  cause  a  fatal  termination  in  these  cases. 

Cases  in  which  the  loss  of  blood  per  se  would  be  sufficient  to 
bring  about  a  fatal  termination  would  seldom  be  seen  in  time  to 
save  the  patient ;  and  it  is  my  firm  conviction  that  in  such  cases 
only  very  rarely  (possibly  never)  is  a  patient  saved  by  operation. 
Unfortunately,  in  not  a  few  of  the  successful  cases  reported  the 
details  from  a  pathological  standpoint  are  too  meager  to  enable 
us  to  judge  accurately  of  the  exact  conditions  that  existed. 

It  will  doubtless  be  maintained  by  some  that  our  experimental 
work  has  shown  nothing  more  than  that  the  dog  can  withstand  a 
greater  loss  of  blood  than  the  human — a  recognized  fact.  And  yet 
it  seems  to  us  fair  to  assume  that  in  five  of  our  experiments  we 
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made  the  tests  sufficiently  severe  to  more  than  equalize  the  factor 
of  resistance  to  the  loss  of  blood  in  the  dog,  as  compared  with  that 
of  the  human  being  under  fairly  similar  conditions. 

In  other  words,  taking  into  consideration  this  difference  in  re- 
sistance by  cutting  both  uterine  arteries,  and  in  some  instances 
both  ovarians  as  well,  we  subjected  our  dogs  to  a  risk  of  bleeding 
to  death  as  great  as  that  incurred  by  the  average  woman  suffering 
from  a  ruptured  tubal  pregnancy. 

How  then  shall  we  explain,  to  what  shall  we  attribute  the  fatal 
ending  of  so  many  of  the  serious  cases  of  ruptured  ectopic  gesta- 
tions ?    And  what  shall  be  our  treatment  ? 

In  our  view  of  these  cases  we  feel  that  due  consideration  must 
be  accorded  to  other  factors  than  hemorrhage,  potent  as  it  may 
be,  that  jeopardize  the  lives  of  our  patients. 

Let  us  recall  how  in  many  of  these  cases  the  attack  comes  to 
the  patient  as  a  stroke  of  lightning  out  of  a  clear  sky,  and  with 
its  accompanying  pain  brings  to  the  woman's  mind  the  fear  of 
impending  death. 

We  know  so  little  of  what  we  call  "shock"  that  we  cannot  esti- 
mate it  in  any  definite  term,  and  yet  we  feel  it  must  play  an  impor- 
tant role  in  rendering  the  patient's  condition  so  serious  so  soon 
after  the  onset  of  the  attack  and  before  there  is  any  great  loss  of 
blood. 

Add  to  this  the  moving  of  the  patient  from  her  room  to  the 
hospital,  the  dread  of  an  operation,  and  finally  the  operation  itself, 
and  have  we  added  to  or  subtracted  from  our  patient's  chances  of 
recovery  ? 

Whatever  we  do  we  must  lose  some  cases,  but  I  believe  that  our 
percentage  of  fatalities  will  be  lower  if  we  refuse  to  add  shock  to 
shock,  and  rather  are  satisfied  to  assist  nature  to  bring  about 
reaction  before  proceeding  to  a  serious  operation. 

It  gives  me  great  pleasure  to  acknowledge  the  valuable  help  of 
Dr.  M.  B.  Bonta,  the  late  resident  gynecologist  at  the  Lakeside 
Hospital,  in  the  preparation  of  this  paper. 

702  Rose  Building. 
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Since  operative  procedures  have  been  employed  with  the  ob- 
ject of  correcting  retrodeviations  and  descensus  of  the  uterus, 
cases  of  more  or  less  serious  disturbances  of  pregnancy  and  par- 
turition have  occasionally  been  reported.  My  object  in  present- 
ing this  paper  is  to  consider  briefly  the  principal  operations  em- 
ployed for  the  relief  of  displacements  with  reference  to  their 
influence  upon  subsequent  pregnancy ;  to  consider  the  treatment 
of  certain  cases  of  dystocia  resulting  from  the  operation,  and 
to  report  two  cases  in  which  laparotomy  with  separation  of 
adhesions  fixing  the  uterus  to  the  abdominal  wall  was  performed 
at  term  and  labor  terminated  per  vias  naturales. 

The  operation  of  vaginal  fixation  was  soon  discarded  by  prac- 
tically all  surgeons  on  account  of  the  frequent  occurrence  of  seri- 
ous dystocia.  Ventrofixation  or  ventrosuspension,  on  the  other 
hand,  in  the  vast  majority  of  cases  was  followed  by  normal  preg- 
nancy and  labor,  and  was  regarded  by  most  gynecologists  as  a 
perfectly  safe  procedure,  while  it  was  also  unquestionably  the 
most  satisfactory  method  of  permanently  correcting  the  displace- 
ment. However,  with  the  great  increase  in  the  number  of  cases 
operated  upon  during  the  past  few  years,  instances  of  grave  com- 
plications, sometimes  involving  the  life  of  both  mother  and  child, 
have  become  more  frequent,  so  that  at  the  present  time  the  advis- 
ability of  performing  any  intraabdominal  operation  for  the  relief 
of  retrodisplacement  is  often  questioned,  and  the  operation  of 
ventrofixation  is  generally  condemned.  The  analytical  reviews  of 
the  reported  cases  of  dystocia  following  fixation  operations,  pub- 
lished by  Andrews  and  Seegert,  have  shown  that  serious  trouble 
occurs  only  in  cases  where  the  uterus  is  fixed  by  broad,  dense 
adhesions,  and  that  where  it  is  merely  suspended  by  slight  ad- 
hesions to  the  parietal  peritoneum  the  course  of  a  subsequent 
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pregnancy  is  practically  normal.  Holden's  investigation  of  900 
cases  of  ventrosuspension,  performed  in  Dr.  Kelly's  clinic,  showed 
that  no  serious  disturbances  occurred  in  the  eighty-three  subse- 
quent pregnancies.  Unfortunately,  however,  in  some  cases,  owing 
to  infection  of  the  wound,  injury  to  the  surface  of  the  uterus 
by  tenacula,  needle-hole  hemorrhages  due  to  excessive  vascularity 
of  the  uterus  when  inadvertently  operated  upon  during  early 
pregnancy,  etc.,  a  firm  fixation  has  resulted  where  a  simple  sus- 
pension was  intended.  On  this  account  operations  which  aim  to 
correct  the  displacement  by  means  of  extra-  or  intra-abdominal 
shortening  of  the  round  ligaments  are  generally  regarded  as 
being  more  advisable  during  the  childbearing  period.  Alexan- 
der's operation  is  the  simplest  method  of  shortening  the  ligaments, 
but  is  only  applicable  to  cases  of  uncomplicated  retroflexion  and 
is  also  followed  by  a  rather  large  number  of  relapses.  The  opera- 
tion devised  by  Gilliam  seems  at  present  to  be  the  most  generally 
useful,  but  has  still  to  stand  the  test  of  time,  both  in  regard  to 
its  permanent  adequacy  and  with  reference  to  its  freedom  from 
later  complications.  While  no  cases  of  dystocia  following  this 
operation  have  so  far  been  recorded  and  are  less  likely  to  occur 
than  in  cases  of  direct  fixation  of  the  fundus,  it  is  possible  that, 
as  sometimes  happens  with  Olshausen's  operation,  infection  of 
the  attached  proximal  end  of  the  round  ligaments  may  result  in 
a  rigid  fixation  of  the  cornu  and  cause  subsequent  dystocia  due  to 
asymmetrical  expansion  and  partial  torsion  of  the  uterus. 

The  chief  complications  which  may  follow  ventrofixation  of  the 
uterus  are :  Excessive  pain ;  hyperemesis ;  abortion  or  premature 
delivery ;  dystocia  due  to  upward  and  backward  displacement  of 
the  cervix,  asymmetrical  expansion  of  the  uterus,  and  trans- 
verse position  of  the  fetus ;  postpartum  hemorrhage ;  rupture  of 
the  uterus ;  inertia  due  to  excessive  thinning  of  the  posterior 
wall.  I  shall  only  consider  in  detail  the  different  causes  of  dys- 
tocia. 

A  high  position  of  the  cervix  is  one  of  the  commonest  causes 
of  dystocia  following  ventrofixation.  This  condition  was  noted 
in  twenty-two  of  the  cases  collected  by  Andrews,  exclusive  of 
Noble's  cases,  i.e.,  in  more  than  eleven  per  cent.,  and  in  eighteen 
of  the  twenty-one  cases  of  Cesarean  section  collected  by  Lynch 
the  cervix  was  described  as  being  at  or  above  the  level  of  the 
promontory.     During  labor  the  cervix  is  usually  drawn  up  still 
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higher,  and  the  force  of  the  uterine  contractions  is  directed 
toward  the  sacrum  instead  of  in  the  pelvic  axis. 

Irregular  expansion  and  doubling  in  of  the  anterior  uterine  wall 
occurs  when  Hie  fundus  is  rigidly  fixed  and  the  normal  upward  ex- 
pansion of  the  anterior  wall  is  impeded.  This  may  be  compensated 
for  by  the  backward  displacement  of  the  cervix,  which  allows  a 
certain  amount  of  downward  and  backward  expansion  of  the 
anterior  wall,  while  the  posterior  wall  is  displaced  forward.  In 
a  number  of  cases,  however,  the  anterior  wall  forms  a  tumor- 
like mass,  which  encroaches  upon  the  pelvic  brim.  This  mass 
is  usually  described  as  a  thick  pad  of  muscular  tissue  consisting 
of  the  excessively  thickened  anterior  wall,  but  I  am  of  the  opin- 
ion that  in  all  cases  the  anterior  wall  hypertrophies  equally  with 
the  posterior ;  but  in  order  to  accommodate  itself  to  the  space 
between  the  fixation  and  the  cervix,  doubles  upon  itself,  forming 
a  sort  of  shelf  or  ridge.  Williams  especially  noted  this  condi- 
tion in  one  case,  and  a  similar  condition  was  observed  by  Noble, 
Bowley  and  Clark,  Martin,  Dickinson,  and  Gibert.  In  both  of 
my  personal  cases  this  condition  was  present.  Ill,  in  his  three 
cases  of  Cesarean  section  performed  on  account  of  dystocia  fol- 
lowing ventrofixation,  on  liberating  the  adhesions  before  incising 
the  uterus  noted  that  the  uterus  in  all  cases  immediately  returned 
to  the  normal  position,  proving  that  the  anterior  wall  had  hyper- 
trophied  normally. 

A  transverse  position  of  the  fetus  was  noted  in  fifteen  out  of 
the  twenty-one  cases  of  Cesarean  section  collected  by  Lynch,  and 
has  been  found  in  most  of  the  cases  reported  since. 

Rupture  of  the  uterus  has  occurred  in  at  least  five  cases.  In 
Dickinson's  case  there  was  a  rupture  of  the  right  side  of  the 
uterus  extending  from  the  external  os  to  the  cornu.  In  von 
Guerard's  case  the  rupture  took  place  at  the  point  where  the 
uterus  was  attached  to  the  abdominal  wall ;  while  in  Menge's, 
Brodhead  s,  and  Clark  and  Rowley's  cases  the  rupture  was  in 
the  thinned-out  posterior  wall. 

Postpartum  hemorrhage  was  noted  in  only  three  of  the  cases 
of  ventrosuspension  collected  by  Andrews,  so  that  the  operation 
has  evidently  little  influence  in  inducing  this  complication. 

Inertia  of  the  uterus  appears  to  be  relatively  frequent,  and  is 
probably  due  to  the  excessive  thinning  of  the  posterior  wall.  This 
factor  may  have  some  bearing  upon  the  high  mortality  following 
Cesarean  section  in  these  cases. 
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In  the  following  two  cases  the  abnormal  conditions  produced 
bv  the  ventrofixation  were  almost  identical.  The  fixation  in 
the  first  was  unintentional,  probably  also  in  the  second.  In  both 
the  cervix  was  drawn  upward  and  backward  out  of  reach  by 
the  ordinary  method  of  palpation ;  the  fetus  was  in  the  trans- 
verse position,  and  the  anterior  uterine  wall  encroached  more 
or  less  upon  the  pelvic  brim.  In  the  first  case  pregnancy  was 
accompanied  by  severe  abdominal  pain  throughout  its  entire 
course,  but  in  the  second  no  untoward  symptoms  occurred. 

Case  I. — Mrs.  H.  M.,  age  thirty-seven.  This  patient  has  had 
eight  children  and  two  miscarriages.  After  the  last  childbirth 
she  suffered  from  severe  pain  in  the  lower  abdomen  and  back,  and 
for  this  cause  was  operated  upon  in  July,  1905.  The  operation 
consisted  of  the  release  of  adhesions  about  the  left  tube  and  ovary 
and  suspension  of  the  uterus  by  means  of  two  fine  silk  sutures  to 
the  peritoneal  layer  of  the  anterior  abdominal  wall.  The  incision 
healed  per  primam  and  convalescence  was  uneventful,  the  high- 
est temperature  being  99.40  on  the  third  day.  The  scar,  how- 
ever, was  found  to  be  somewhat  indurated.  The  patient  was 
only  slightly  benefited  by  the  operation.  She  again  became 
pregnant  in  March,  1906,  and  during  the  whole  course  of  the 
pregnancy  suffered  from  severe  pain  in  the  abdomen  and  in  the 
bladder.  In  December,  1906,  when  eight  and  a  half  months  preg- 
nant, she  came  under  the  care  of  the  Mothers'  Relief  Society, 
and  I  first  saw  her  in  consultation  with  Dr.  Herrinton,  the  at- 
tending physician,  on  December  11,  1906.  The  condition  present 
was  as  follows :  The  fundus  extended  only  slightly  above  the 
umbilicus  and  the  fetus  was  in  the  transverse  position  with  the 
head  on  the  left  side.  A  median  abdominal  scar  about  six 
cm.  long  extended  upward  from  the  symphysis.  The  lower  half 
of  the  scar  was  considerably  indurated  and  was  strongly  re- 
tracted. The  cervix  was  drawn  upward  and  backward  and  could 
only  be  reached  by  introducing  the  whole  hand  through  the 
markedly  relaxed  outlet.  It  was  soft  and  patulous.  The  anterior 
part  of  the  pelvis  was  encroached  upon  by  a  firm  tumor-like 
mass,  consisting  of  the  anterior  uterine  wall.  In  view  of  the 
danger  attending  the  attempts  to  deliver  such  cases  by  turning 
and  extraction,  even  where  such  a  procedure  is  possible,  and  the 
increased  danger  of  Cesarean  section  after  various  manipulations 
have  been   resorted  to.   I   decided,   after  consulting  Dr.   H.   A. 
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Kelly,  to  operate  at  term,  either  immediately  before  or  at  the 
onset  of  labor,  with  the  object  of  releasing  the  adhesions,  ana 
if  the  abnormal  position  of  the  uterus  could  then  be  corrected,  to 
allow  labor  to  take  place  naturally;  but  if  the  malposition  couiti 
not  be  corrected,  to  perform  a  Cesarean  section.  Operation  at 
the  Church  Home  and  Infirmary,  December  24,  1906.  A  small 
incision  was  made  immediately  above  the  old  cicatrix.  On  open- 
ing the  abdominal  cavity,  broad  but  light  omental  adhesions 
were  first  encountered ;  when  these  were  separated  the  uterus 
was  found  to  be  held  down  by  a  dense  band  of  tissues  3  cm.  wide, 
1-5  cm.  thick,  5  cm.  long,  which  extended  from  the  lower  part 
of  the  old  scar  to  the  fundus.  Double  ligatures  of  catgut  were 
applied  to  each  end  of  the  band  and  it  was  then  cut  across.  The 
fundus  immediately  began  to  ascend  and  in  a  minute  or  two  the 
stump  of  the  adhesion  had  ascended  fully  ten  cm.  On  making 
a  vaginal  examination  the  cervix  was  then  found  to  be  pointing 
directly  downward.  The  incision  was  closed  with  plain  catgut 
sutures  in  the  peritoneum,  interrupted  chromicized  catgut  in  the 
muscle  and  fascia,  and  silkworm  gut  through  the  skin,  fascia,  and 
muscle.  Labor  began  forty  hours  after  the  operation,  the  head 
presenting  in  the  R.O.P.  position,  and  the  child  was  born  spon- 
taneously five  hours  later.  The  incision  healed  per  primam. 
Mother  and  child  were  discharged  in  good  condition  at  the  end 
of  three  weeks. 

Case  II. — Mrs.  E.,  age  twenty-five.  The  patient  had  one  in- 
strumental delivery  eight  years  before.  At  that  time  the  perineum 
was  lacerated  and  not  repaired.  She  afterward  suffered  from 
dysmenorrhea  and  bearing-down  pain,  until  she  was  operated  upon 
in  May,  1905,  when  the  outlet  was  repaired  and  the  uterus  fixed 
to  the  anterior  abdominal  wall.  She  became  pregnant  in  June, 
1906,  and  I  saw  her  in  consultation  with  Dr.  Ada  Thomas  and 
Dr.  Tayler- Jones  at  the  Crittenton  Home  Washington,  March 
8,  1907.  No  untoward  symptoms  had  occurred  during  pregnancy 
and  the  patient's  general  condition  was  excellent.  The  uterus 
extended  to  a  hand's  breadth  above  the  umbilicus,  the  fetus  lying 
in  a  transverse  position  wtih  the  head  on  the  left  side.  A  long 
broad  scar  extended  from  the  symphysis  to  within  five  cm.  of 
the  umbilicus.  The  cervix,  which  was  drawn  upward  and  back- 
ward above  the  promontory,  could  only  be  felt  with  difficulty 
after  introducing  the  half  hand.     Encroaching  on  the  pelvis  an- 
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teriorly  was  a  broad  fold  of  tissue,  apparently  the  anterior  uterine 
wall. 

As  in  the  preceding  case,  it  was  decided  to  perform  a  laparotomy 
immediately   before   or   at   the   onset   of  labor,   with  the   object 
of  separating  the  adhesions  and  then,  if  the  uterus  regained  its 
normal  position,  to  allow  labor  to  proceed  naturally,  or  if  releas- 
ing the  adhesions  was  not  followed  by  the  return  of  the  uterus 
to  its  normal  position,  to  perform  a  Cesarean  section.    The  opera- 
tion was  performed  at  the  Crittenton  Home  three  days  later.     A 
short  median  incision  was  made  immediately  above  the  old  scar. 
On  opening  the  peritoneal  cavity  the  fundus  was  found  to  be 
held  down  by  a    broad    dense    band    of    tissue   5  cm.  wide.   1 
cm.   thick,   and  about  2   cm.   long,   which   was   attached   to  the 
abdominal  wall  about  the  middle  of  the  old  incision  and  to  the 
anterior  surface  of  the  fundus  uteri,  extending  from  the  mid- 
line in  the  direction  of  the  left  cornu.     The  adhesion  was  cut 
after  placing  four  fine  sutures  on  each  side  to  prevent  hemorrhage. 
The  fundus  immediately  began  to  rotate  upward  and  to  the  left. 
and  in  two  or  three  minutes  the  stump  of  the  adhesion  could  be 
felt  almost  a  hand's  breadth  above  the  umbilicus,  a  few  centi- 
meters to  the  left  of  the  median  line.     A  vaginal  examination 
showed  that  the  cervix  now  pointed  directly   downward.     The 
incision  was  closed  in  layers  as  in  the  preceding  case.    Labor  pains 
began  about  9  p.m.,  and  continued  until   midnight,   when   they 
ceased.    Two  hours  later  the  patient  was  awakened  by  the  dis- 
charge of  amniotic  fluid,  but  felt  no  pain.  When  seen  an  hour  later 
the  head  was  found  in  the  L.O.I.A.  position,  the  hands  presenting 
with  it  and  the  cord  prolapsed.     The  fetal  heart  was  168.     The 
hands  and  cord  were   replaced,   forceps   applied,   and  the   child 
delivered  with  some  difficulty.    The  child's  color  was  fairly  good, 
but  unfortunately  all  efforts  to  resuscitate  it  were  unsuccessful. 
A  laceration  of  the  second  degree  was  repaired  with  silkworm 
gut  and  catgut.     The  abdominal  incision  at  the  end  of  labor  was 
in  perfect  condition  and  healed  per  primam.    Convalescence  was 
uneventful  for  the  first  ten  days,  the  temperature  not  rising  above 
99.60  ;  but  on  removing  the  perineal  stitches  it  was  found  that 
the  tissue  had  failed  to  unite  satisfactorily,  and  at  the  end  of 
the  third  week  a  slight  phlebitis  of  the  left  leg  developed,  but 
subsided  in  a  few  days,  and  at  the  end  of  the  fourth  week  after 
the  operation  the  patient  was  in  excellent  health. 
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TREATMENT. 

The  methods  advocated  by  different  writers  for  the  treatment 
of  serious  complications  following  ventrofixation  are  as  follows : 
i.     Freeing  adhesions  during  early  pregnancy. 

2.  Induction  of  premature  labor. 

3.  Cesarean  section. 

4.  Freeing  adhesions  at  term. 

If  the  patient  is  seen  during  early  pregnancy  and  is  found  to 
be  suffering  from  severe  pain  due  to  retraction  of  the  scar,  or  if 
the  uterus  is  found  to  be  developing  asymmetrically,  and  espe- 
cially if  the  cervix  shows  a  tendency  to  be  displaced  upward 
and  backward,  early  laparotomy  followed  by  release  of  the  ad- 
hesions would  remove  the  danger  of  serious  complications  later. 
A  very  small  incision  suffices,  and  there  is  practically  no  danger 
in  the  slight  operation.  The  earlier  the  operation  is  performed 
the  better,  but  the  seventh  month  is  not  too  late.  If,  however,  the 
complication  is  not  discovered  until  the  last  month  of  pregnancy, 
it  is  advisable  to  wait  until  term,  since,  if  Cesarean  section  should 
be  found  necessary,  it  could  then  be  performed  immediately. 

The  induction  of  premature  labor  is  generally  condemned  on 
account  of  the  high  fetal  mortality,  and  also  because  it  may 
be  exceedingly  difficult,  even  impossible,  to  perform.  It  is  con- 
sidered advisable  in  the  interests  of  both  mother  and  child  to 
allow  the  case  to  go  to  term. 

Cesarean  section  has  frequently  been  performed  on  account  of 
dangerous  dystocia  following  ventrofixation.  The  first  systematic 
study  of  these  cases  was  published  by  Lynch,  who  collected  twenty 
cases  and  added  a  new  one.  In  Andrews  and  Seegert's  articles 
there  are  seven  additional  cases,  and  since  then  cases  have  been 
reported  by  Clark  and  Bowley,  Mary  A.  Smith,  Boyd,  Martin, 
J.  Whitridge  Williams,  Bales,  Funke,  and  Resmelle,  making 
thirty-six  cases.  In  the  majority  of  these  cases  other  methods  of 
delivery  were  tried  before  section  was  resorted  to,  but  in  some, 
where  definite  indications  existed,  Cesarean  section  was  per- 
formed primarily  in  the  hope  of  lessening  the  high  maternal  and 
fetal  mortality.  The  following  analysis  of  the  published  cases 
shows  the  exceedingly  discouraging  results  so  far  attending 
section  in  this  class  of  cases. 

Total  number  of  cases,  thirty-six;  maternal  mortality,  thirty- 
four  per  cent. ;  fetal  mortality,  forty-four  per  cent. 

Laparotomy  follozved  hy  separation  of  the  adhesions  at  term, 
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before  or  after  the  onset  of  labor,  has  been  performed  five  times, 
with  no  maternal  mortality,  and  the  death  of  two  infants.  Gou- 
baroff  was  the  first  to  attempt  this  form  of  treatment,  but  on 
account  of  hemorrhage  from  the  denuded  area  on  the  surface  of 
the  uterus,  no  ligatures  having  been  applied,  Cesarean  section 
was  immediately  performed,  mother  and  child  living.  In  this 
case  the  finger-thick  band  of  tissue  forming  the  adhesion  was 
cut  with  scissors  without  any  attempt  being  made  to  prevent 
hemorrhage  by  means  of  ligatures. 

Bidone  was  the  next  to  perform  the  operation.  The  breech 
presented  and  the  child  was  delivered  after  performing  crani- 
otomy. This  writer  advises  performing  a  laparotomy  with  the 
object  of  liberating  the  adhesions  at  the  end  of  the  seventh 
month,  in  order  that  with  a  perfectly  healed  incision  the  force 
of  the  abdominal  muscles  will  come  into  play  at  the  time  of 
labor. 

Dickinson  operated  about  the  beginning  of  the  latter  half  of  the 
ninth  month  of  pregnancy,  after  the  patient  had  had  slight  labor- 
like pain  for  four  days.  After  cutting  the  adhesion,  the  stump 
climbed  three  inches  in  six  minutes  and  the  return  of  the  uterus  to 
the  normal  position  is  described  as  almost  spectacular.  Labor  be- 
gan five  hours  later  and  delivery  followed  an  easy  labor  of  ten 

hours. 

Vineberg  released  the  adhesion  with  the  finger  through  a  defect 
in  the  anterior  abdominal  wall,  where  the  drainage  had  been.  The 
thin  membrane  covering  the  defect  was  ruptured  while  the  ab- 
domen was  being  scrubbed  preparatory  to  section,  and  an  open- 
ing made  into  the  peritoneal  cavity.  The  separation  of  the  slight 
adhesion  allowed  the  uterus  to  be  pushed  up  and  the  cervix 
pulled  down  into  the  normal  position,  and  labor  was  then  ter- 
minated per  vias  naturales. 

In  the  first  of  my  personal  cases  labor  was  easy  and  normal.  In 
the  second  an  obstetrical  accident,  prolapse  of  the  cord,  liable  to 
occur  in  any  obstetrical  case,  although  in  this  case  probably  in- 
fluenced by  the  previously  faulty  position,  necessitated  the  use 
of  instruments  in  the  hope  of  saving  the  child. 

In  view  of  the  fact  that  the  operation  is  a  very  simple  one, 
practically  free  from  danger  to  the  mother,  and  requires  only 
a  very  small  incision,  which  in  no  case  is  affected  by  labor,  it 
appears  to  me  that  it  should  be  the  operation  of  choice  in  appro- 
priate  cases.     These   cases   I   believe   will  be   found  to  include 


32  HURDON  :     DYSTOCIA. 

practically  all  the  cases  of  serious  dystocia  following  ventro- 
fixation which  are  now  subjected  to  Cesarean  section,  and  many 
of  those  which  are  delivered  by  difficult  version  and  extraction. 
The  exceptions  are  the  cases  in  which  the  pelvic  measurements 
are  much  below  the  normal,  or  where,  on  account  of  severe  inflam- 
matory conditions  preceding  the  fixation,  the  whole  anterior  sur- 
face of  the  uterus  has  become  densely  adherent  to  the  abdominal 
wall  and  cannot  be  separated  without  leaving  a  wide  defect  in 
the  surface  of  the  uterus.  Such  cases  are  exceedingly  rare  and 
as  a  rule  when  the  whole  surface  is  attached  the  adhesions  are 
light  and  readily  separated,  the  uterine  wall  remaining  intact. 
Hemorrhage  can  be  controlled  easily  by  means  of  ligatures  or 
sutures.  In  a  large  number  of  cases  the  infant  mortality  should 
not  be  much  above  the  average  for  ordinary  obstetrical  cases. 

The  adoption  of  such  a  procedure  would  greatly  diminish  the 
danger  of  the  dystocia  sometimes  following  operations  for  the 
correction  of  retrodeviations  of  the  uterus.  While  many  ob- 
stetricians and  some  gynecologists  are  inclined  to  condemn  all 
operative  treatment  of  malpositions  on  account  of  the  danger 
of  subsequent  dystocia,  most  believe  that  an  operation  which 
restores  hundreds  of  women  to  perfect  health,  after  a  life  of 
chronic  invalidism,  is  amply  justified,  notwithstanding  the  occa- 
sional occurrence  of  serious  complications ;  and  if  the  risk  of  a 
later  Cesarean  section  could  be  avoided,  the  chief  objection  to 
the  intra-abdominal  correction  of  uterine  displacement  would  be 
removed. 

The  occurrence  of  relapse  of  the  displacement  following  preg- 
nancy can  be  avoided  by  the  proper  management  of  the  case 
during  the  puerperal  period.  Dickinson  noted  that  six  months 
after  delivery  the  uterus  showed  no  tendency  to  retrovert,  and  in 
both  of  my  cases  it  was  found  in  good  position  one  month 
after  labor.  A  bimanual  examination  should  be  made  about 
the  end  of  the  second  week,  and  if  a  tendency  to  retrodeviation 
is  found,  the  uterus  should  be  replaced  in  the  normal  position  and 
held  there  with  a  suitable  pessary  until  involution  is  fully  accom- 
plished. There  wrill  then  seldom  be  any  further  tendency  tc 
retrovert. 
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The  question  of  abdominal  signs  of  pulmonary  disease  in 
children  is  brought  to  your  attention  to-night,  not  because  it  is 
an  entirely  new  subject,  nor  because  of  any  number  of  cases  of 
my  own  to  report,  but  more  particularly  because  it  is  a  subject 
which  has  not  until  recently  been  recognized  either  by  surgeons 
or  medical  men,  though  the  facts  have  been  known  for  a  number 
of  years  and  isolated  references  can  be  found  in  medical  literature 
as  far  back  as  the  beginning  of  the  last  century.     Yet  it  is  only 

*Read  before  the  Washington  Obstetrical    and    Gynecological    Society, 
February   I,   1907. 
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within  recent  times,  when  the  subject  of  abdominal  diseases  in 
general  has  created  such  a  widespread  interest  in  the  medical  pro- 
fession, that  the  conditions  which  may  simulate  abdominal 
troubles  have  been  more  thoroughly  looked  into.  In  this  day, 
when  the  surgeon  does  not  hesitate  to  open  the  abdomen  for  any 
severe  continuous  pain  or  symptoms  of  a  serious  general  con- 
dition, it  is  indeed  important  that  the  question  of  a  certain  diag- 
nosis should  not  be  overlooked. 

In  an  editorial  in  a  recent  medical  journal  the  following  story 
is  told:  "Some  years  ago  a  surgeon  of  national  reputation  in 
connection  with  this  operation  (for  appendicitis),  on  being  re- 
quested before  a  medical  society  to  give  his  views  as  to  the  indi- 
cations for  deciding  upon  its  performance,  replied  in  language 
more  forcible  than  elegant,  "Any  thundering  big  pain  in  the 
belly." 

Many  works  on  surgery  give  very  little  consideration  to  the 
question  of  differential  diagnosis  between  abdominal  and  thoracic 
diseases.  Many  surgeons,  unless  they  have  had  personal  experi- 
ence (often  a  sad  one),  are  not  conversant  with  the  symptom 
complex  of  thoracic  disease  with  referred  symptoms.  Indeed  a 
great  many  general  practitioners  and  even  pediatricians  are  not 
at  all  conversant  with  the  possibilities  for  a  mistake  in  this 
trouble. 

H.  L.  Barnard,  in  writing  upon  this  subject,  no  farther  back 
than  1902,  says  that  many  medical  writers  do  not  recognize  it. 
"The  condition  is  altogether  unknown  to  the  surgeons  if  we  judge 
from  their  text  books,  and  this  is  all  the  more  unfortunate,  as  it  is 
they  who  will  open  the  belly  of  the  pleuritic  patient  should  they 
be  ignorant  of  this  condition,  after  they  have  caused  ether  to  be 
given." 

Since  that  time  it  has  been  mentioned  quite  often,  but  only  in 
that  perfunctory  manner  which  says  it  is  such  a  rara  avis  that  it 
is  hardly  worth  while  giving  more  than  a  couple  of  lines  to  it. 
Kelly,  in  his  large  work  on  appendicitis,  gives  two  or  three  pages 
to  it,  and  as  more  cases  are  reported  in  the  literature  and  a  few 
papers  written  on  the  subject,  both  surgeons  and  physicians  are 
awakening  to  the  fact  that  another  pitfall  may  be  awaiting  them 
in  the  rush  to  open  the  abdomen  for  every  "thundering  big  pain 
in  the  belly." 

Nearly  all  who  have  written  on  the  subject  in  general  state  that 
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the  condition  seems  to  be  more  common  in  children  than  in 
adults.  But  still  there  are  very  many  cases  reported  in  the  latter. 
And  this  general  acknowledgment  that  the  signs  are  more  apt  to 
be  confused  in  children  than  in  adults  has  led  me  to  present 
the  subject  in  that  phase  to  you  to-night. 

There  are  several  reasons  why  the  subject  is  of  especial  in- 
terest and  importance,  particularly  when  the  signs  simulate 
those  of  appendicitis.  Surgeons  who  have  operated  upon  many 
cases  of  appendicitis  in  children  state  that  conditions  are  much 
more  serious  in  them  because  of  the  rapid  extension  of  inflamma- 
tion and  septic  processes  both  in  the  mucous  and  serous  tissues 
in  children,  and  hence  an  early  operation  is  more  necessary  even 
than  in  adults. 

Let  me  quote  a  few  of  the  most  prominent  authorities  and  men 
who  have  had  a  wide  experience  in  dealing  with  appendicitis 
in  children : 

McCosh,  in  the  Jour.  American  Medical  Association,  1904, 
says :  "Appendicitis  in  children  differs  from  that  in  adults  by 
reason  of  the  obscurity  of  the  diagnostic  symptoms  and  the  more 
insidious  progress  of  the  disease." 

Dowd,  in  Medical  Nezvs  for  September,  1905,  advocates  early 
operation,  especially  in  children,  as  they  are  much  more  liable  to 
serious  results  when  inflammatory  action  has  taken  place.  He 
quotes  many  surgeons  as  having  similar  opinions. 

H.  W.  Carson,  in  British  Medical  Journal,  November  10,  1906, 
says,  in  reporting  his  last  one  hundred  cases  of  operations  for 
appendicitis,  with  reference  to  appendicitis  in  children,  that  ab- 
scess and  general  peritonitis  are  more  apt  to  complicate  appendi- 
citis in  children,  and  he  thinks  that  in  children  it  should  be  con- 
sidered from  a  different  standpoint  than  that  in  adults  for  the 
following  reasons : 

I.  The  onset  may  be  insidious;  2,  they  cannot  as  a  rule  give 
an  account  of  symptoms  ;  3,  they  resist  examination  and  make 
signs  and  symptoms  more  complicated  (and  he  strongly  advises 
rectal  examination  in  these  cases)  ;  4,  owing  to  the  thin  sub- 
mucous coat  abscesses  form  much  more  rapidly  in  children  than 
in  adults ;  5,  general  peritonitis  is  much  more  common  in  chil- 
dren than  in  adults.  And  he  furthermore  says  that  the  most 
important  thing  to  differentiate  it  from  is  pneumonia. 

From  these  few  quotations  from  men  who  have  had  some  ex- 
perience in  operating  upon  children  for  appendicitis  yon  may  see 
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that  it  is  even  more  necessary  to  make  an  early  diagnosis  in  them 
than  in  adults,  and  all  means  to  that  end  should  be  of  as  much 
■interest  to  the  surgeon  as  to  the  pediatrician. 

My  remarks  upon  etiology  and  pathology,  while  in  a  general 
sense  can  be  taken  to  include  the  condition  as  found  in  adults  as 
Well  as  in  children,  still  I  shall  indicate  clearly  wherein  the  signs 
and  pathology  in  children  differ  from  those  in  adults.  Speaking 
generally,  lesions  of  the  thoracic  viscera  give  rise  to  many  and 
varied  signs  and  symptoms  extraneous  to  the  chest.  And  this  can 
usually  be  accounted  for  by  the  fact  of  so  many  and  such  im- 
portant nerves  with  their  numerous  ganglia  lying  in  such  close 
proximity  and  their  intercommunication  by  numerous  anas- 
tomoses. Henry  Head  has  given  in  Brain,  1896,  a  very  excel- 
lent account  clinically  and  experimentally  of  how  lesions  of  the 
thoracic  viscera  can  give  rise  to  localized  pain  in  the  head,  face, 
and  different  parts  of  the  body  located  some  distance  from  the 
seat  of  the  disease  and,  at  first  glance,  with  no  direct  nervous 
connection  with  the  diseased  part.  Some  of  his  work  is  extremely 
interesting,  as  he  shows  from  clinical  cases  alone,  which  as  a  rule 
were  followed  to  the  autopsy  table  to  verify  the  exact  pathological 
lesions  existing,  that  when  these  lesions  were  present  in  certain 
portions  of,  for  instance,  the  pleura,  there  were  often  present 
during  the  course  of  the  disease  pains  in  certain  parts  of  the  face 
and  the  head  and  limbs  and  abdomen,  which  pains  as  a  rule  cor- 
responded with  certain  areas  of  the  pleura  involved.  These  symp- 
toms spoken  of  by  Head  of  course  refer  to  adults  as  well  as 
children,  but  as  these  symptoms  and  signs  are  nearly  all  what  may 
be  called  of  reflex  origin,  and  as  we  know  that  in  children  much 
more  often  than  in  adults  do  we  see  evidences  of  reflex  pain,  so 
we  can  account  in  part  at  least  for  the  greater  prevalence  of  the 
signs  in  children. 

The  two  diseases  in  children  which  I  shail  more  particularly 
speak  of,  and  which  give  these  referred  signs,  are  pneumonia 
and  pleurisy.  Carson,  in  speaking  of  differential  diagnosis  be- 
tween pneumonia  in  children  and  appendicitis,  gives  the  following 
points : 

1.  In  pneumonia  there  is  acute  onset,  high  temperature,  rapid 
respiration  out  of  proportion  to  the  pulse. 

2.  Dilatation  of  alae  nasi  is  present  in  pneumonia. 

3.  The  abdominal  muscles  when  rigid  in  pneumonia  relax  be- 
tween respirations. 
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4.  Right  sided  pneumonia  may  give  acute  hyperesthesia  over 
the  appendix,  which  disappears  on  firm  pressure  with  the  flat 
hand. 

5.  Doubtful  abdominal  symptoms  occurring  in  association 
with  unmistakable  thoracic  symptoms  are  probably  reflex. 

The  chief  order  of  the  occurrence  of  the  signs  may  be  given  in 
general  as  follows : 

A  sudden  sharp  pain  in  the  abdomen,  either  in  the  epigastrium 
or  in  the  right  or  left  lower  quadrant  of  the  abdomen ;  vomiting, 
rigidity  of  the  muscles,  which  rigidity  is  not  always  permanent; 
extreme  hyperesthesia  or  tenderness  of  the  abdominal  wall,  which 
can  be  made  to  disappear  or  at  least  much  reduced  in  its  acute- 
ness  by  pressure  with  the  flat  part  of  the  hand.  Often  the  most 
intense  seat  of  pain  is  to  be  found  over  McBurney's  point.  The 
knees  may  be  drawn  up  on  the  abdomen ;  there  is  a  high  temper- 
ature and  the  patient  gives  every  evidence  of  an  acute  abdominal 
condition.  Often  with  the  most  thorough  examination  of  the 
chest  the  signs  of  any  involvement  in  the  lungs  or  pleura  cannot 
be  made  out.  Indeed,  in  a  number  of  the  cases  reported  the 
thoracic  signs  did  not  appear  until  the  crisis  of  the  pneumonia 
had  occurred.  A  peculiarity  of  the  severe  abdominal  symptoms 
noted  in  a  number  of  the  cases  is  that  they  disappeared  para  pasu 
with  the  appearance  of  the  thoracic  signs.  One  reason  for  the 
masking  of  the  signs  in  the  thorax  can  probably  be  explained 
by  the  reason  that  often  the  abdominal  signs  are  due  to  an  in- 
flammation of  the  diaphragmatic  or  mediastinal  pleura,  which 
signs  are  extremely  difficult  to  diagnose  at  all.  To  the  differ- 
ential points  in  the  diagnosis  already  given  by  Carson  may  be 
added  the  examination  of  the  urine  for  the  absence  of  chlorides  ; 
the  examination  of  the  blood  for  the  evidence  of  a  leucocytosis ; 
the  expiratory  "grunt"  that  is  often  given  by  children  with  pneu- 
monia ;  the  flush  upon  the  cheek  which  is  sometimes  seen  in  pneu- 
monia ;  the  greater  degree  of  tenderness  along  the  attachment  of 
the  diaphragm  to  the  costal  cartilages. 

To  give  a  little  better  idea  of  the  difficulties  involved  in  differ- 
ential diagnosis,  I  will  cite  one  of  the  cases  mentioned  by  Rich- 
ardson :  A  girl  five  years  old  was  taken  with  sudden  pain  in 
the  abdomen  while  eating  dinner.  On  the  second  day  a  physician 
saw  her ;  had  pain  and  tenderness  in  the  right  iliac  fossa ;  tem- 
perature, 104.4 ;  headache ;  and  third  and  fourth  day  temperature 
and  pain  kept  up,  but  the  tenderness  disappeared. 
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On  the  fifth  day  she  began  to  have  pain  again  and  temperature 
rose.  A  consultant  was  called  in,  but  nothing  could  be  discovered. 
Then  later  Richardson  was  called  to  see  the  child  for  appendi- 
citis; tenderness  existed  on  the  right  side  along  the  lower  inter- 
costal nerve,  no  dullness,  no  tumor ;  tender  only  on  right  side. 
Right  thorax  flat  and  tubular  respiration  and  bronchophony.  He 
advised  against  operation. 

The  importance  of  a  differential  diagnosis  in  these  cases  is  evi- 
dent, when  we  take  into  consideration  the  fact  that  if  the  abdom- 
inal condition  is  of  an  infectious  or  other  character  it  will  neces- 
sitate an  operation ;  whereas  if  the  lung  condition  is  the  one  that 
is  causing  the  trouble  an  exactly  opposite  treatment  is  necessary, 
and  an  operation  would  endanger  the  life  of  the  patient.  And 
that  this  is  no  mere  picture  of  fancy  can  be  substantiated  by  the 
willing  records  of  some  who  have  operated  upon  these  cases,  and 
by  the  histories  obtained  from  others  than  the  operators  in  other 
cases.  It  is  surprising  that  the  literature  does  not  contain  a 
greater  number  of  references  to  these  cases  of  mistaken  diagnosis 
with  operation.  In  looking  over  the  records  of  men  who  report 
series  of  five  hundred,  one  thousand,  and  two  thousand  cases 
of  appendicitis,  operated  upon  with  varying  degrees  of  success, 
hardly  one  records  mistaken  diagnoses  of  this  character,  with 
operations  performed  by  reason  of  a  diagnosis  of  conditions 
which  did  not  exist.  Nor  is  this  said  in  any  spirit  of  harsh  crit- 
icism of  the  surgeons ;  but  often  more  can  be  learned  from  the 
mistakes  of  men  than  from  a  long  series  of  similar  cases  oper- 
ated upon. 

The  conscientious  surgeon's  view  of  the  difficulties  and  re- 
sponsibilities in  cases  of  this  kind  are  most  admirably  expressed 
by  Dr.  Richardson  in  commenting  upon  a  series  of  cases  re- 
ported by  him.  In  speaking  of  one  case  which  he  saw  in  con- 
sultation and  in  which  the  pneumonic  signs  did  not  appear  until 
the  fifth  day  and  the  abdominal  symptoms  simulating  appendicitis 
were  very  marked,  he  says :  "I  have,  however,  known  the  ab- 
domen to  be  opened  many  times  on  less  evidence  of  appendicitis 
than  there  was  in  this  case  and  the  appendix  found  gangrenous 
and  perforated.  On  the  other  hand,  I  have  never  seen  a  case  present- 
ing obscure  abdominal  symptoms  of  appendicitis,  with  plain  symp- 
toms of  acute  thoracic  disease,  in  which  the  latter  have  not  been 
the  chief  and  only  cause  for  the  former."  But  he  then  goes  on  to 
say  further  that  the  cases  where  the  atypical  symptoms  occur  as 
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against  those  of  real  appendicitis  are  one  to  a  hundred,  and  that : 
"If  in  case  of  doubt  the  rule  is  to  operate,  more  lives  will  be  saved 
than  if  the  rule  is  not  to  operate."  He  says  the  diagnosis  between 
thoracic  and  abdominal  disease  is  easy  as  soon  as  the  character- 
istic signs  are  present,  and  further  that  "the  chief  difficulty  in 
making  a  distinction  is  to  recognize  that  the  necessity  for  that 
distinction  exists,  for  the  thoracic  symptoms  are  always  masked 
by  the  more  conspicuous  and  distressing  abdominal  ones." 

As  Richardson  says,  and  the  majority  of  men  agree  with  him, 
that  if  the  acute  abdominal  symptoms  exist  with  the  presence  of 
the  signs  in  the  thorax,  the  chances  for  the  symptom  complex  be- 
ing caused  by  the  thoracic  disease  alone  are  very  greatly  in  pre- 
ponderance. Nevertheless  it  is  possible  for  the  two  conditions 
to  exist  together,  for  Erdmann,  in  N.  Y .  Med.  Journal,  March 
19,  1904,  reports  a  case  in  which  there  was  present  evidence  of 
pneumonia,  with  a  distended  and  rigid  abdomen,  in  which  opera- 
tion was  suggested ;  but  the  case  soon  died  before  operation 
could  be  done  and  the  autopsy  showed  a  general  peritonitis.  Not 
only  can  this  thoracic  disease  often  be  confounded  with  appendi- 
citis, but  Rose,  in  the  Lancet  of  November  7,  1903,  reports  a  case 
in  which  a  child  five  years  old  was  taken  to  a  dispensary  for  a 
swelling  in  the  feet,  face,  legs,  was  examined  and  given  medicine 
and  told  to  return  in  two  weeks.  Four  days  later  the  child  seemed 
to  be  choking  and  a  doctor  was  called  in  and  found  pain  over 
the  lower  half  of  the  abdomen,  tender  on  pressure,  frequent  ef- 
fort at  stool,  but  only  passed  stained  mucus ;  a  lump  was  felt  in 
right  iliac  fossa,  temperature  at  980,  pulse  rapid,  respiration  50, 
face  pale.  Rales  all  over  front  of  left  chest  and  resonance  in  both 
posteriorly.  Diagnosis  of  early  intussusception  was  made  and  pa- 
tient removed  to  the  hospital.  During  night  straining  ceased  and 
next  morning  child  was  worse;  temperature  980,  pulse  180, 
respiration  80.  Tubular  breathing  at  left  base  and  no  intussuscep- 
tion felt  at  the  hospital.  Died  same  evening.  Post  mortem  showed 
both  lungs  entirely  solid  and  shrunken  in  appearance,  and  in  many 
places,  especially  over  the  left  apex,  there  was  a  layer  of  purulent 
lymph.  In  the  abdomen  no  intussusception  was  found,  but  on  remov- 
ing and  laying  open  the  intestines  the  region  of  the  iliocecal  valve 
was  seen  to  be  affected  for  about  one  to  one  and  a  half  inches ;  on 
both  sides  of  the  valve  there  were  recent  crimson  extravasations 
of  blood  in  the  submucous  tissues  presenting  flame-like  patches 
half  an   inch   in   diameter.     The   lower   inch   of  the   ilium    was 


40  THOMAS  :      ABDOMINAL  SIGNS  OF 

edematous  and  the  crowded  solitary  glands  were  swollen  and  pre- 
sented a  sago-like  appearance,  with  a  crimson  background  of  ex- 
travasated  blood.  There  were  similar  extravasations  in  the  ad- 
joining mesentery.  The  remainder  of  the  intestine  and  other  or- 
gans were  normal.  The  intestinal  appearances  were  only  com- 
patible with  the  theory  of  a  small  intussusception  which  had  slid 
back. 

Thus  we  see  from  these  two  cases  and  some  other  references 
in  the  literature  that  the  two  conditions  (thoracic  and  abdominal 
lesions)  may  be  coexistent.  It  is  another  element  which  enters 
into  and  complicates  the  successful  diagnosis  of  this  condition. 

The  pathology  of  this  condition  is  probably  best  explained  on 
the  ground  that  the  reflex  is  carried  through  the  lower  six  dorsal 
nerves,  which  extend  from  the  thorax  on  to  the  abdominal  wall 
and  supply  the  muscles  of  the  abdominal  wall  all  the  way  down  to 
the  brim  of  the  pelvis.  The  diaphragm  and  the  lower  part  of 
the  pleura  are  also  supplied  by  these  intercostal  nerves. 

Barnard  seems  to  think  that  at  least  in  some  cases  the  severe 
abdominal  symptoms  may  be  due  to  an  actual  neuritis  from  an 
inflammation  of  the  nerve  trunks.  Rohrer,  in  Maryland  Med. 
Journal,  September,  1902,  on  the  other  hand,  says  that  a  great 
many  cases  of  pneumonia  have  a  direct  inflammation  of  the  dia- 
phragm, caused  by,  first,  direct  extension ;  second,  through  the 
lymphatics,  and  third  through  the  blood  stream.  And  he  says 
that  most  of  the  abdominal  pain,  especially  in  children,  and  pleu- 
ritic stitch  are  due  to  this  inflammation  of  the  diaphragm,  and 
that  it  sometimes  extends  through  the  diaphragm,  causing  peri- 
tonitis. While  it  may  be  true  that  the  upper  surface  of  the  dia- 
phragm may  be  and,  in  fact  often  is,  involved  in  pleuritic  in- 
flammation, yet  if  in  these  cases  the  pathological  conditions  are 
severe  enough  to  involve  the  muscle  tissue  of  the  diaphragm  and 
thus  by  continuity  and  contiguity  of  structures  cause  the  acute 
abdominal  symptoms  the  rapid  recovery  would  not  surely  take 
place,  as  most  often  does  occur.  A  muscle  like  the  diaphragm  in- 
volved to  that  extent  would  certainly  not  regain  its  tonus  in  the 
time  it  takes  an  acute  pneumonia  to  recover. 

The  distribution  of  the  intercostal  nerves  to  the  skin  and  mus- 
cles of  the  abdomen  can  account  for  the  localization  of  many  of 
the  pains  in  these  cases.  If  the  seventh,  eighth  and  ninth  nerves 
are  affected,  the  chief  epigastric  tenderness  and  spasm  will  simu- 
late a  gastric  ulcer  perforation  or  a  gall-bladder  or  liver  trouble. 
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This  occurred  in  one  of  the  cases  reported  by  Barnard,  which  is 
as  follows : 

A  girl  had  been  treated  for  some  months  for  gastric  ulcer  and 
anemia.  She  had  a  sudden  violent  epigastric  pain  and  vomiting 
while  walking  on  the  streets;  brought  to  the  hospital  in  collapse; 
pulse  120,  temperature  104.50  ;  abdomen  rigid,  tender,  distended, 
and  these  signs  most  marked  in  the  upper  gastric  region.  Ad- 
mitted to  the  surgical  ward  as  a  case  of  ruptured  gastric  ulcer,  and 
the  surgeon  opened  the  abdomen  in  two  hours  time ;  found  abso- 
lutely nothing;  no  peritonitis  present;  no  perforations.  On  the 
second  day  of  admission  a  right  basal  pneumonia  was  found 
and  temperature  fell  to  1010;  on  the  third  day  it  rose  to  1040 
and  signs  of  consolidation  appeared  at  the  left  base ;  died  on  the 
fifth  day.  Post  mortem  showed  double  basal  pneumonia  and  right 
diaphragmatic  pleurisy.  In  stomach  a  shallow  ulcer  size  of  a 
sixpence  was  found,  but  it  was  not  even  near  perforating  through 
the  gastric  wall.    No  signs  of  peritonitis. 

There  have  been  other  cases  reported  in  adults  in  which  gastric 
and  gall-bladder  lesions  were  diagnosed,  but  it  was  evident  that 
the  seventh,  eighth,  and  ninth  intercostal  nerves  were  the  ones  that 
were  giving  the  symptoms.  One  or  two  of  these  cases  were  re- 
ported by  Dr.  Hardin  of  this  city  before  the  Clinico-Pathological 
Society  last  year.  Some  of  the  earliest  cases  which  are  in  the 
records  have  been  those  of  hepatitis  diagnosed  with  evident  pleu- 
risy existing.  The  tenth  and  eleventh  nerves  on  the  right  side 
supply  the  region  of  the  appendix.  A  curious  feature  of  this 
nerve  supply  with  the  reflex  element  so  prominent  in  it  is  that 
the  thoracic  disease  may  exist  on  one  side  and  the  abdominal 
symptoms  appear  on  the  opposite  side.  Also  the  further  interest- 
ing fact  that  sometimes  we  find  the  upper  lobe  of  the  lung  in- 
volved;  but  most  often  it  is  one  of  the  lower  lobes  and  the 
diaphragmatic  pleura  which  gives  the  symptoms  of  acute  abdom- 
inal disease. 

A  most  interesting  case  has  been  reported  by  Dr.  Hardin  in 
the  paper  referred  to  above  of  a  boy  eight  years  old  taken  ill 
with  chilliness,  fever,  abdominal  pain,  and  vomiting;  marked 
abdominal  rigidity  and  tenderness  on  examination.  These  symp- 
toms continued  until  the  fifth  day,  when  the  parents  became 
anxious  and  desired  a  consulting  physician.  At  this  time  the 
abdominal  pains  and  localized  tenderness  were  very  acute.  Tem- 
perature continued  about  1020  and  pulse  rapid.  The  child's  respira- 
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tions  were  unduly  rapid,  but  there  was  no  cough.  The  consulting 
physician  diagnosed  appendicitis,  but  Dr.  Hardin  objected  on 
the  score  of  too  rapid  respiration  and  said  he  suspected  pulmonary 
involvement.  Two  days  later,  on  the  seventh  day  of  the  disease, 
the  consultant  insisted  on  operation  for  appendicitis,  while  Dr. 
Hardin  felt  more  convinced  of  lung  involvement  on  account  of 
the  continued  high  fever,  the  very  rapid  respiration,  and  what  he 
considered  a  weakened  respiratory  murmur  over  the  left  lung 
behind.  The  consultant  did  not  agree  that  there  was  a  weak 
respiratory  murmur  and  claimed  that  involvement  of  the  left 
lung  could  not  produce  reflex  signs  in  the  right  abdomen.  There 
was  still  no  cough  and  he  confessed  that  he  felt  puzzled,  though 
not  ready  to  give  in.  On  the  following  morning,  the  eighth  day 
of  the  disease,  unquestionable  signs  of  the  consolidation  of  the 
left  lung  were  present  and  the  case  now  pursued  a  typical  course 
of  lobar  pneumonia,  the  crisis  occurring  three  days  later  and 
recovery  following. 

Several  men  have  reported  cases  in  which  the  signs  simulated 
appendicitis  with  all  the  focal  signs  at  McBurney's  point  which 
developed  pneumonia  of  the  opposite  lung — that  is,  the  left  lung. 
Herrick  reports  one  case  in  which  the  left  upper  lobe  was  involved 
and  gave  marked  signs  of  cramp  in  the  belly — not  necessarily 
localized  over  McBurney's  point.  Garreau  reports  a  case  of  Charles 
Lereux  in  which  there  was  pneumonia  of  the  apex  with  epigastric 
pain. 

When  the  signs  in  the  abdomen  are  localized  in  the  epigastric 
region  a  diagnosis  of  acute  gastric  indigestion  is  sometimes  made 
as  was  done  by  Morse  who  made  a  provisional  diagnosis  of  such 
in  a  case  of  a  girl  three  years  old  who  was  taken  with  a  sudden 
attack  of  pain  in  the  belly,  fever,  vomiting,  etc.  Careful  exami- 
nation of  chest  showed  no  signs.  On  the  fourth  day  the  clinical 
signs  of  pneumonia  began  to  develop  and  the  abdominal  symptoms 
to  become  quiescent,  and  examination  of  the  lungs  showed  solidi- 
fication of  left  lower  lobe. 

I  have  collected  the  following  cases  occurring  in  children  from 
the  literature  and  personal  information.  And  they  are  by  no 
means  all  that  may  be  found  if  a  more  careful  search  were  made. 
No  adult  cases  have  been  included  in  this  list  (several  of  which 
I  have  personally  seen),  but  there  are  about  twice  a^-  many  re- 
ported in  recent  literature : 
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Reporter 

No.  of 
Cases 

Cases  Operated 

upon  for  Ab- 
dominal Disease 

Remarks 

3 
I 
3 
2 

4 

8 

i 
3 

i 

2 
I 

3 

i 

Died. 

McCosh 

May  be  included  in  other  reports. 

Recovered. 

Herrick 

Holt 

Recovered,  2;  died,  1. 

Griffith 

Recovered. 

Total. 

49 

8 

One  case  was  pointed  out  to  me  by  an  interne  in  Gouverneur 
Hospital,  New  York  City,  some  years  ago  as  a  case  that  came 
in  and  was  seen  by  the  surgical  interne  who  was  going  to  send 
immediately  for  the  surgeon  for  operation  for  appendicitis.  The 
child  had  a  pneumonia. 

For  the  other  cases  reported  by  me  I  am  indebted  to  Dr.  Henry 
P.  Parker.  He  saw  them  in  Baltimore  in  Union  Protestant  Hos- 
pital under  Dr.  Finney's  service.  One  was  a  child  whose  father, 
a  physician,  diagnosed  the  condition  as  appendicitis  and  brought 
him  in  for  operation.  Pneumonia  developed  with  pleurisy  of 
right  base.  The  other,  a  most  interesting  one,  of  acute  abdominal 
symptoms  developing  with  a  clear  history  of  an  injury  to  the 
abdomen  from  a  blow,  and  the  surgeons  and  physicians  being  on 
their  guard  for  pulmonary  lesions— yet  in  their  absence,  or  at 
least  their  doubtful  presence — laparotomy  was  done  after  waiting 
a  reasonable  length  of  time,  and  absolutely  nothing  abnormal  was 
found.  Pneumonia,  left  lower  lobe,  was  found  the  day  after 
operation.    Empyema  with  resection  and  recovery. 

Dr.  Musser,  as  editor  of  the  American  edition  of  Nothnagle's 
Encyclopedia  of  Medicine,  mentions,  under  the  article  on  pneu- 
monia, that  he  has  seen  two  cases  which  were  about  to  be  operated 
upon  for  appendicitis  turn  out  to  be  pneumonia.  He  does  not  say 
whether  they  were  children  or  adults.  And  in  several  places  in 
the  article  he  calls  attention  to  the  abdominal  symptoms  in  some 
of  these  cases  of  pneumonia,  especially  in  children,  the  writer  of 
the  article  failing  to  note  this  important  fact. 

1603  Nineteenth  Street,  N.  W. 
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(With  two  plates  and  illustrations.) 


The  object  of  this  report  is  to  present  a  series  of  specimens 
illustrating  various  classified  surgical  conditions  of  the  kidney, 
which  specimens  have  been  collected  from  cases  personally  oper- 
ated upon. 

A  review  of  their  clinical  histories  will  serve  to  impress  what  is 
already  known:  That  there  is  a  wide  departure  from  stereo- 
typed lines  in  the  symptomatology  of  many  kidney  cases,  and 
that  accurate  diagnosis  is  possible  only  by  careful  preliminary 
study  in  each  instance. 

Chart  I.  gives  a  general  classification  of  the  surgical  maladies 
of  the  kidney  including  ( I )  acute  infection  of  the  kidney,  or  what 
is  known  as  acute  surgical  kidney,  represented  in  multiple  foci  or 
minute  abscesses  throughout  the  organ;  (2)  the  more  advanced 
condition  of  surgical  kidney,  pyelonephritis,  being  an  inflamma- 
tion involving  the  pelvis  and  parenchyma,  and  (3)  the  final  con- 
dition of  surgical  kidney,  pyonephrosis — nephritic  abscess  involv- 
ing, more  or  less,  the  entire  organ,  often  transforming  it  into  a 
sac  of  pus. 

When  the  same  pathological  conditions  occur  with  the  tubercu- 
lous element  implanted  thereon,  corresponding  to  the  multiple 
foci,  we  have  miliary  tubercles ;  instead  of  the  ordinary  pye- 
lonephritis, tuberculous  pyelonephritis,  etc. 

The  same  inflammatory  conditions  and  a  foreign  body  as  the 
causative  factor,  or  the  presence  of  calculus  or  calculi — we  define 
as  the  pyonephritic  and  pyonephrotic  stone  kidney ;  and,  in  dis- 
tinction from  this  composite  condition  is  calculus  in  the  kidney 
with  none  of  the  conditions  attendant  upon  inflammation — renal 
lithiasis  without  infection.  Also  hydrops  of  the  kidney,  or  hydro- 
nephrosis, caused  by  obstruction  to  the  ureteral  channel,  and, 
finally,  the  neoplasms  of  the  various  types. 

♦Read  before  the  American  Gynecological  Society  at  Washington 
May  8,  1907. 
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CHART  I.   OF   SURGICAL  CONDITIONS  OF  THE   KIDNEY. 

I.  Aseptic 

1.  Neoplasms 

2.  Calculi 

3.  Nephroptosis  f  (a)  Hydronephrosis 

4.  Ureteral  obstructions  |  (b)   Passive  congestion 

(  Rupture  with  severe  hemorrhage 

5.  Trauma  j  Secondary  inflammation 

II.  Septic 

1.  Acute  infection  of  kidney 

(multiple  abscess  foci) 

(a)  Ascending 

(b)  Tuberculous 

(c)  Other  hematogenous  infections 

2.  Pyelitis  and  pyelonephritis 

(a)  Ascending 

(b)  Calculous 

(c)  Obstructive 

(d)  Tuberculous 

3.  Pyonephrosis 

(a)  Ascending 

(b)  Calculous 

(c)  Obstructive 

(d)  Tuberculous. 

Chart  II.  is  a  synopsis  of  cases  reported,  and  contains  a  sug- 
gestive method  of  investigating  cases  and  of  keeping  useful 
records. 

The  study  of  the  symptomatology  of  different  cases  brings  out 
the  variation  in  symptoms  and  the  importance  of  applying  the 
different  diagnostic  methods  for  investigation,  namely,  cystoscopy, 
radiography,  and  careful  laboratory  technic,  by  means  of  which  we 
are  enabled  to  make  a  rational  interpretation  of  the  existing 
symptoms  and  a  precise  localization  of  the  suspected  lesion,  either 
by  positive  evidences  or  by  a  process  of  elimination,  before  resort- 
ing to  operative  measures. 

CHART  II. — SYNOPSIS  OF  CASES. 

Condition.         Symptomatology.  Diagnosis.  Operation. 

I.  Renal  lithiasis      Pain  Palpation  Nephrotomy    or 

Stone    kidney     Hematuria      Cystoscopy  nephrectomy 

without  infec-      Urination        X-ray 

tion  Laboratory 
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2.  Renal  lithiasis 

Pain 

Palpation 

Nephrotomy    or 

with  infection 

Hematuria 

Cystoscopy 

nephrectomy 

Pyonephritic 

Pyuria 

X-ray 

Stone  kidney 

Urination 

Laboratory 

3.  Pyonephrotic 

Pain 

Palpation 

Nephrotomy    or 

Stone   kidney 

Hematuria 

Cystoscopy 

nephrectomy 

Pyuria 

X-ray 

Urination 

Laboratory 

4.  Tuberculosis  of 

Pain 

Palpation 

Nephrotomy    or 

the  kidney 

Hematuria 

Cystoscopy 

nephrectomy 

Pyuria 

X-ray 

Urination 

Laboratory 

5.  Trauma  of  the 

Pain 

Palpation 

Nephrotomy    or 

kidney 

Hematuria 

Exterior  signs 

nephrectomy 

Collapse 

of  injury 

5.  Miscellaneous 

Pain 

Palpation 

Exploratory 

types  simulat- 

Hematuria 

Cystoscopy 

Nephrotomy 

ing     previous 

Pyuria 

X-ray 

conditions 

Urination 

Laboratory 

* 

Case  I. — Multi 

pie  Renal  Calculi. — January 

'T\       t  r\r\r\  * 

29,  1900,             , 

age  18. 

Symptoms. — (a)  Pain.  Complains  of  pain  in  the  right  lumbar 
region,  which  does  not  radiate  toward  the  testis  nor  in  any  other 
direction.  This  pain  is  worse  in  the  morning  on  waking ;  increases 
somewhat  with  exercise  and  after  drinking  alcoholic  stimulants. 
The  patient  states  he  is  free  from  pain  in  the  afternoon  and  that  it 
sometimes  returns  when  he  is  reclining  in  bed,  but  is  never  suffi- 
cient at  this  time  to  waken  him.  Hence  the  pain  does  not  bear  a 
direct  relation  to  the  muscular  activity  or  rest  of  the  body.  The 
duration  of  the  pain  is  13  years. 

(b)  Hematuria.  The  patient  remembers  having  passed  blood 
in  the  urine  when  he  was  very  young,  and  again  when  he  was 
about  9  years  old.  He  states  that  he  has  passed  it  about  five  times 
since  then,  and  on  each  occasion  about  one-half  cupful  mixed  with 
urine.     Between  times  the  urine  has  been  perfectly  clear. 

(c)  Urination.  He  urinates  about  every  two  hours  by  day,  but 
does  not  rise  at  night ;  no  increased  frequency  with  exercise ;  no 
pain  on  urination. 

Previous  History.  Denies  venereal  disease  and  has  never  had 
night-sweats  or  protracted  cough. 

Family  History.     Father  died   from    pulmonary   hemorrhage, 
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alleged  to  have  been  brought  on  by  drinking.  Mother  alive  and 
healthy.  Paternal  grandfather  had  "asthma"  and  died  from  lung 
trouble.  Two  brothers  died  in  early  infancy,  one  having  a  severe 
cough.  There  are  seven  healthy  children,  including  himself, 
living. 

Physical  Examination. — Palpation  negative;  cystoscopy  nega- 
tive ;  A'-ray  negative. 

Urinary  Examination. — Urine  is  practically  clear ;  shows  slight 
trace  of  albumin ;  acid ;  no  epithelium ;  no  pus ;  occasional  blood- 
cell  ;  crystals  of  oxalate  of  lime. 

Operation. — February  2,  1906.  Lumbar  nephrolithotomy.  Ten 
irregularly-shaped  stones  are  removed  from  the  right  kidney. 
Some  are  round,  with  flat  bases,  and  others  are  jack-straw  shape; 
weight,  70.77  grams ;  composition,  uric  acid  and  oxalate  of  lime. 
Patient  makes  an  uneventful  recovery  and  leaves  the  hospital  at 
the  end  of  ten  days. 

Remarks. — The  important  features  of  this  case  are  found  in 
the  preliminary  history,  which  suggested  either  tuberculous  or 
calculous  kidney,  and  the  negative  A'-ray  diagnosis. 

Case  II. — Pyonephritic  Stone  Kidney.    ,  age  45. 

Symptoms. —  (a)  Pain  entirely  associated  with  urination,  which 
was  frequent  and  difficult. 

(b)  No  hematuria;  marked  pyuria. 

(c)  Urination  every  hour  by  day;  two  or  three  times  by  night. 
Fifteen  years  back,  specific  urethritis. 

Physical  Examination. — Filiform  stricture  of  the  bulbomem- 
branous  junction.  Urine  freely  purulent  forming  bulky  depos- 
its ;  foul  odor ;  some  hyaline  casts  and  normal  urea  output.  No 
renal  pain ;  palpation  negative,  patient  being  very  fleshy. 

Operation. — Perineal  urethrotomy.  No  reduction  of  pus  in  the 
urine  followed  operation. 

Cystoscopy  through  perineal  opening.  Chronic  cystitis  ;  both 
ureteral  orifices  swollen.  The  urinary  jet  from  right  side  dis- 
tinctly cloudy.  Field  of  vision  quickly  obscured.  Left  side 
showed  nothing.    No  .r-ray.    Calculi  not  suspected. 

Second  Operation. — Right  kidney  explored  by  lumbar  incision. 
Kidney  found  enlarged  and  adherent,  and  presence  of  calculi  rec- 
ognized. The  cortex  was  split  and  the  stones  removed,  one  by 
one,  until  twelve  had  been  extracted,  and  two  were  found  in  the 
perirenal  tissue,  which  had  evidently  migrated  through  the  cortical 
surface.    Patient  made  a  good  recovery.     (See  Figs.  A  and  B.) 
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Remarks. — Symptoms  all  vesical  and  urethral ;  no  vesical  pain 
or  hematuria ;  palpation  impossible.  Diagnosis  made  by  cystos- 
copy ;  A'-ray  not  employed.  Nephrotomy  instead  of  nephrectomy 
as,  although  the  kidney  was  much  damaged,  there  was  no  general 


Fig.  A. — Calculi  from  pelvis  and  calices  of  kidney. 

septicemia,  and  the  competency  of  the  opposite  kidney  had  not 
been  satisfactorily  established. 

Case  III. — Pyonephrotic  Stone  Kidney.      (Fig.   I.)     , 

age  40. 


Fig.  B. — Calculi  from  cellular  tissue,  outside  of  pelvis  and  ureter. 

Symptoms. —  (a)  Pain  of  dragging  character  in  the  right  infra- 
costal region  associated  with  movable  body  in  the  right  abdomen. 
Pain  varied  with  the  appearance  and  disappearance  of  movable 
body.  Ten  years  previously  operation  had  been  performed  and  a 
small  calculus  removed  from  the  right  kidney  ;  since  when  the  pain 
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has    been    as    described,    associated    with    the    movable    body. 

(b)  No  hematuria. 

(c)  Urination  slightly  more  frequent  than  normal.  Urine 
freely  purulent;  contains  bacteria  and  some  albumin;  urea  output 
normal.     Microscopically,  cells  from  renal  tubes  seen. 

Physical  Examination.— Right  kidney  palpable  and  usually  mov- 
able ;  not  markedly  tender.  X-ray  picture  reveals  the  presence  of 
two  stones,  one  involving-  almost  the  entire  pelvis. 

Operation. — Kidney  exposed  and  found  to  be  little  more  than 
a  pus  sac  containing  stones.     Nephrectomy. 

Remarks.— Symptoms  distinctly  renal ;  pain  and  pyuria.  X-ray 
diagnosis  positive.  Cystoscopy  not  performed  to  estimate  the 
opposite  kidney,  but  on  account  of  the  showing  of  the  urinary 
examination,  together  with  the  existence  of  nothing  more  than  a 
pus  sac  on  one  side,  the  presumption  of  the  competency  of  the 
opposite  kidney  is  fairly  established.  Nephrectomy  is  performed 
both  on  account  of  the  small  remnant  of  kidney  structure  and  in 
order  to  shorten  convalescence,  the  patient  being  in  bad  general 
condition. 

Case  IV. — Pyoneplirotic  Stone  Kidney.  (Figs.  2  and  3.) 
,  age  13;  February  1,  1907. 

Family  History.— Mother  had  never  been  considered  strong; 
subject  to  colds  of  a  protracted  character. 

Symptoms. —  (a)  Pain. — Present  condition  began  one  year  ago 
with  an  attack  of  pain  of  a  severe,  boring  character,  located  in  the 
upper  left  quadrant  of  abdomen.  At  that  time  he  passed  large 
quantities  of  foul-smelling  urine  which  was  very  cloudy  and  con- 
tained a  thick,  tenacious  material.  This  attack  cleared  up  under 
treatment. 

Present  attack  began  last  August  and  resembled  the  previous 
one.  It  seemed  to  follow  an  ordinary  cold.  The  principal  evi- 
dence was  seen  in  the  cloudy,  thickened  condition  of  the  urine. 

In  December  last  pain  reappeared  in  the  left  side  and  abdomen. 

(b)  No  hematuria. 

(c)  Urine  freely  purulent;  great  frequency  of  urination. 
Physical  Examination. — Palpation;  large  and  readily  palpable 

left  kidney.  No  cystoscopy ;  ;r-ray  shows  suspicious  shadow,  which 
is  indefinite. 

Examination  of  Urine.— Large  quantity  of  pus  ;  bacteria  ;  some 
albumin.     No  tubercle  bacilli. 

Exploratory  operation  determined  upon. 
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Operation. — February  9,  1907.  The  kidney  is  readily  exposed 
by  a  lumbar  incision  and  is  found  to  be  enormously  enlarged ;  it 
feels  little  more  than  a  pus  sac  or  cystic  tumor.  The  ureter  is 
greatly  thickened.  The  kidney  and  as  much  of  the  ureter  as  possi- 
ble removed.  Recovery  uninterrupted.  The  urine  clears  up  until 
it  becomes  perfectly  transparent  and  normal. 

Examination  of  Specimen. — Section  of  the  kidney  showed  simple 
ulceration  and  abscess  formation.  Almost  the  entire  kidney  sub- 
stance outside  of  the  abscess  is  replaced  by  inflammatory  fibrous 
tissue  through  which  are  areas  of  round-cell  infiltration  and  ex- 
uded leukocytes.  A  few  glomeruli  are  present,  but  the  tubules  of 
the  cortex  are  completely  atrophied.  There  are  no  evidences  of 
tuberculosis. 

Remarks. — Pain  directed  to  kidney.  Marked  vesical  symp- 
toms. Uncertain  A'-ray  result.  Question  between  tuberculosis  and 
stone.  Gross  appearance  of  specimen  strongly  tuberculous,  which 
the  pathological  examination,  however,  disproved.     (See  Fig.  3.) 

Case  V. — Tuberculous  Kidney.     (Figs.  4  and  5.)     ,  age 

twenty-eight. 

Symptoms. —  (a)  Pain. — Severe  in  character  in  right  kidney, 
and  reflected  downward  toward  the  thigh.     Irregular  in  duration. 

(b)  No  hematuria. 

(c)  Urine  purulent. 

Urination  markedly  frequent  during  attacks  of  pain ;  less  fre- 
quent between  times.  Vesical  pain  during  urination.  Condition 
grew  progressively  worse  while  patient  was  under  observation  and 
urination  became  so  frequent  that  incontinence  occurred. 

Family  History. — One  aunt  who  died  of  tuberculosis. 

Physical  Examination. — Palpation  :  right  kidney  not  palpable, 
left  kidney  negative.    Right  ureter  thickened  and  enlarged. 

Cystoscopy. — Bladder  capacity  4  ounces.  Urinary  jet  from 
right  side  purulent.  An  ulcerated  area  is  seen  surrounding  the 
right  ureteral  orifice  and  another  in  the  upper  quadrant  of  the 
bladder. 

Urinary  Examination. — No  tubercle  bacilli  found. 

Operation  rejected  at  first,  but  conditions  grew  gradually  worse, 
complicated  by  febrile  attack. 

Operation. — Kidney  exposed  through  a  longitudinal  lumbar 
incision.  An  abscess  was  found  in  the  anterior  surface  of  the  kid- 
ney and  several  cheesy  areas  near  the  cortex.  Ureter  much  thick- 
ened.   The  kidney  was  obviously  tuberculous. 
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The  patient  was  turned  to  the  opposite  side  and  a  small, 
longitudinal  incision  made  along  the  opposite  kidney,  which  was 
palpated  with  the  finger  and  found  to  be,  as  near  as  could  be 
judged,  normal  in  contour  and  size. 

The  affected  kidney  was  then  removed  with  a  portion  of  the 
ureter.    Patient  left  the  hospital  in  five  weeks. 

Report  of  urine  from  remaining  kidney  after  operation. 

Quantity  in  twenty-four  hours,  1,440  c.c. ;  urea,  28.16  grammes; 
albumin,  a  trace ;  some  pus  in  the  urine ;  very  few  cells ;  no 
tubercle  bacilli. 

Examination  of  specimen  shows  an  abscess  in  the  anterior 
surface.  Pelvis  markedly  dilated.  Microscopically,  shows  groups 
of  tubercles  with  cheesy  centers  extending  into  the  cortex. 

Diagnosis  of  tuberculous  nephritis  and  suppuration  involving 
the  ureters  and  pelvis  of  the  kidney  (pyelonephritis)  was  made. 

Two  years  following  operation  patient  was  seen  and  found  to  be 
much  improved  in  general  health,  having  gained  in  weight  twenty 
pounds. 

Remarks. — Predominant  vesical  symptoms.  The  presence  of 
tubercles  in  the  urine  not  established  before  operation,  but  general 
appearance  of  kidney  justified  diagnosis  of  tubercle.  The  presence 
of  the  other  kidney  being  established,  the  extensive  involvement  of 
the  right  kidney,  with  pyogenic  infection,  called  for  its  radical 
removal.     (See  Fig.  5.) 

Case   VI. — Tuberculous   Kidney.      (Fig.     6.)       ,    age 

twenty-six;  January  13,  1906. 

Family  History. — Negative. 

Symptoms. —  (a)  Pain. — Present  complaint  commenced  last 
April  with  sudden,  sharp  and  severe  pain  in  the  upper  quadrant 
of  right  abdomen  and  right  lumbar  region  extending  downward 
to  the  symphysis  pubis.  This  pain  lasted  for  variable  intervals 
and  has  come  on  every  few  days.  There  has  also  been  pain  of  a 
burning  character  during  and  after  urination;  the  urination  has 
been  increased  in  frequency  and  the  quantity  of  urine  has  been 
greater  during  the  paroxysms. 

Abstract  of  Symptoms. — Sharp  paroxysm  of  pain  in  lumbar 
and  abdominal  regions ;  burning  and  frequent  urination. 

(b)    No  hematuria.     Pyuria. 

Physical  Examination. — Right  kidney  is  palpably  enlarged  and 
tender :  right  ureter  thickened.  Left  kidney  cannot  be  felt  by 
palpation. 
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Cystoscopy. — Bladder  wall  thickened,  but  no  areas  of  ulcera- 
tion.   Left  ureter  is  seen  acting  freely. 

An  unsuccessful  attempt  is  made  to  catheterize  the  ureters. 
The  right  ureteral  mouth  is  so  contracted  that  a  catheter  cannot 
be  introduced. 

Examination  of  Urine  Before  Operation. — Urine  pale  amber, 
cloudy,  no  odor,  acid ;  albumin,  marked  trace ;  specific  gravity, 
1,015;  many  pus  cells;  cubical  epithelial  cells;  tubercle  bacilli 
found. 

As  the  indications  pointed  toward  an  active  surgical  lesion  in 
the  right  kidney  and  as  cystoscopy  had  demonstrated  an  active 
functionating  kidney  on  the  left  side,  ureteral  catheterism  having 
been  unsuccessful,  exploratory  operation  determined  upon  May 
7,  1906. 

The  right  kidney  is  exposed  through  an  incision  in  the  right 
lumbar  region  and  the  kidney  is  found  to  be  markedly  enlarged 
and  extensively  diseased.  There  were  many  cheesy  areas  and 
large  foci  of  necrotic  tissue.  In  the  lower  pole  there  is  evidence 
of  advanced  disease.  (See  Fig.  6.)  Kidney  removed.  Wound 
heals  slowly ;  but  patient  sustains  operation  fairly  well.  Patient 
discharged  from  hospital  May  19,  1906,  improved  in  general  con- 
dition. 

Remarks. — It  is  evident  that  the  remaining  kidney  is  also  dis- 
eased, but,  on  account  of  the  removal  of  the  most  active  focus  in 
the  left  kidney,  it  is  hoped  that  the  ultimate  result  will  show  itself 
in  improvement  in  the  remaining  kidney. 

Case  VII. — Rupture  of  the  Kidney.     (Fig.  7.)     ,  age 

forty-five. 

Patient  was  struck  by  wheel  of  large  baggage  truck  in  the 
right  side,  between  pelvis  and  ribs.  Contusion  of  right  side.  A 
large,  rounded  mass  palpable  in  kidney  region.  Severe  pain  and 
tenderness. 

Symptoms. — Urine  contains  bright  red  blood.  Five  days  after 
injury  urine  continues  to  show  abundance  of  blood  and  some 
leukocytes,  and  enlargement  over  kidney  is  much  more  marked ; 
general  condition  has  gradually  failed. 

Operation. — Incision  over  right  lumbar  region.  An  enlarge- 
ment is  exposed  the  size  of  a  child's  head  which,  when  opened, 
is  found  to  contain  the  kidney  and  free  blood  clots.  Complete 
rupture  of  the  kidney  is  found ;  the  hemorrhage  continues  with 
profuse  flow,  on  which  account  it  is  necessary  to  clamp  the 
vessels,  and  kidney  is  removed. 
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Patient  makes  a  rapid  and  uninterrupted  recovery. 

Examination  of  urine  after  operation  shows  that  the  remain- 
ing kidney  secretes  satisfactorily. 

Examination  of  specimen  shows  complete  rupture  of  the  kid- 
ney almost  into  halves,  and  a  number  of  areas  of  suppuration. 
(See  Fig.  7.) 

Case  VIII. — Rupture  of  Kidney.      (Fig.   8.)       ,   age 

twenty-five. 

Accident;  patient  was  struck  by  a  falling  wall  on  the  right  side. 

Symptoms. — Contusions  of  right  side.  Great  tenderness  over 
right  kidney,  front  and  back.  Greater  rigidity  of  right  abdomen. 
A  large  mass  is  palpable  in  the  right  kidney  region. 

Bright  red  blood  in  the  urine. 

Urine,  three  days  after  admission,  shows  blood,  numerous 
hyalin,  epithelial,  and  granular  casts.    Leukocyte  count,  15,000. 

Operation. — Exploratory  nephrotomy.  Large  quantity  of  blood 
clot  is  found  surrounding  the  kidney.  Organ  is  ruptured  through 
the  pelvis.  There  are  a  number  of  areas  showing  secondary 
changes  suggestive  of  beginning  suppuration.    Kidney  removed. 

Patient  left  the  hospital  four  weeks  after  operation. 

Examination  of  specimen  shows  zigzag  tear  running  into  the 
pelvis  almost  reaching  the  outer  border.  In  the  cortex  are  sec- 
ondary changes,  necrotic  in  nature.     (See  Fig.  8.) 

Microscopical  examination  by  Dr.  Sondern  yields  the  following 
report :  Albuminous  degeneration  of  the  lining  of  Bowman's  cap- 
sules. Proliferation  and  degeneration  of  epithelium  in  the  cortical 
tubules.  Diffuse  infiltration  between  the  capsules ;  large  areas  have 
lost  their  staining  power  and  have  been  converted  into  necrotic 
masses.  Connective  tissue  between  tubules  edematous  and  dif- 
fusely infiltrated  with  pus  cells. 

Diagnosis :  Acute  diffuse  suppurative  nephritis. 

Remarks. — Nephrectomy  was  done  in  Case  VII.  on  account  of 
extensive  laceration  and  continued  hemorrhage,  and  in  Case  VIII. 
on  account  of  evidence  of  beginning  suppuration  and  general 
physical  deterioration. 

Case  IX. — Trauma  of  Kidney;  Secondary  Nephrectomy. — Boy, 
aged  thirteen.  Patient  sustained  injury  from  falling  downstairs. 
Was  thought  to  have  general  peritonitis,  and  a  laparotomy  was 
performed  three  days  after  injury.  Four  weeks  later  a  large 
swelling  appeared  in  the  lumbo-abdominal  region,  which  was 
punctured  and  emptied.     Somewhat  later,   the  swelling  having 
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returned,  a  lumbar  incision  was  made  to  drain  what  was  a  hydro- 
nephritic  sac.  This  all  occurred  previous  to  the  time  the  patient 
was  seen  by  the  writer,  which  was  about  three  months  after  the 
injury,  when  the  wounds  had  healed  with  the  exception  of  a 
large  urinary  fistula  over  the  site  of  the  right  kidney.  In  spite 
of  the  large  amount  of  drainage  of  urine  through  this  fistula 
there  was  a  normal  amount  of  secretion  from  the  bladder. 


\ 


Fig.  C. 

Operation. — Kidney  exposed  through  lumbar  incision  with  diffi- 
culty on  account  of  adhesions.  The  ureter  is  completely  occluded 
in  a  mass  of  scar  tissue  at  the  site  of  the  rupture  which  had 
extended  into  the  pelvis.  Kidney  is  removed  and  the  boy  makes 
a  good  recovery.    (See  Fig.  C.) 

Remarks. — The  competency  of  the  remaining  kidney  was  estab- 
lished at  the  time  of  operation  by  the  quantity  of  normal  urine 
obtained  from  the  bladder  and  the  fact  that  the  ureter  on  ths 
injured  side   was  completely  occluded. 

Case  X. — Pyonephrotic  Kidney.  (Fig.  9.)  Haughton,  p.  20; 
April  19,  1907. 

Family  History. — Mother  died  of  tuberculosis ;  no  further  his- 
tory of  tb. 

Symptoms. — Pain;  severe,  sharp,  dragging  pain  in  right  lum- 
bar region ;  not  reflected ;  almost  continuous  in  character ;  worse 
in  the  upright  position ;  duration,  about  2  months. 

Hematuria. — No  history  of  such. 

Pyuria. — Urine  freely  purulent;  heavily  laden  with  free  pus 
and  purulent  clumps. 

Urination. — No  frequency  of  urination  past  or  present ;  no 
pain  connected  with  urination  excepting  that  associated  with  the 
passage  of  large  plugs  of  purulent  material. 
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Previous  History. — No  venereal  disease;  no  injury.  About 
eighteen  months  ago  was  attacked  with  a  sudden  illness  consist- 
ing of  chills  and  fever  and  general  malaise.  At  that  time  this 
malady  was  called  "kidney  trouble;"  another  similar  attack  six 
months  subsequently. 

Diag)iosis. — Palpation.  A  large  and  readily  palpable,  freely 
movable  mass  in  the  right  lumbo-abdominal  region,  sensitive  td 
pressure.    Left  kidney  region  negative. 

Cystoscopy. — The  bladder  is  cleansed  with  great  difficulty ; 
after  15  or  20  minutes'  washing  the  return  is  still  hazy.  Obser- 
vation cystoscope  introduced ;  right  ureteral  mouth  dilated ;  a 
heavily  clouded  urinary  jet  is  recognized.  Satisfactory  observa- 
tion of  the  opposite  side  is  not  accomplished. 
X-Ray. — Negative. 

Urine  is  turbid ;  contains  heavy  sediment ;  about  one-third  vol- 
ume of  pus  ;  specific  gravity,  1,017  ;  acid ;  large  percentage  of  albu- 
min. In  a  microscopic  examination  nothing  is  noted  beyond  the 
presence  of  pus.    Frequent  examination  for  tubercle  negative. 

Blood  Examination. — Leukocytes,  12,000;  polynuclears,  62  per 
cent. 

Operation. — Lumbar  nephrectomy,  April  25.  Three  days  after 
operation  urine  still  purulent,  but  bulk  of  pus  markedly  dimin- 
ished. 

Examination  of  specimen  reveals  no  tubercle. 
Remarks. — Causative  factor  not  demonstrated ;  the  potency  of 
opposite  kidney  not  established  prior  to  operation ;  but  the  condi- 
tion of  the  affected  kidney — which  was  nothing  more  than  a  pus 
sac  (Fig.  9) — justified  its  removal  and  reliance  upon  the  other 
organ. 

Case  XL — Parenchymatous  Nephritis;  Suspected  Tuberculous 
Kidney.     (Fig.  10.)     L.  M.,  age  nineteen. 

Family  History. — Father,  mother,  and  one  sister  died  of  tuber- 
culosis. One  living  sister  reported  to  have  pulmonary  tuberculosis 
and  patient  herself  had  history  of  hemoptysis. 

Symptoms. — (a)  Pain. — Sharp  pain  in  left  side  mu:h  aggra- 
vated by  walking  and  movements  of  body ;  duration,  eight  years. 

(b)  No  hematuria. 

(c)  Urine  practically  normal  in  appearance  and  contains  only 
a  small  percentage  of  albumin  and  here  and  there  a  hyalin  cast. 

Physical  Examination. — Both  kidneys  are  palpable.  Left  kidney 
is  acutely  tender  to  pressure. 
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Report  of  Dr.  Barringer : 

Cystoscopic  Examination. — Bladder  capacity,  175  c.c.  Bladder 
washed  clear  on  first  washing  excepting  for  a  few  flakes.  Entire 
bladder  mucous  membrane  normal.  Right  ureteral  orifice  normal, 
contracting  regularly.  Left  ureteral  orifice  normal,  contracting 
regularly. 

Separation. — Separator  remained  in  place  20  m.     In  that  time 
6  c.c.  of  clear. urine  flowed  from  the  right  tube  and  yi  c.c.  of  clear 
urine  flowed  from  the  left. 
Analysis: 

Right   Urine.  Left  Urine. 

Color,  yellow.  Light  yellow. 

Appearance,  clear.  Clear. 

Urea,  .007  gm.  to  1  c.c.  (not  q.s.  Urea  present). 

M  icroscopical. 
Red  blood  cells,  none.  None. 

White    blood    cells,    rare    leu-   Rare  leukocyte ;  no  pus. 

kocyte.     No  pus. 
Epithelium.    Rare — squamous.     Rare  squamous. 
Casts.   Two  hyalin.  None. 

Remarks. — The  right  kidney  seems  to  be  doing  practically 
normal  work  according  to  the  quantity  secreted,  although  the 
amount  of  urea  secreted  seems  to  be  a  little  low. 

The  left  kidney  seems  to  be  doing  but  very  little  work. 
Catheterization  of  the   Ureters,  April  9,   1907. — Both  ureters 
were  easily  catheterized ;  the  right  ureter  excreting  2]/2  c.c.  in 
10  m.  (5  c.c.  in  20  m.),  and  the  left  ureter  excreting  y2  c.c.  in 
20  m. 
Analysis: 

Right  Urine.  Left   Urine. 

Color,  yellow.  Light    yellow. 

Appearance,  clear.  Clear. 

Urea,  .008  gm.  to  1  c.c.  Not  q.  s. 

Microscopical. 
Red  blood  cells,  rare.  None. 

White  blood  cells,  none.  None. 

Epithelium,    rare   squamous.      Rare  squamous. 
Casts,  none.  Rare  hyalin. 

Mucus,  present.  None. 

Remarks. — The  separated  and  catheterized  specimens  entirely 
agree. 
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Operation. — Kidney  exposed.  Ureter  catheterized  from  above 
downward.  General  appearance  anemic  with  several  areas  of 
density  throughout  the  organ.     Kidney  removed. 

Post-operative  examination  of  urine  reveals  that  remaining 
kidney  is  functionating  and  compensating  satisfactorily.  The  urine 
is  to  all  intents  and  purposes  normal ;  there  being  present  only  a 
few  pus  cells  evidently  from  the  operative  field. 

Pathological  Examination  of  Specimen  by  Dr.  Sondern. — The 
kidney  is  normal  in  shape  and  size.  There  is  subcapsular  con- 
gestion and  slight  hemorrhage.  Section  shows  the  cortex  normal 
in  thickness,  but  pale.  The  pelvis  shows  submucous  hemor- 
rhages. Microscopically,  the  connective  tissue  elements  are 
found  normal  in  amount.  There  is  slight  congestion  in  places. 
The  parenchyma  shows  cloudy  swelling  and  extensive  sloughing. 
The  tubules  are  filled  with  the  debris  of  disintegrating  cells. 
Some  of  the  glomerular  cavities  also  contain  debris.  Section 
through  the  calices  of  the  pelvis  shows  the  epithelium  intact. 
Just  beneath  it  there  is  an  extensive  hemorrhage  extending  with 
interruptions  almost  around  the  lumen.     No  tubercles  found. 

Diagnosis. — Parenchymatous  nephritis.     Hemorrhagic  pyelitis. 

Remarks. — The  fact  that  nephrotomy  was  performed  in  this  case 
without  conclusive  evidence  of  tuberculosis  might  call  for  criti- 
cism. Besides  the  overwhelming  family  history  of  tuberculosis,  the 
existence  of  a  pain  of  long  duration  located  in  and  identified  with 
the  kidney,  the  very  deficient  functionating  power  of  this  kidney, 
and  several  areas  of  hardness  found  upon  operation,  and  the  his- 
tory of  hemoptysis  led  to  the  conclusion  that,  if  these  areas  were 
not  tuberculous,  the  chances  of  their  undergoing  such  changes 
in  the  future  were  so  great  that  the  benefit  of  the  doubt  was  given 
the  patient  by  the  removal  of  the  kidney. 

Case  XII. — Double  Pyelonephritis.  (Figs,  n  and  12.)  W. 
G.  H.,  age  sixty-five.    April  3,  1907. 

Symptoms. — Active  symptoms  directed  to  bladder  and  prostate. 
Marked  urgency,  frequency  and  difficulty  of  urination;  much 
pain ;  almost  complete  retention.  Catheter  goes  with  difficulty, 
and  causes  great  distress.  Three  days  after  first  examination 
severe  pain  in  right  kidney,  spontaneous  in  occurrence ;  no  hema- 
turia ;  urine  freely  purulent  and  foul. 

Diagnosis. —  (a)   Palpation. — Neither  kidney  is  palpable. 

(Patient  put  into  hospital  and  perineal  drainage  performed.) 

(b)   Cystoscopy.     (Perineal.) — The  right  urinary  jet  is  freely 
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purulent  and  the  ureter  dilated  and  congested.     Left  ureter  di- 
lated and  congested;  urinary  jet  not  noted. 

(c)  No  ;r-ray. 

Operation. — On  account  of  progressive  diminution  and  almost 
complete  anuria — the  urine  secreted  being  almost  solid  with  pus 
and  reduced  to  six  drachms  in  as  many  hours — operation  upon 
the  right  kidney  is  determined  upon. 

The  kidney  is  incised  and  found  to  be  the  seat  of  acute  infec- 
tion ;  the  pelvis  is  full  of  foul,  purulent  urine. 

Because  of  the  uncertainty  as  to  the  capacity  of  the  opposite 
kidney,  the  kidney  is  not  removed,  but  sewn  in  wound.  Patient 
died  seven  hours  after  operation. 

Pathological  Examination  of  Opposite  Kidney  (Fig.  12). — 
Section  of  the  left  kidney  through  the  cortex,  extending  from  the 
margin  of  one  of  the  ulcerating  areas  into  the  fatty  capsule,  shows 
the  following  condition : 

The  tubules  show  almost  complete  atrophy,  only  a  few  scatter- 
ing ones  remaining,  which  have  a  flat  or  very  low  cuboidal 
epithelium.  Many  of  them  contain  casts  and  a  few  necrotic  debris. 
The  walls  of  the  blood-vessels  are  very  much  thickened.  The 
glomeruli  are  completely  atrophied  and  replaced  by  hyalin  fibrous 
tissue.  The  main  tissue  present  is  a  fibrous  inflammatory  tissue 
which  is  very  cellular.  There  are  young  blood-vessels  developed 
throughout,  giving  the  appearance  of  granulation  tissue.  There 
are  many  phagocytes  present  holding  light-yellow,  granular  pig- 
ment. The  capsule  is  thickened  and  very  adherent  to  the  cortex 
and  also  to  its  fatty  capsule  by  inflammatory  fibrous  tissue. 

Remarks. — An  examination  of  the  history  of  this  case  seems  to 
justify  the  operative  procedure  throughout.  The  patient  came  with 
complete  retention  of  urine  and  sepsis,  but  no  symptoms  directed 
to  the  kidney ;  and,  therefore,  there  was  no  choice  of  operation,  the 
indication  being  for  immediate  perineal  drainage.  Perineal  cys- 
toscopy revealed  the  implication  of  the  right  kidney  and  the  prob- 
able involvement  of  the  opposite  side.  The  progressive  anuria 
called  for  immediate  operation,  and  the  abscess  of  the  right  kidney 
justified  this  course.  This  kidney  was  so  acutely  and  diffusely 
infected  that  its  removal,  under  ordinary  circumstances,  would 
have  been  desirable  (Fig.  11)  ;  but  the  involvement  of  the  opposite 
kidney  made  such  a  course  improper ;  and  therefore  nephrotomy 
alone  was  performed.  The  post-mortem  examination  of  the  oppo- 
site (left)  kidney  demonstrated  the  wisdom  of  such  a  course,  and, 
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furthermore,  revealed  that  a  double  nephrotomy  would  not  have 
changed  the  outcome,  as  the  left  kidney  was  little  more  than  a 
fibrous  mass  encapsulated  within  a  fatty  sac  (Fig.  12). 
109  East  Thirty-fourth   Street. 


TRAUMATIC  DISPLACEMENTS  OF  THE  NONGRAVID 

UTERUS.* 


BY 

CARROLL   CHASE.    M.D., 
Borough  of  Brooklyn,  New  York  City. 


That  violence  may  cause  displacement  of  the  uterus,  even 
when  nongravid,  has  long  been  recognized  as  a  fact.  An  exami- 
nation of  the  literature  of  the  subject  shows  that  cases  have  been 
recognized  and  reported  as  far  back  as  the  eighteenth  century, 
and  since  that  time  the  recorded  cases  are  comparatively  numer- 
ous. The  accident  is  a  rather  rare  one,  and  frequently  when 
seen  is  not  reported.  This  is  partly  because  the  position  of  the 
uterus  before  the  accident  is  rarely  positively  known,  and  although 
the  gynecologist  may  be  morally  certain  that  violence  caused  a 
certain  displacement  actual  proof  is  difficult.  This  may  be  the 
reason  that  a  minority  of  gynecologists  deny  the  possibility  of 
such  a  cause. 

The  common  varieties  of  displacement  caused  by  vio- 
lence are  retroversion,  prolapse,  and  procidentia,  the  first 
mentioned  being  the  commonest  and  the  last  the  rarest.  When 
retroversion  is  so  caused  the  uterus  is  frequently  incarcerated — 
jammed  by  the  violence  into  the  hollow  of  the  sacrum,  so  that 
a  certain  amount  of  force  is  necessary  to  reduce  it. 

The  age  at  which  this  accident  may  occur  varies  from  girlhood 
to  senility.  Richeraud  reports  a  case  of  complete  procidentia  in 
a  virgin  aged  fourteen  due  to  violent  effort  during  menstruation, 
and  cases  are  found  where  the  patient  was  long  past  the  meno- 
pause. 

Etiology. — Causes  are  predisposing  and  actual.  The  accident 
may  occur  with  or  without  a  predisposing  cause,  although  many 
writers  claim  that  such  a  cause  must  exist  before  the  accident  may 
happen. 

These  predisposing  causes  are  as  follows :  First,  pressure  from 
a  distended  bladder  or  a  tumor  thus  pushing  the  uterus  backward 
and  giving  intraabdominal  pressure  a  chance  to  act  on  the  anterior 

*Read  before  the  Brooklyn  Gynecological  Society,  May  3,  1907. 
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surface;  second,  relaxation  or  injury  of  the  uterine  supports, 
either  the  ligaments  or  pelvic  floor  from  whatever  cause,  or  atony 
of  the  general  abdominal  and  pelvic  musculature ;  third,  a  top- 
heavy  uterus,  whether  from  simple  congestion,  menstruation, 
subinvolution,  or  tumor;  fourth,  diseased,  and  consequently 
heavy  appendages,  which  would  tend  to  pull  the  uterus  down,  or 
adhesions  or  inflammatory  products  which  might  cause  slight 
backward  or  downward  displacement. 

The  actual  causes  (excluding  crushing  injuries  with  which  the 
paper  does  not  deal)  are  but  two — sudden  violent  muscular  effort, 
or  a  fall  in  which  the  patient  strikes  on  the  back,  buttocks,  or  feet. 
The  muscular  effort  is  that  of  the  abdominal  muscles  with  a 
fixed  diaphragm,  which  acts  by  causing  a  tremendous  increase 
of  the  intraabdominal  pressure,  thus  naturally  forcing  the  uterus 
downward.  Reported  cases  show  that,  among  others,  such  acts 
as  lifting,  pushing,  pulling,  or  slipping  were  competent  causes. 
These  cases  are  strikingly  analogous  to  those  of  hernia  with  the 
same  etiology.  Falls  of  different  kinds  and  varying  degrees  of 
violence  make  up  the  commonest  direct  cause.  Intraabdominal 
pressure  also  plays  a  part  in  many  of  these  cases. 

The  symptoms  are,  that  following  violence,  there  is  frequently 
a  distinct  and  reliable  history  of  the  patient  having  felt  something 
give  way.  This  cannot  be  obtained  in  all  cases,  nor  does  it  follow 
that  whenever  a  woman  complains  of  such  a  sensation  a  displace- 
ment has  taken  place.  Pain  is  the  most  prominent  and  constant 
symptom.  It  is  usually  severe,  especially  on  movement  of  the 
body,  and  is  most  complained  of  as  severe  backache.  It  is  not 
infrequently  so  intense  that  the  person  faints.  A  feeling  of  pres- 
sure or  bearing  down  is  also  a  fairly  constant  symptom.  Hem- 
orrhage occasionally  takes  place,  most  commonly  in  the  rare 
cases  of  procidentia.  Nausea  and  the  peculiar  indescribable  sick 
feeling  that  accompanies  so  many  gynecological  disorders  is  most 
apt  to  be  present.  From  this  feeling  alone  the  woman  makes  a 
diagnosis  that  "something  has  happened  to  her  womb."  Shock, 
as  would  naturally  be  expected,  exists  in  greater  or  less  degree, 
depending  largely  on  the  amount  of  concomitant  injury.  Painful- 
ness  and  increased  frequency  of  micturition,  and  extremely  pain- 
ful defecation,  are  later  symptoms  if  treatment  is  not  prompt.  A 
tumor  presents  only  in  the  rare  cases  of  procidentia  or  extreme 
prolapse. 

The  physical  signs  early  are  similar  to  those  of  the  same  dis- 
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placement  due  to  disease.  The  chief  difference  is  that  with  a 
retroversion  due  to  injury  the  organ  is  apt  to  be  more  or  less 
firmly  incarcerated  or  jammed  down  into  the  hollow  of  the  sacrum. 
The  tissue  relaxation,  so  characteristic  of  chronic  prolapse,  with 
or  without  retroversion,  is  wanting. 

The  diagnosis  should  not  be  difficult  with  a  full  history  and 
careful  examination,  possibly  with  the  aid  of  an  anesthetic,  should 
the  patient  be  a  virgin  or  particularly  nervous.  The  question  as 
to  whether  the  dislocation  is  or  is  not  due  to  an  injury,  even  when 
seen  early,  may  be  difficult  to  decide  in  some  cases ;  but  the  differ- 
ences previously  noted  among  the  physical  signs  should  aid  the 
determination  of  cause. 

The  prognosis  is,  generally  speaking,  good.  If  the  displace- 
ment can  be  reduced  within  a  short  time  the  ligaments  retain  their 
elasticity,  and  the  position  remains  good.  If  seen  late,  the  chance 
of  a  permanent  reduction  of  the  dislocation  is  more  remote  for 
the  reason  that  the  supports  of  the  organ  have  lost  their  tone. 

The  treatment  if  seen  early  consists  of  immediate  replacement 
of  the  uterus  in  its  normal  position,  and,  if  necessary,  holding  it  in 
place,  while  the  damaged  ligaments  regain  their  tone.  Tam- 
poning for  a  few  days  and  rest  in  bed  is  a  safeguard.  The  knee- 
chest  position  will  prove  most  useful.  Use  of  an  anesthetic  may 
be  wise.  The  avoidance  of  violent  exercise  for  some  time  should 
be  directed. 

The  matter  most  certainly  has  a  medicolegal  aspect.  Cases, 
most  commonly  railroad  negligence  suits,  are  constantly  coming 
up  in  which  the  chief  or  only  injury  consists  of  an  alleged  uterine 
displacement  due  to  violence.  My  belief  is  that  bona  fide  cases 
do  occur,  but  that  in  many  of  such  suits  a  preexisting  displace- 
ment, possibly  unknown  to  either  the  patient  or  her  physician, 
is  held  to  be  a  result  of  the  accident.  It  may  be  extremely  diffi- 
cult or  even  impossible  to  determine  the  true  state  of  affairs. 

The  cases  I  wish  to  report  are  as  follows :  Miss  B.,  a  virgin,  17 
years  of  age,  while  riding  a  bicycle,  ran  into  a  wagon  and  was 
thrown  violently,  striking  the  pavement  on  her  buttocks.  She 
was  at  once  taken  home  in  a  cab.  I  saw  her  some  three  hours 
after  the  accident.  There  were  no  external  evidences  of  injury, 
except  that  she  was  still  suffering  quite  decidedly  from  shock. 
She  had  been  much  nauseated,  having  vomited  several  times. 
She  complained  bitterly  of  pain  and  bearing-down  sensations  in 
the  sacral  region  and  some  desire  to  defecate.    She  remarked  that 
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she  felt  as  though  she  were  menstruating,  only  decidedly  worse. 
She  had  finished  menstruating  one  week  previously,  and  had 
urinated  about  an  hour  before  the  fall.  A  rectal  examination 
showed  a  uterus  a  little  below  the  normal  size  firmly  wedged 
down  into  the  hollow  of  the  sacrum.  Upon  sufficient  pressure 
from  below  it  was  released  and  sprang  back  into  normal  position. 
Relief  from  severe  pain  and  nausea  was  almost  instant.  She  felt 
perfectly  well  after  resting  in  bed  a  few  days.  Further  examina- 
tion was  refused,  but  my  belief  is  that  the  organ  stayed  in  place. 

My  second  case  is  one  that  I  believe  is  unique  in  literature 
because  of  the  fact  that  the  position  of  the  uterus  was  positively 
known  twenty-four  hours  before  the  accident.  On  this  account 
I  wish  to  emphasize  it  as  much  as  possible.  Mrs.  N.,  age  24, 
married  five  years.  One  miscarriage  at  about  three  months,  five 
months  after  marriage.  Has  never  been  pregnant  since.  Applied 
for  treatment  because  of  the  sterility.  Her  history  led  me  to 
suppose  that  she  became  infected  with  gonorrhea  from  her  hus- 
band soon  after  marriage.  She  gave  no  evidence  of  inflammation 
of  the  uterus  or  appendages  at  the  time  of  examination.  Uterus 
was  normally  movable,  of  moderate  size,  and  slightly  anteflexed. 
The  only  condition  that  I  could  detect  that  might  possibly  cause 
sterility  was  a  pin-hole  os.  She  came  to  the  office  twice  a  week 
for  dilatation  for  about  a  month,  missing  one  week  while  men- 
struating. Two  weeks  after  the  menstrual  period,  and  the  next 
day  after  having  visited  the  office  for  treatment,  I  was  sent  for 
hurriedly.  I  arrived  about  an  hour  and  a  half  after  her  accident, 
which  consisted  of  falling  backward  from  the  fourth  or  fifth 
step  of  a  step-ladder,  and  striking  on  her  buttocks  and  back. 
She  had  emptied  her  bladder  and  rectum  a  half  hour  previous  to 
the  fall.  She  complained  of  nausea,  headache,  weakness,  and 
intense  pain  and  bearing-down  sensations  in  the  sacral  region. 
Vaginal  examination  showed  a  retroverted  and  prolapsed  and 
incarcerated  uterus,  which  was  restored  to  its  normal  position 
onlv  on  the  use  of  a  considerable  amount  of  pressure  applied  in 
Douglas'  cul-de-sac.  Relief  of  the  symptoms  was  prompt.  She 
was  kept  in  bed  three  days,  and  lamb's  wool  tampons  were  used. 
She  made  a  perfect  recovery.  She  came  to  the  office  two  or  three 
times  more  for  dilatation,  but  on  discovery  of  the  fact  that  the 
husband  had  apparently  had  a  double  epididymitis  treatment  was 
stopped.  No  tendency  to  prolapse  or  retroversion  was  discover- 
able three  months  later. 
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In  neither  case  have  I  been  able  to  determine  a  predisposing 
cause.  Surely  all  the  known  predisposing  causes  were  absent  in 
the  latter,  and  I  am  satisfied  in  my  own  mind  from  this  case  that 
uterine  displacement  from  injury  does  happen  without  discover- 
able predisposing  cause. 

936  St.  Marks  Avenue. 
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Volvulus  at  one  time  was  used  synonymously  with  ileus  and 
meant  almost  any  form  of  intestinal  obstruction,  but  now  it  is 
limited  to  such  cases  as  result  from  turning,  rolling,  or  twisting  of 
the  bowel.  According  to  Rokitansky  there  are  three  forms  of 
volvulus,  as  follows :  ( i )  The  rotation  of  the  bowel  on  its  own 
axis;  (2)  the  rotation  of  a  loop  of  intestine  around  its  mesenteric 
axis;  and  (3)  the  intertwining  of  two  adjacent  loops  of  bowel. 
The  first  and  third  varieties  are  rare,  and  when  volvulus  is  men- 
tioned we  usually  have  reference  to  the  second  variety.  Volvulus 
is  much  more  common  now  than  formerly,  or  rather  it  is  more 
frequently  recognized,  probably  because  of  the  greater  frequency 
of  abdominal  operations  for  intestinal  obstruction.  Gibson  gives 
it  fourth  place  as  a  cause  of  acute  intestinal  obstruction,  causing 
12  per  cent,  in  1,000  cases  requiring  operation.  Volvulus  not  only 
causes  intestinal  obstruction,  but  often  by  twisting  the  mesentery 
it  stops  the  circulation,  causes  venous  thrombosis,  strangulation, 
and  gangrene  of  the  intestine.  Yet,  not  in  all  cases  does  it  close 
the  lumen  of  the  bowel  completely.  There  may  be  sufficient  ob- 
struction to  the  blood  supply  to  produce  strangulation  and  yet 
blood  from  the  strangulated  gut  may  be  vomited  or  passed  by 
rectum.  Sometimes,  on  the  other  hand,  the  circulation  seems  to 
be  slightly,  if  at  all,  affected,  although  the  lumen  of  the  bowel 
may  be  closed.  The  portion  of  mesentery  involved  varies  from 
the  part  attached  to  a  few  inches  of  intestine  to  the  entire  mesen- 
tery which  is  attached  to  about  twenty  feet  of  small  intestine.  It 
has  been  estimated  that  less  than  one-third  of  the  cases  of  volvulus 

*Read  before  the  Washington  Obstetrical  and  Gynecological  Society, 
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occur  in  the  small  intestine  and  over  one-half  of  the  total  number 
in  the  sigmoid  flexure  of  the  colon.  Some  of  the  causes  of  volvu- 
lus are  male  sex,  abnormally  long  mesentery,  cicatricial  ad- 
hesions, tumors,  hernias,  traumatisms,  and  anything  which  causes 
exaggerated  peristalsis.  Indeed,  it  is  thought  that  many  cases  of 
colic  which  recover  without  treatment  are  really  volvulus  which 
has  righted  itself.  No  age  seems  to  be  exempt.  Sometimes  the 
condition  seems  to  be  caused  by  purgatives;  at  other  times  by 
blows  on  the  abdomen.  Of  the  six  cases  which  I  have  seen  three 
were  associated  with,  and  were  probably  caused  by,  hernia.  It  is 
a  difficult  thing  to  recognize.  Some  of  the  operators  have  made 
mistakes  after  opening  the  abdomen,  taking  the  twisted  mesentery 
for  the  ligament  of  Treitz  or  for  retroperitoneal  hernia.  In  only 
two  of  the  cases  I  have  seen  was  the  diagnosis  made  previous  to 
operation.  The  diagnosis  was  usually  narrowed  down  to  one  of 
four  or  five  conditions :  Internal  hernia,  bands,  mesenteric  em- 
bolism, or  volvulus.  The  chief  symptoms  are  pain  in  the  abdomen 
often  transmitted  to  the  back,  vomiting,  obstinate  constipation, 
swelling  of  the  abdomen,  and  often  circumscribed  tympanites. 
Sometimes  a  tumor  or  mass  may  be  felt  through  the  abdominal 
walls.  Both  the  vomitus  and  stools  sometimes  contain  blood,  and 
bloody  serum  is  often  effused  into  the  peritoneal  cavity  where  it 
may  be  detected  by  the  boggy  and  fluctuating  sensation  given  to 
the  finger  on  rectal  or  vaginal  examination.  No  doubt  some  of 
the  cases  reported  under  the  diagnosis  of  mesenteric  thrombosis 
are  primarily  volvulus  with  torsion  of  the  mesentery.  The  tem- 
perature is  frequently  subnormal  and  the  pulse  finally  becomes 
rapid.  The  clinical  course  varies  in  length — death  may  occur  in 
less  than  twenty-four  hours  or  the  condition  may  become  chronic, 
depending  on  the  degree  of  obstruction  and  strangulation,  the 
amount  of  intestine  involved,  and  other  factors.  Gibson's  statis- 
tics showed  that  the  mortality,  in  spite  of  operation,  in  volvulus 
of  the  small  intestine  was  seventy-six  per  cent.,  while  it  was  onlv 
forty-six  per  cent,  when  the  large  intestine  was  affected.  This 
difference  is  probably  due  chiefly  to  the  fact  that  with  the  large 
intestine  only  a  foot  or  two  in  length  at  most  of  the  mesentery 
is  involved,  while  when  the  small  intestine  is  affected  almost  the 
entire  twenty  feet  may  become  twisted  and  gangrenous.  Four 
years  ago  I  collected  twenty  cases  of  volvulus  with  torsion  of  the 
entire  mesentery  to  which  my  two  cases  were  added,  making 
twenty-two  in  all — all  that  I  could  find  in  the  literature.     Includ- 
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ing  both  large  and  small  intestine,  I  have  seen  six  patients  with 
volvulus,  four  of  whom  were  operated  on  with  three  recoveries. 
Following  is  a  summary  of  the  six  cases : 

Case  I.* — Male,  colored;  aged  sixty-two;  operated  on  for 
strangulated  hernia.  The  intestine  was  reduced  after  opening  the 
sac,  when  a  coil  of  black,  gangrenous  intestine  came  down.  It 
was  thought  to  have  been  twisted  in  the  abdominal  cavity  and 
held  in  place  by  the  hernia  which  was  fixed  in  the  scrotum. 
Twenty-eight  inches  were  resected  and  a  Murphy  button  used. 
Recovery. 

Case  II.* — Male,  colored;  aged  thirty-five;  with  scrotal 
hernia;  was  taken  one  night  with  cramps,  pain  in  the  bowels,  an4 
vomiting,  which  continued  until  the  afternoon  of  the  next  day, 
about  twenty  hours,  when  death  occurred.  The  necropsy  showed 
a  large  quantity  of  bloody  fluid  in  the  peritoneal  cavity  and  a  mass 
of  gangrenous  intestine  containing  bloody  fluid.  On  careful  ex- 
amination the  mesentery  was  found  twisted  half  around  a  circle 
from  right  to  left.  The  superior  mesenteric  vein  contained  large 
thrombi  and  the  gangrenous  mass  included  thirteen  feet  of  small 
intestine,  the  cecum,  and  appendix. 

Case  Ill.f — Male,  white ;  aged  twenty-two ;  taken  with 
cramps,  pain  in  the  bowels  and  back,  and  vomiting.  Slight  con- 
stipation at  first  followed  by  bloody  stools.  These  symptoms 
continued  for  ten  days,  when  there  were  rigidity  and  dullness  of 
the  right  side  of  the  abdomen,  tenderness  all  over  the  abdomen, 
and  a  mass  could  be  indistinctly  felt  on  the  right  side.  Rectal 
examination  revealed  a  bulging  in  the  rectovesical  pouch.  The 
diagnosis  was  narrowed  down  to  volvulus  or  intussusception — 
probably  the  former — and  operation  advised  and  accepted.  A 
twist  of  the  entire  mesentery  half  around  from  right  to  left  was 
found  with  venous  thrombi  in  the  mesentery.  About  one-third 
of  the  small  intestine  was  very  much  smaller,  congested,  and  con- 
tained dark  material.  At  least  two  quarts  of  bloody  fluid  were 
found  in  the  peritoneal  cavity.  The  mass  of  intestines  was  taken 
in  the  hands  and  turned  so  as  to  untwist  the  mesentery.  About 
this  time  the  patient  began  to  vomit  and  a  large  quantity  of  tarry 
fluid  escaped  through  the  mouth  and  nose,  almost  producing 
suffocation.    Recovery  followed. 

Case  IV. — Female,  white ;  aged  sixty-two ;  admitted  to  George- 
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town  University  Hospital  with  a  strangulated  left  femoral  hernia. 
She  refused  operation  and  died  about  forty-eight  hours  after  the 
symptoms  of  strangulation  began.  At  the  necropsy  a  portion  of 
the  ileum  about  one  inch  long  and  twelve  inches  from  the  cecum 
was  found  in  the  femoral  canal  in  a  gangrenous  condition.  The 
portion  of  mesentery  attached  to  this  coil  was  found  twisted  from 
right  to  left  and  constricted  a  loop  of  intestine  about  two  feet  in 
length  above  the  hernia — the  mesentery  being  held  in  place  in  its 
constricting  action  by  the  fixation  of  the  hernia  in  the  femoral 
canal.  Reduction  of  the  hernia  permitted  the  untwisting  of  the 
volvulus.  The  intestine  forming  the  volvulus  was  distended  with 
gas,  inflamed,  and  presented  several  dark  areas  scattered  over  a 
field  of  intense  congestion. 

Case  V. — Male,  colored;  aged  fifty-one;  was  admitted  to  the 
Emergency  Hospital  with  a  history  of  pain,  vomiting,  tympanites, 
and  complete  intestinal  obstruction,  which  came  on  six  days  before 
while  he  was  exerting  himself  strongly  at  work.  On  examination 
the  abdomen  was  found  greatly  swollen  and  tympanitic,  especially 
in  the  hypochondriac  and  epigastric  regions.  A  diagnosis  was 
made  of  obstruction  of  the  colon  from  volvulus,  tumor,  hernia,  or 
bands,  and  the  abdomen  was  opened  a  little  to  the  right  of  the 
median  line  between  the  navel  and  ensiform  cartilage  and  the 
enormously  distended  sigmoid  flexure  was  found  almost  filling; 
the  abdominal  cavity  and  extending  up  against  the  diaphragm. 
It  was  about  three  feet  in  length  and  three  inches  in  diameter. 
The  two  limbs  of  the  flexure  were  traced  to  the  left  iliac  fossa, 
where  they  were  found  to  cross  and  over  the  point  of  crossing  a 
broad  band  was  found  passing  from  above  into  the  pelvis.  Draw- 
ing on  this  band  brought  up  the  collapsed  small  intestine  from 
the  pelvis — the  "band"  being  the  mesentery  of  the  small  intestine. 
The  sigmoid  was  then  uncrossed  by  turning  it  around,  the  con- 
tents withdrawn  with  a  small  trocar  and  cannula,  the  small  open- 
ing closed  with  a  suture  and  the  operation  hurriedly  brought  to  a 
close  as  the  patient's  condition  was  bad.  Death  occurred  four 
clays  later,  probably  from  toxemia. 

Case  VI. — White  child,  aged  two  years  and  four  months,  was 
admitted  to  Georgetown  University  Hospital.  History  as  follows : 
Three  weeks  before  she  was  taken  with  severe  pain  in  the  bowels, 
but  seemed  to  get  over  the  attack.  Eight  days  before  she  was 
again  taken  with  severe  pain  in  the  bowels,  soon  followed  by 
vomiting,  which  continued   for  thirty-six  hours.     This  was  fol- 
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lowed  by  obstinate  constipation,  there  being  only  one  small  pass- 
age for  seven  days  in  spite  of  purgatives  and  enemata.  The  child 
did  not  suffer  much  after  the  vomiting  ceased,  but  would  eat 
nothing.  Examination  showed  the  child  to  be  in  good  condition 
apparently,  cheerful,  and  able  to  walk  about.  The  abdomen  was 
slightly  distended,  and  on  palpation  a  mass  could  be  felt  on  the 
right  side  about  the'  brim  of  the  pelvis.  A  diagnosis  of  intussus- 
ception, hernia,  or  volvulus  was  made  and  operation  advised.  The 
abdomen  was  opened  through  the  right  rectus  muscle  and  the  sig- 
moid dilated  to  about  three  times  its  normal  size  was  delivered. 
The  exact  nature  of  the  twist  was  not  made  out,  as  the  fixed 
part  in  the  left  iliac  fossa  was  not  visible,  but  the  loop  was  adjusted 
by  tracing  the  limbs  to  the  descending  colon  and  rectum  re- 
spectively. The  entire  small  intestine  was  examined  from  the 
cecum  to  Treitz's  ligament  and  seemed  to  be  perfectly  empty — 3. 
fact  which  partially  explains  the  absence  of  vomiting  after  the 
first  thirty-six  hours.  Nothing  else  abnormal  was  found  except 
enlargement  of  the  mesenteric  glands  in  the  ileocecal  region.  Un- 
eventful convalescence  followed,  the  bowels  acted  spontaneously 
on  the  third  dav  and  there  was  no  further  trouble. 
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The  Thirty-second  Annual  Meeting,  Held  in  Washington,  D.  C, 
May  7,  8,  and  9,  1907,  in  Conjunction  with  the  Congress 
of  American  Physicians  and  Surgeons. 
(Continued  from  page  843,  J'ol.    LV,   June,    1907.) 

The  papers  of  Drs.  Reynolds,  Fry,  and  Davis  were  discussed 
jointly. 

Dr.  Egbert  H.  Grandix  of  New  York  said  the  conclusions  and 
arguments  of  Dr.  Reynolds  were  in  accord  with  those  which  he 
reached  in  a  thesis  presented  to  the  Society  seventeen  vears  ago, 
entitled,  "A  Plea  for  the  Elective  Cesarean  Section."  He  then 
contended  that  this  operation  was  ideal,  and  although  seventeen 
years  had  elapsed,  it  still  remained,  in  his  opinion,  the  ideal  opera- 
tion. Until  the  general  practitioner  was  taught  to  send  for  the 
skilled  abdominal  sectionist,  the  elective  Cesarean  section  would 
not  be  established  as  the  ideal  operation,  either  in  the  minds  of  the 
profession  or  in  the  minds  of  the  laity.  Cesarean  section  was  the 
simplest  procedure  in  the  whole  range  of  surgery.  There  was  no 
blood-vessel  to  be  tied,  and  all  the  operator  had  to  know  was 
how  to  sew  up  the  uterine  incision,  and  when  the  incision  broke 
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down  it  was  probably  because  of  the  fault  of  the  operator  in  not 
knowing-  how  to  tie  his  catgut. 

Another  reason  why  the  elective  Cesarean  section  had  not  se- 
cured a  firm  hold  as  yet  was  because  of  the  difficulty  in  deter- 
mining the  size  of  the  fetal  head.  We  could  measure  accurately 
the  pelvis,  but  could  not  measure  accurately  the  fetal  head,  al- 
though a  near  approach  to  such  a  method  of  external  mensuration 
was  offered  to  the  Society  last  year  by  Dr.  Stone.  He  had 
been  invited  to  witness  two  elective  Cesarean  sections,  but  before 
he  could  get  to  the  hospital  the  child  was  born. 

With  reference  to  pubiotomy,  he  had  never  done  it.  The  im- 
pression he  tried  to  convey  to  Dr.  Fry  in  writing  him  was  that 
he  would  advise  pubiotomy  over  symphyseotomy,  even  though  he 
had  done  two  symphyseotomies,  with  living  mothers  and  living 
children,  and  so  far  as  he  knew  there  was  no  disability  on  the 
part  of  the  women. 

With  regard  to  vaginal  Cesarean  section,  he  could  not  con- 
ceive where  it  was  called  for  when  the  fetal  head  was  movable 
above  the  pelvic  brim.  With  the  head  partly  engaged,  perhaps  in 
preference  to  symphyseotomy,  certainly  in  preference  to  futile  at- 
tempts at  delivery  with  forceps,  he  might  resort  to  vaginal  Cesar- 
ean section.  His  experience  with  elective  Cesarean  section  com- 
prised six  cases,  with  six  maternal  recoveries,  and  six  living 
children ;  while  his  experience  in  delayed  Cesarean  section  had 
been  three  Cesarean  sections,  one  maternal  death,  and  three  dead 
children. 

Dr.  Lapthorn  Smith  of  Montreal  endorsed  what  had  been 
said  by  the  readers  of  the  papers,  although  he  condemned  pu- 
biotomy. Last  summer  he  performed  two  Cesarean  sections  and 
could  testify  to  the  surprising  ease  with  which  the  operation  was 
performed  in  both  cases.  In  one  case  he  removed  the  child, 
placenta,  and  membranes  all  in  one  piece.  The  woman  made  a 
complete  recovery. 

In  the  other  case  the  woman  had  puerperal  convulsions.  She 
was  comatose  at  six  o'clock  in  the  morning,  with  no  sign  what- 
ever of  dilatation.  He  treated  her  with  veratrum  viride  and  mor- 
phine, but  by  four  o'clock  that  afternoon  he  did  Cesarean  section, 
and  although  the  child  was  not  quite  seven  months  old,  it  was 
now  living  and  well. 

He  endorsed  everything  that  Dr.  Davis  and  Dr.  Reynolds  had 
said  about  not  waiting  too  long  before  interfering,  although  in 
one  of  his  cases  he  tried  to  deliver  the  woman  once  with  great  dif- 
ficulty with  forceps,  after  having  prepared  her  for  a  symphyseoto- 
my. Twice  she  had  had  craniotomy  performed  by  doctors  in  the 
first  and  second  deliveries.  Two  children  were  born  without 
assistance  after  long  labors.  This  time,  after  trying  forceps  for 
an  hour,  he  resorted  to  Cesarean  section.  The  woman  recovered 
and  did  well,  although  the  child  died  almost  immediately  after- 
wards. 

Dr.  James  Clifton  Edgar  of  New  York  said  he  was  in  doubt 
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where  to  draw  the  line  between  classes  i  and  2,  mentioned  by 
Dr.  Reynolds,  that  is,  the  antepartum  cases,  and  the  early  intra- 
partum cases.  Dr.  Reynolds  had  said,  from  an  analysis  of  his 
cases,  that  he  got  a  mortality  in  classes  1,  2,  and  3  of  1.2  per 
cent,  3.8  per  cent.,  and,  he  thought,  12  per  cent.  It  occurred  to 
the  speaker  that  if  class  2,  or  the  early  intrapartum  class,  was 
moved  a  little  forward,  and  the  woman  not  allowed  to  stay  in 
labor  quite  so  long,  the  mortality  of  3.8  per  cent,  would  approach 
one  per  cent,  in  the  antepartum  cases.  It  was  a  common  obser- 
vation that  in  cases  of  frankly  antepartum  Cesarean  sections, 
where  an  operation  was  undertaken  during  the  latter  part  of 
pregnancy,  there  was  difficulty  in  securing  good  drainage.  In 
the  wards  of  one  hospital  with  which  he  was  connected  women 
suffered  from  a  mild  sapremia,  and  the  reason  for  that  was 
difficulty  in  securing  good  drainage  in  the  frankly  pregnant 
cases.  He  would  prefer  that  operation  during  pregnancy  be 
brought  up  to  the  preparatory  stage  of  labor,  if  possible,  or  in  the 
beginning  of  the  first  stage  of  labor,  and  no  further.  He  believed 
further  statistics  in  years  to  come  would  show  that  if  we  elected 
a  time  in  the  preparatory  stage  of  labor  the  mortality  of  three 
per  cent,  could  be  reduced  by  reason  of  the  better  drainage  se- 
cured at  that  time.  Anyone  who  had  had  experience  with  dilating 
the  cervix  at  the  time  of  operation  knew  there  was  a  good  deal 
of  traumatism  connected  with  it  to  secure  sufficiently  good  drain- 
age in  the  subsequent  puerperium,  and  it  was  customary  in  New 
York  to  put  a  piece  of  gauze  in  the  cervix  to  carry  out  drainage 
as  well  as  possible. 

With  reference  to  the  subject  of  pubiotomy,  while  he  had  not 
had  any  personal  experience  with  it,  it  was  an  operation  that 
did  not  appeal  to  him.  He  had  done  six  symphyseotomies,  and  the 
reason  he  classed  pubiotomy  with  symphyseotomy  was  on  account 
of  the  morbidity  to  the  mother,  not  so  much  the  mortalitv ;  and, 
as  Dr.  Fry  had  referred  to  phlebitis  occurring  in  a  number  of 
cases,  the  history  was  somewhat  the  same  in  regard  to  sym- 
physeotomy ;  there  was  a  large  morbidity  by  reason  of  the  large 
number  of  cases  of  phlebitis. 

With  regard  to  the  character  of  the  cervix,  a  point  emphasized 
by  Dr.  Davis  in  his  paper,  there  were  certain  cases  of  large  cer- 
vices which  would  resist  the  induction  of  labor,  and  for  that' reason 
he  thought  the  limitations  for  the  induction  of  labor  as  the  years 
rolled  by  would  become  narrower  and  narrower ;  we  would  induce 
labor  less  frequently  and  less  early,  by  reason  of  those  cervices, 
and  for  one  other  reason,  namely,  the  average  primipara  would 
not  stand  much  punishment. 

Dr.  Robert  A.  Murray  of  New  York  thought  the  time  had 
come  to  collate  the  experiences  the  members  had  had  in  order  to, 
get  definite  ideas  as  regarded  what  to  suggest  to  patients  both  in 
hospital  and  in  private  practice. 

The  object  of  labor  was  not  merely  for  the  woman  to  have  a 
child,  and  the  further  object  of  the  accoucheur  was  not  merely 
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to  deliver  a  woman,  whether  the  child  be  alive  or  dead,  or  to  ex- 
tract it  from  a  dangerous  position,  but  it  was  to  deliver  a  woman 
and  give  her  a  living  child ;  and,  furthermore,  to  leave  her  in  a 
condition  so  that  she  could  fulfill  her  position  in  society  and, 
possibly,  if  she  so  desired,  have  children  again.  We  did  not  ac- 
complish all  of  our  art  in  getting  a  patient  out  of  a  dangerous 
position  which  she  had  gotten  into  by  being  pregnant.  It  was 
with  great  pleasure  he  saw  we  were  going  back  to  the  position 
where  normal  labor  and  normal  recovery  were  desirable.  No  man 
could  call  an  induced  labor  by  any  means  an  easy  thing.  There 
were  very,  very  few  cases  where  there  was  not  some  danger  to 
the  parts  immediately  accessible  from  infection,  and  a  tremendous 
danger  of  morbidity.  If  we  took  the  cases  brought  up  to  labor, 
if  we  had  avoided  interfering  with  the  cervix,  the  statistics  for 
mother  and  child  were  far  better  than  if  we  tried  in  a  preliminary 
way  to  dilate  the  cervix. 

He  was  very  glad  to  have  heard  the  point  brought  up  by  Dr. 
Davis,  and  emphasized  by  Dr.  Edgar,  about  the  condition  of  the 
cervix,  and  how  difficult  it  was  to  get  efficient  drainage  after. 
In  the  cases  which  he  had  seen  of  trouble  from  infection,  relief 
could  have  been  afforded  by  good  drainage. 

He  thought  in  the  vast  majority  of  cases  we  would  gradually 
get  to  the  point  where  we  would  let  the  woman  go  to  labor  pre- 
pared to  do  a  Cesarean  section,  and  not  interfere  with  high  for- 
ceps, version,  or  any  other  method  that  would  produce  traumatism 
of  the  cervix,  and  possibly  bring  about  infection  which  would 
defeat  the  result  that  we  would  otherwise  get  from  a  clean  Cesar- 
ean section. 

Dr.  Robert  L.  Dickinson  of  Brooklyn,  N.  Y.,  said  that  the 
character  of  the  labor  was  of  the  greatest  importance  as  bearing 
on  elective  Cesarean  section.  Dr.  Edgar,  however,  had  made  an 
important  qualification  by  saying  that  in  vigorous  women  we 
sometimes  failed  in  our  prognosis  entirely,  although  Dr.  Reynolds 
had  met  this  with  a  negative  proposition  on  which  he  laid  stress, 
namely,  that  we  could  often  foretell  a  difficult  labor  because  of 
chronic  toxemia  or  because  of  chronic  neurasthenia.  The  only 
case  of  Cesarean  section  the  speaker  had  lost  was  a  woman  who 
suffered  from  toxemia  throughout  her  pregnancy.  She  was  oper- 
ated on  at  the  beginning  of  labor  pains,  and  gradually  succumbed 
from  lack  of  resistance  after  an  easy  Cesarean  section. 

For  many  years,  he  said,  we  have  had  control  of  the  second 
stage  of  labor ;  with  Cesarean  section,  with  forceps  and  version 
we  could  do  what  we  chose.  But  he  thought  we  had  stood  help- 
less before  the  difficult  cases  of  dilatation  and  before  badly  de- 
veloped cervical  conditions. 

It  was  unobstetrical  to  insert  a  bougie  into  the  uterus,  as  it 
might  loosen  the  placenta  and  be  the  means  of  carrying  infection, 
inasmuch  as  one  could  not  be  sure  of  absolute  cleanliness. 

Dr.  George  Gellhorn  of  St.  Louis,  Mo.,  said  the  remark  had 
been  made  that  the  object  of  labor  was  for  the  woman  to  bear  a 
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child,  not  merely  to  deliver  her.  He  would  add  that  the  object 
of  labor  was  to  leave  the  woman  in  the  best  possible  condition. 
It  seemed  to  him  that  in  elective  Cesarean  section  this  could  not 
always  obtain.  If  we  performed  a  Cesarean  section  from  rela- 
tive or  absolute  indications,  we  took  the  consequence  of  an  elec- 
tive Cesarean  section ;  we  had  to  weigh  the  matter  of  whether  we 
were  entitled  to  subject  the  woman  to  the  danger  incident  to  the 
operation.  Dr.  Reynolds  surely  had  had  wonderful  success — no 
mortality  whatever.  But  his  experience  had  not  been  the  same  as 
that  of  other  operators.  About  twelve  years  ago  he  assisted 
Bumm  in  doing  an  elective  Cesarean  section  of  the  nature  re- 
ferred to  by  Dr.  Reynolds,  but  the  woman  died.  He  had  heard 
of  other  deaths  from  Cesarean  section  to-day  by  Dr.  Grandin 
and  by  Dr.  Dickinson.  Aside  from  the  mortality  to  the  mother, 
the  number  of  cases  of  spontaneous  rupture  of  the  Cesarean  sec- 
tion wound  in  the  course  of  future  pregnancy  was  constantly 
increasing.  Within  the  last  three  years  twelve  cases  had  been 
reported,  and  he  was  quite  sure  there  were  a  number  of  other 
cases  of  rupture  after  Cesarean  section  that  had  never  been  re- 
ported. 

The  same  objection  held  good  as  to  pubiotomy  or  symphyse- 
otomy. 

He  had  under  his  care  at  present  a  woman  whom  he  expected 
to  operate  on  next  week.  This  woman  had  had  a  pubiotomy  or 
symphyseotomy  performed  (he  could  not  make  out  which)  three 
years  ago.  At  that  time  she  had  a  moderately  narrow  pelvis. 
To-day,  from  the  effect  of  a  callus  that  had  not  been  reduced,  she 
had  a  highly  contracted  pelvis.  Moreover,  she  had  a  retroversion 
bound  down  by  adhesions;  she  had  deep  cervical  lacerations;  she 
had  a  tear'  of  the  perineum,  including  the  sphincter,  so  that  in 
his  opinion  pubiotomy  or  symphyseotomy  was  not  the  operation 
of  choice.  He  had  done  but  two  craniotomies  in  his  professional 
life,  but  in  a  case  of  moderately  contracted  pelvis,  where  con- 
finement was  attended  with  many  difficulties,  he  would  not  hesi- 
tate to  do  a  craniotomy  and  induce  labor  at  the  end  of  the  preg- 
nancy. He  thought  there  were  conditions  which  justified  this 
operation.  He  performed  this  unpleasant  operation  a  week  or  ten 
days  ago,  the  woman  having  been  in  the  hands  of  two  physicians 
for  twenty  hours,  and  numerous  futile  attempts  having  been  made 
to  extract  the  fetus.  He  added  another  hour  and  a  half  of  work 
with  forceps,  but  finally  gave  it  up  and  did  a  craniotomy.  He 
thought  if  we  induced  labor  at  the  thirty-sixth  week,  so  far  as  we 
could  determine  it  by  any  means,  by  hydrostatic  bags,  we  would 
obtain  the  same  results  as  from  any  of  the  operations  mentioned, 
with  less  danger  to  the  mother  and  child. 

Dr.  Seth  C.  Gordon  of  Portland,  Me.,  said  that  for  several 
years  he  had  not  done  very  much  obstetric  work,  but  he  had  had 
three  cases  of  induced  labor  in  his  life,  with  the  best  results. 

He  mentioned  the  first  case.  The  boy  whom  he  delivered 
Was  now  twenty-two  years  of  age.  the  son  of  a  Xew  York  mil- 
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lionaire.  The  mother  had  had  three  craniotomies  done.  He  did 
one.  while  the  other  two  were  done  in  New  York.  She  came  to 
Portland  again,  where  she  formerly  lived,  was  pregnant,  and  he 
determined  then  he  would  induce  labor,  which  he  did  at  about 
the  thirty-sixth  week.  Each  child  she  had  given  birth  to  by 
craniotomy  weighed  eleven  or  twelve  pounds.  In  a  case  like  that, 
with  a  good  pelvis,  but  disproportionate  child,  and  a  fetal  head  of 
solid  bone,  he  had  no  doubt  the  induction  of  labor  was  the  best 
thing.  He  had  no  difficulty  in  inducing  labor  in  either  of  the 
three  cases.    In  each  case  the  mother  and  child  did  well. 

He  was  disposed  to  disagree  with  Dr.  Reynolds  as  to  the  elec- 
tive Cesarean  section.  If  one  waited  until  the  time  of  delivery,  and 
then  operated,  having  estimated  the  obstacles,  having  fully  deter- 
mined that  Cesarean  section  was  the  best  operation  to  do,  doing 
Cesarean  section  after  the  first  labor  pains  began,  it  was  all  right. 
He  thought  Cesarean  section  was  going  to  have  a  much  wider 
field  than  it  ever  had  before,  and  the  results  would  be  far  better 
than  any  attempts  at  delivery  of  the  child  that  had  been  made 
heretofore. 

Dr.  Malcolm  McLean,  Xew  York,  called  attention  to  the 
time  at  which  interference  should  take  place  in  a  given  labor. 
If  his  experience  counted  for  anything,  it  brought  him  face  to  face 
with  the  fact  that  in  this  rapid  surgical  age  there  was  too  much 
interfering  with  labor  cases  at  entirely  too  early  a  period.  This 
predicated  that  there  was  going  to  be  difficulty  with  the  dilatation, 
and  verv  often  obstructions  to  the  delivery  of  the  child  were  sup- 
posed to  be  due  to  faulty  structures,  either  of  the  bony  or  soft 
parts,  which  were  simply  faulty  because  they  had  not  been  al- 
lowed to  go  through  their  physiological  changes.  In  his  experi- 
ence this  was  not  a  small  factor.  In  consultation  he  had  found 
himself  undertaking  operations,  even  Cesarean  section,  in  cases 
where  delivery  could  have  taken  place  normally,  if  allowed  to  go 
a  sufficient  number  of  hours. 

Within  seventy-six  hours  he  had  been  called  to  a  case  where 
such  a  serious  operation  was  proposed  on  account  of  difficulties 
confronting  the  obstetrician.  The  woman  was  a  primipara.  She 
was  taken  sick  at  one  o'clock  in  the  morning,  and  at  nine  o'clock 
that  morning  thev  called  for  a  consultant  to  assist  in  delivery  by 
one  of  the  major  operations  mentioned.  It  seemed  to  him  noth- 
ing further  need  be  said  regarding  that  case.  While  he  did  not 
oppose  the  able  plea  that  had  been  made  for  this  operation,  still 
he  fullv  recognized  the  danger  that  might  come  to  ambitious  oper- 
ators in  obstetrics,  who  were  not  sufficiently  capable  of  judging 
when  that  operation  should  be  done.  The  danger  was  that  in  this 
age.  when  it  could  be  shown  that  with  good,  clean  surgery  the 
abdomen  might  be  opened,  the  uterus  opened,  the  child  deirvered, 
and  both  lives  saved,  that  operation  might  be  dene  in  cases  where 
a  comparatively  normal  labor  could  be  consummated.  This  was 
not  good  obstetrics,  and  he  thought  it  should  be  avoided. 

He  endorsed   what  Dr.  Dickinson  had   said  about  the  hvdro- 
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static  bag  of  Pomeroy.  He  had  had  experience  with  it.  It  was 
made  on  a  different  principle,  and  was  superior  to  all  other  bags 
that  had  gone  before. 

Dr.  Willis  E.  Ford  of  Utica,  N.  Y.,  was  sorry  the  members 
took  so  serious  a  view  regarding  pubiotomy.  He  had  been  look- 
ing for  a  case  for  a  number  of  years,  but  had  not  encountered  one. 
He  would  relate  the  experience,  however,  of  another  practitioner 
who,  in  doing  a  pubiotomy,  broke  the  pubic  bone,  which  was 
followed  by  the  extrusion  of  the  intestines  through  the  opening. 
He  left  the  woman ;  another  physician  was  called,  and  the  speaker 
got  there  in  the  night.  The  urethra  of  the  woman  was  torn  off 
lengthwise,  lay  in  the  bottom  of  the  pelvis,  but  was  not  severed 
crosswise,  and  was  still  attached  to  the  bladder.  The  perineum 
was  torn,  also  the  rectum,  and  he  secured  what  union  he  could 
with  this  bone;  he  put  back  the  intestines,  secured  what  union 
he  could  by  suturing  its  periosteum  with  catgut.  The  woman  was 
much  exsanguinated.  This  woman  afterwards  had  a  first-class 
pelvis.  He  did  not  know  how  much  flattening  she  had ;  but  she 
had  sufficient  flattening  apparently  to  have  justified  that  unfor- 
tunate pubiotomy.  She  has  borne  a  child  since.  Of  course,  he 
had  to  repair  her  bladder,  which  was  torn  lengthwise ;  he  re- 
paired this  twice  before  he  could  get  perfect  union ;  but  a  year 
later  she  bore  her  child  easily.  She  had  a  flattened  pelvis  to  begin 
with. 

The  discussion  was  then  closed  by  Drs.  Reynolds,  Fry,  and 
Davis. 

ovarian  pregnancy. 

Dr.  J.  Clarence  Webster  of  Chicago  presented  a  specimen, 
and  said  that  the  Society  now  had  records  of  two  cases  of  ovarian 
pregnancy.  The  first  case  was  reported  by  Dr.  Thompson  of 
Portland,  Me.,  the  specimen  having  been  presented  five  years 
ago.  Three  years  ago  the  speaker  presented  a  second  specimen. 
He  was  now  able  to  present  another  specimen,  which  was  almost 
identical  with  the  one  he  showed  three  vears  ago,  it  having  been 
given  to  him  by  Dr.  Gunderson  of  Wisconsin.  Microscopical 
examination  revealed  conditions  practically  identical  with  those 
described  in  his  former  paper,  and  therefore  he  would  simply 
pass  the  specimen  around.  One  could  see  the  amniotic  cavity  with 
the  embryo  in  position.  The  thickness  of  the  ovarian  tissue  aver- 
aged perhaps  half  an  inch,  except  the  placental  area,  where  it  was 
thicker.  There  were  several  hemorrhages  into  the  ovarian  tissue, 
especially  in  the  position  of  the  placenta.  The  chorionic  tissue 
extended  around  the  amniotic  cavity,  and  within  this  was  the  cap- 
sule of  the  ovary  proper.  Dr.  Gunderson  diagnosed  the  case 
before  operation  as  one  of  ovarian  pregnancy,  and  this  was  the 
first  instance  on  record  in  which  that  had  been  done. 

hermaphroditism    ( ?)  ;   uterus  and  tubes  removed  from   a 

MALE. 

Dr.  Webster  also  presented  another  specimen.     The  patient 
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from  whom  the  specimen  was  removed  was  a  man,  thirty-three 
years  of  age,  who  was  admitted  to  the  hospital  with  symptoms  of 
acute  peritonitis.  He  had  had  for  many  years  an  irreducible 
scrotal  hernia,  and  it  was  supposed  there  was  strangulation.  An 
incision  was  made  in  the  left  inguinal  region.  No  hernia  was 
found,  but  a  structure  which  looked  like  an  adult  uterus,  tubes, 
and  ovaries.  The  uterus  was  removed,  and  what  appeared  to  be  a 
cervix.  It  was  adherent  around  the  inguinal  ring.  The  abdo- 
men was  opened  rapidly,  the  patient  being  practically  moribund  by 
that  time.  The  incision  was  closed,  and  nothing  more  was  done. 
Subsequently  the  patient  died.  The  specimen  at  first  seemed  like 
the  adult  female  genitalia,  but  careful  dissection  and  microscopic 
study  disclosed  both  uterus  and  tubes,  and  what  appeared  to  be 
ovaries  were  testicles.  They  occupied  exactly  the  same  position 
as  the  ovaries  in  the  female.  The  mucosa  resembled  that  which 
was  found  in  the  adult  female. 

Microscopic  examination  showed  the  glands  were  complex. 
The  tubes  had  the  characteristics  of  those  of  an  adult  female, 
except  the  fimbriae  were  not  so  complex.  There  were  fewer  fim- 
briae, but  the  relationship  to  the  testicles  was  exactly  the  same.  On 
one  side  there  was  more  marked  ovarian  or  testicular  fimbria. 
On  examination  of  the  broad  ligaments  he  found  on  one  side  a 
cyst.  Both  round  ligaments  were  present,  but  on  the  side  on 
which  the  cyst  existed  the  round  ligament  was  flattened  out  and 
thin.  On  careful  dissection  of  the  broad  ligament  there  was  a 
marked  tube,  about  four  millimeters  in  diameter,  slightly  con- 
voluted, extending  from  the  upper  inner  portion  of  the  broad 
ligament  toward  the  cervix.  It  was  quite  firm  and  had  the  con- 
sistence of  a  pipe  stem.  He  pointed  out  the  Wolffian  duct  and  the 
vas  deferens,  also  the  cervix  and  prostate.  The  patient  was  the 
father  of  twin  children. 

Dr.  E.  W.  Cushing  of  Boston  reported  the  case  of  a  man 
who  had  been  operated  on  for  hernia.  In  this  case  a  uterus  was 
found  in  the  hernial  sac. 

Dr.  Thomas  S.  Cullen  of  Baltimore  said  that  some  years 
ago  in  that  city  there  was  found  at  autopsy  in  a  child  a  complete 
set  of  both  female  and  male  pelvic  organs. 

METHOD  OF  CLOSING  LAPAROTOMY  WOUNDS. 

Dr.  Seth  C.  Gordon  of  Portland,  Me.,  said  that  the  ideal 
closure  of  any  wound  was  that  which  approximated  closely  each 
and  every  part  of  the  divided  surfaces  and  retained  them  a  suffi- 
ciently long  time  for  absolute  repair  to  be  complete,  and  this  with 
the  least  amount  of  any  foreign  material  to  maintain  the  coapta- 
tion. Laparotomy  wounds  were  no  exception  to  this  rule.  The 
various  locations  of  the  wound  might  somewhat  modify  the  de- 
tails, but  in  any  one  there  was  usually  a  division  of  skin,  fat, 
fascia,  muscle,  and  peritoneum.  Each  one  of  these  tissues  de- 
manded as  careful  replacement  as  any  other  in  order  that  there 


AMERICAN    GYNECOLOGICAL    SOCIETY.  75 

might  be  accurate  repair  and  the  scar  tissue  be  free  from  de- 
formity. There  were  several  things  to  be  attended  to  before  any 
attempt  was  made  to  close  the  wound  and  these  were  essential  to  a 
perfect  union. 

i.  The  wound  should  be  free  from  any  ragged  or  bruised  tis- 
sue and  all  bleeding  should  be  absolutely  checked.  A  blood  clot 
might  hinder  repair,  either  by  its  separating  healthy  surfaces,  thus 
forming  a  dead  space,  or  by  autoinfection,  or  direct  infection 
become  the  nidus  of  pus.  Hence  all  injured  structures  should  be 
carefully  removed  and  all  bleeding  vessels  ligated  with  small 
sterile  catgut.  If  there  was  any  exposure  of  the  surfaces  to 
infection  during  the  operation,  they  should  be  thoroughly  sponged 
with  a  bichloride  solution,  followed  by  sterile  water  or  normal 
salt  solution  before  the  introduction  of  sutures.  It  was  absolutely 
safe  to  do  this  in  any  case,  especially  if  the  intestines  had  been 
manipulated  much  or  for  a  long  time.  The  hands  or  gloves  might 
very  easily  become  infected,  even  bv  this  means,  and  the  contact 
with  the  surfaces  to  be  closed  might  thus  impart  some  pus-produc- 
ing germs.  In  the  use  of  any  solution  about  the  wound,  care 
should  be  taken  that  it  should  be  as  hot  as  could  well  be  borne  by 
the  operator.  Ea.rly  union  was  hastened  by  careful  attention  to 
small  matters  of  this  kind.  In  preaseptic  times  hot  water  was  a 
very  valuable  aid  in  the  preparation  of  all  wounds  for  what 
was  then  known  as  union  by  first  intention. 

In  the  selection  of  suture  material  a  wide  difference  of  opinion 
had  been  noted  among  surgeons.  Since  1884  the  author  had  used 
but  two  kinds  of  sutures,  catgut  and  silkworm  gut,  the  latter  as 
through-and-through  sutures  in  laparotomy  wounds,  and  catgut 
for  everything  else.  First,  the  suture  material  must  be  sterile. 
Second,  it  should  be  that  which  was  the  least  liable  to  become 
infected,  if  by  any  chance  causes  of  infection  might  arise.  In 
laparotomy  wounds  it  must  be  material  which  would  give  support 
sufficiently  long  to  insure  complete  repair,  so  that  danger  from 
subsequent  hernia  might  be  avoided.  Catgut  alone  did  not  fulfill 
all  these  indications.  Absolutely  complete  repair  did  not  take 
place  in  less  than  three  weeks.  If  this  were  so,  as  pointed  out 
by  Warren,  it  would  seem  advisable  and  prudent  to  use  a  suture 
through  the  entire  depth  of  the  cut  surfaces,  which  would  not 
absorb  in  less  than  two  weeks. 

Complications,  such  as  coughing,  vomiting,  distention  by  gas, 
and  accidents  that  not  infrequently  occurred,  might  strain  the 
parts  to  such  an  extent  as  to  interfere  with  the  normal  repair  and 
scar  tissue  result,  which  would  after  a  time  become  the  seat  of 
hernia. 

Fully  impressed  with  the  importance  of  these  things,  he  had 
for  many  years  closed  laparotomy  wounds  in  the  following  man- 
ner: 

With  a  long,  slightly  curved  needle,  armed  with  a  medium- 
sized  silkworm  gut,  he  introduced  it  from  the  peritoneum  outward 
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through  the  entire  wall,  including  not  more  than  one-quarter  inch 
of  either  peritoneum  or  skin.  Each  end  of  the  silkworm  gut 
should  be  carried  from  within  outward,  thus  requiring  a  fresh 
needle  for  the  second  end,  although  with  a  little  care  the  same 
needle  might  be  threaded  with  the  opposite  end.  With  the  utmost 
care  that  could  be  used,  it  was  difficult  to  sterilize  absolutely  the 
skin  except  upon  the  surface ;  therefore,  the  deeper  layers  might 
contain  germs  of  a  noxious  character,  which  might  be  driven  down 
if  the  needle  was  introduced  from  above.  Stitch  abscess  was  a  not 
infrequent  accident,  which  was  probably  due  to  this.  In  his  own 
experience,  however,  it  had  been  almost  unknown  under  this 
method  of  treatment.  Silkworm  gut  sutures  should  be  placed 
about  one  inch  apart.  After  these  sutures  were  introduced,  he 
used  a  small,  strong  catgut  to  close  the  muscle  and  fascia,  usually 
with  a  continuous  suture,  tying  once  at  the  middle,  especially  if 
the  cut  were  long.  Before  tying  the  silkworm  sutures  he  usually 
washed  the  wound  with  a  weak  bichloride  solution,  followed  by 
sterile  water  or  normal  salt.  Great  care  should  be  observed  irr 
tying  the  silkworm  sutures  not  to  compress  the  tissues,  especially 
the  skin,  too  much.  Pressure  on  the  sides  of  the  wound  would 
approximate  the  walls,  which  would  relieve  the  tension  on  the 
sutures.  If  the  edges  of  the  skin  were  simply  brought  in  touch 
a  much  better  union  would  result  than  where  the  suture  was 
drawn  tight  enough  to  depress  the  skin  at  that  point.  If  the 
wound  gaped  between  sutures,  a  fine  catgut  over-and-over  suture, 
the  entire  length  of  the  wound  would  completely  close  the  skin. 
With  a  thin  abdominal  wall  no  intermediate  sutures  would  be 
required  if  care  were  taken  to  straighten  out  the  wound  at  the 
silkworm  suture  points.  The  ends  of  the  sutures  should  be  left 
long  to  prevent  them  from  being  encapsulated  in  the  edges  of  the 
wound.  After  irrigating  the  surface  he  applied  a  plain  gauze, 
maintained  in  place  bv  adhesive  straps,  from  which  the  covering 
was  removed  only  at  the  point  where  it  came  in  contact  with  the 
skin.  In  four  or  five  days  a  fresh  dressing  relieved  the  disagree- 
able sensation,  gave  an  opportunity  to  irrigate  the  parts,  and 
to  remove  some  catgut  sutures.  The  silkworm  sutures  should  re- 
main two  weeks,  unless  there  were  signs  of  infection.  Before 
cutting  them  the  surface  should  be  thoroughly  bathed  with  a 
bichloride  solution,  and  the  suture  lifted,  to  be  sure  that  it  could 
be  cut  below  the  knot.  Portions  of  a  suture  were  sometimes  left 
in  the  wound,  unless  this  precaution  was  taken. 

After  the  removal  of  sutures  frequent  dressings  were  advisable 
to  prevent  infection  through  the  stitch-holes.  All  pressure  on 
the  scar  should  be  removed  as  soon  as  possible  after  complete 
union  had  taken  place.  If  an  abdominal  band  was  needed  for  gen- 
eral support  no  more  pressure  should  be  allowed  over  the  scar  than 
at  any  other  point.  Direct  pressure  on  a  scar  tended  to  hernia. 
All  patients  having  an  abdominal  section  should  be  kept  in  bed 
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at  least  three  weeks  to  avoid  strain  on  the  wound  and  thus  pre- 
vent hernia.  After  three  weeks  it  was  safe  to  dispense  with  pads, 
bandages,  etc.,  if  primary  union  had  taken  place. 

CONCLUSIONS. 

"i.  Careful  preparation  of  the  wound  before  closing-,  removing 
all  loose  tissue  and  obtaining  complete  arrest  of  hemorrhage. 

"2.  Through-and-through  silkworm  sutures,  the  needle  always 
introduced  from  within  out,  to  avoid  carrying  infective  germs  into 
the  deep  tissues. 

"3.  See  that  the  omentum  and  coils  of  intestine  are  not  caught 
in  these  sutures. 

"4.  Close  the  fascia  and  muscles  with  fine  catgut  by  over-and- 
over  suture,  tying  once  at  the  middle. 

"5.     Use  no  buried  suture  that  is  non-absorbable. 

"6.  Avoid  strangulating  the  skin  by  tying  the  sutures  too 
tight. 

"7.  Allow  the  silkworm  sutures  to  remain  two  weeks,  cleans- 
ing the  wound  carefully  before  removing. 

THE     COMPARATIVE     ADVANTAGES    OF     CATGUT     AND     SILVER     WIRE 
SUTURES  FOR  CLOSING  THE  FASCIA  AFTER  ABDOMINAL  INCISIONS. 

Dr.  Hunter  Robb  of  Cleveland,  Ohio,  said  the  ideal  suture 
material  should  be  smooth,  pliable,  but  not  brittle,  not  too  costly, 
easy  to  obtain  on  short  notice,  and  readily  rendered  completely 
sterile.  Catgut  would  be  an  almost  ideal  material,  but  when  it 
was  sterilized  short  of  rendering  it  brittle,  and  consequently  use- 
less, some  few  of  the  inner  strands  might  not  be  absolutely 
aseptic.  In  fact,  not  a  few  cases  of  suppuration  and  even  death 
had  been  directly  traceable  to  the  use  of  catgut  ligatures.  The 
cumol  method  probably  gave  the  best  results,  but  for  the  past 
two  years  he  had  had  excellent  results  with  the  ordinary  and 
chromicized  catgut,  as  prepared  by  Van  Horn  of  New  York, 
especially  when  the  smaller  sizes  were  used.  When,  however, 
the  larger  sizes  of  chromicized  catgut  were  employed,  the  sutures 
were  not  always  absorbed,  but  frequently  gradually  worked  their 
way  to  the  surface  of  the  wound  and  were  then  discharged.  More- 
over, they  were  not  always  sterile.  Bacteriological  tests  made  in 
his  service  had  shown  that  the  knots  and  ends  of  catgut  sutures, 
even  when  the  wound  had  healed  by  first  intention,  teemed  with 
bacteria,  and  he  felt  sure  that  chromicized  catgut  was  responsible 
for  many  of  the  skin  infections  encountered.  Again,  in  one  case 
of  phlebitis  following  an  amputation  of  the  cervix  in  which 
chromicized  catgut  was  used,  he  was  inclined  to  attribute  this 
complication  to  the  suture  material. 

As  to  what  was  meant  by  an  infected  wound,  in  his  clinic  a  more 
or  less  persistent  rise  of  temperature,  no  matter  how  slight,  was 
regarded  as  prima  facie  evidence  of  wound  infection,  and  the  case 
generally  turned  out  to  be  such.  If  the  skin  edges  of  the  incision 
were  slightly  separated,  even  when  macroscopically  no  secretion 
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was  present,  he  recorded  these  as  instances  of  "slight  separation 
of  the  incision." 

Personally,  he  now  preferred  to  use  for  the  skin  and  peritoneum 
small  sizes  of  sterilized  catgut,  but  for  the  fascia  he  believed 
that  silver  wire  offered  advantages  over  the  larger  sizes  of  plain 
or  chromicized  catgut.  These  results  were  deduced  from  recent 
experience  and  largely  also  from  an  analysis  of  two  series  of  ioo 
cases,  each  in  which  silver  wire  and  chromicized  catgut  respec- 
tively were  used  in  bringing  together  the  deep  fascia.  _  This 
analysis  showed  that  the  relative  incidence  of  infection  in  the 
deep  fascia  occurring  after  the  use  of  catgut  and  silver  wire 
respectively  was  as  two  to  one.  Moreover,  he  noted  that  when 
suppuration  occurred,  it  was  always  larger  in  amount  and  extent 
in  the  catgut  cases  than  in  the  infections  met  with  after  the  use 
of  silver  wire.  The  main  objection  against  the  use  of  silver  wire 
for  bringing  the  fascia  together  was  that  one  left  in  the  wound  a 
substance  that  might  annoy  the  patient  by  sticking  into  the  sur- 
rounding tissues.  This  trouble  could  be  readily  averted  if  the 
suture  was  properly  applied  and  the  ends  were  turned  over  with 
a  pair  of  thin- jawed  hemostatic  forceps,  so  that  they  would  form 
a  ball-like  end  to  the  suture.  This  annoyance  had  to  be  remedied 
in  only  four  out  of  400  of  the  silver  wire  sutures.  Removal  under 
cocaine  was  always  easy  and  painless.  Since  March,  1907,  he  had 
been  boiling  the  glass  tubes  that  contained  the  catgut  for  five 
minutes  before  the  operation.  He  felt  that  this  had  given  an  addi- 
tional security  from  sepsis. 

So  far  as  the  occurrence  of  hernia  was  concerned,  a  priori,  this 
accident  should  be  less  likely  to  occur  after  the  use  of  silver  wire, 
as  this  material  undoubtedly  approximated  the  tissues  for  a  greater 
length  of  time  and  in  his  experience  had  given  rise  to  suppura- 
tion less  often.  Hernia  was  not  noted  in  a  single  case  in  either 
series,  but  separation  of  the  fasci  and  muscle  did  not  often  take 
place  within  the  first  few  weeks  after  operation,  and  yet  some- 
times, if  these  patients  were  examined  some  months  or  a  year 
afterwards,  a  smaller  or  larger  protrusion  would  be  apparent. 
He  had  not  infrequently  noted  such  an  occurrence  in 
patients  who  had  been  operated  on  by  other  men,  and  he  had  no 
doubt  that  others  had  met  with  the  same  thing  in  some  of  his  cases. 
So  far  as  hernia  was  concerned,  therefore,  he  did  not  believe  we 
could  judge  of  the  relative  value  of  the  suture  material  except 
in  cases  examined  at  an  interval  of  six  months  or  a  year  after 
operation. 

THE  METHOD  OF  CLOSING  THE  WOUND. 

Dr.  Le  Roy  Broun  of  New  York  said  it  was  of  the  greatest  im- 
portance that  we  should  use  some  means  to  approximate  the  fascial 
ederes.  so  that  they  could  be  retained  in  apposition  for  at  least 
two  weeks.  It  was  the  experience  of  all  that  at  one  time  or  another 
with  wounds  that  healed  primarily  at  the  end  of  the  first  week. 
in  the  ninth  or  twelfth  dav  under  a  sudden  jar.  the  result  of 
coughing  or  sneezing  possibly,  the  abdominal  wound  was  opened. 
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This  had  occurred  once  in  his  practice,  and  on  instituting  inquiries 
and  looking  up  the  literature,  he  found  that  this  accident  had 
occurred  with  almost  every  surgeon,  namely,  that  after  the  surgeon 
regarded  the  wound  as  having  primarily  healed  and  in  excellent 
condition,  under  some  sudden  jar,  resulting  from  sneezing  or 
coughing,  the  wound  might  open  in  part  or  entirely.  He  thought 
the  cause  of  this  was  some  blood  condition  influencing  the  re- 
parative changes,  the  exact  nature  of  which  was  not  known. 

His  custom  in  closing  the  wound  was  to  bring  together  the 
fascial  edges  with  chromicized  catgut.  He  did  not  depend  on 
this,  however,  but  introduced,  at  the  same  time,  some  safety 
sutures  of  silkworm  gut  at  say  an  inch  and  a  half  apart,  and  to 
see  that  they  were  kept  in  for  at  least  two  weeks.  This  would 
guard  against  the  possibility  of  the  accident  he  had  referred  to. 

THE  USE  OF  LAXATIVES  IN  THE  AFTER-TREATMENT  OF  LAPAROTOMY. 

Dr.  Henry  T.  Byford  of  Chicago  said  that  some  laparotomies 
were  of  such  a  simple  nature  that  the  functions  of  the  abdominal 
viscera  were  not  materially  disturbed  thereby,  and  need  not  be 
disturbed  afterwards  by  medicine.  Exploratory  peritoneal  section 
and  the  removal  of  non-adherent  ovaries  were  apt  to  be  of  this 
nature. 

The  majority  of  laparotomies  should  represent  a  different  prob- 
lem. The  operation  should  ordinarily  be  of  sufficient  magnitude  to 
justify  its  performance.  Pathological  conditions  of  abdominal 
viscera,  epithelial  abrasions  of  visceral  surfaces,  displacement  of 
intestinal  coils,  exposure  of  the  tissues  to  air,  sero-sanguinolent 
effusions  from  sutures  or  abraded  spots,  one  and  all,  caused  more 
or  less  post-operative  intestinal  atony,  visceral  adhesions,  and 
septic  infection.  For  twenty-four  or  thirty-six  hours  before  the 
operation  it  was  usually  considered  advisable  to  relieve  abdominal 
tension  and  intestinal  fullness,  and  thus  secure  a  favorable  field 
for  operating  bv  a  restriction  of  the  diet  and  the  administration  of 
laxatives.  And  there  was  no  doubt  but  what  the  dieting  and 
catharsis  contributed  to  post-operative  intestinal  atony,  and  that 
such  atony  was  prolonged  by  the  fasting  that  was  usually  neces- 
sary during  the  recovery  from  the  anesthetic,  as  well  as  from  the 
mere  effects  of  the  operation. 

As  the  result  of  this  intestinal  atony,  loops  of  intestines  would 
remain  in  contact  with  the  injured  or  abraded  surfaces  long 
enough  to  become  firmly  adherent ;  as  a  result  of  the  adhesions, 
the  intestines  became  distended :  as  the  result  of  the  adhesions  and 
distention,  a  displaced  loop  of  intestine  might  become  depressed, 
kinked,  or  paralvzed. 

When  normal  peristalsis  was  established  early  not  only  was 
this  danger  averted,  but  the  intestines  were  relieved  of  much  toxic 
or  septic  matter,  absorption  from  the  peritoneal  cavity  was  fa- 
cilitated, and  the  patient  rapidlv  recovered  her  appetite  and  diges- 
tive functions. 

After  a  laparotomv  of  ordinary  magnitude,  he  did  not  take  the 
risk  of  waiting  for  the  patient  to  recover  her  appetite  and  eat 
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enough  solid  food  to  produce  intestinal  fullness  and  peristalsis, 
nor  did  he  burden  her  disordered  stomach  with  solid  food  for  that 
purpose,  but  gave  laxatives  as  soon  as  she  could  take  them  in 
order  to  restore  through-and-through  peristalsis  and  continued 
them  later  as  necessary  to  secure  daily  evacuations  of  the  bowels. 

As  to  the  method,  the  intestines  should  be  stimulated  to  activity 
by  means  which  produced  the  least  irritation.  The  plan  he  had 
found  most  satisfactory  was  as  follows :  A  full  dose  of  cascara 
was  given  two  hours  before  the  operation,  and  an  ounce  of  Hun- 
yadi  water  every  hour  after  she  recovered  from  the  anesthetic  un- 
til the  bowels  moved  and  flatus  was  passed  freely.  If  there  was  no 
voluntary  bowel  movement  within  twelve  hours  after  the  opera- 
tion, a  high  enema  of  three  ounces  of  glycerine  and  three  of  water 
was  administered  every  two  or  three  hours,  according  to  emer- 
gency. If  Hunyadi  was  not  well  borne,  he  gave  a  heaping  tea- 
spoonful  of  granular  effervescent  citrate  of  magnesia,  or  two 
ounces  of  the  liquid  citrate.  In  some  cases  calomel  or  cascara 
was  more  easily  retained  and  might  be  used  to  better  advantage. 
He  preferred  salines  because  they  could  be  safely  continued  at 
short  intervals  for  a  long  time  without  producing  any  lasting 
intestinal  irritation.  If  flatus  did  not  pass  freely  at  the  end 
of  twenty-four  hours,  or  if  there  was  no  evidence  of  active  peri- 
stalsis, he  added  an  ounce  of  spirits  of  turpentine  to  the  enema 
and  had  the  patient  retain  it  as  long  as  possible.  Sometimes  a 
high  ox-gall  enema  acted  better  than  glycerin,  and  might  be  used 
either  with  or  without  the  addition  of  turpentine. 

He  never  regarded  the  bowel  movements  or  the  expulsion  of 
gas  that  came  with  the  returning  enema  as  proof  of  through-and- 
through  peristalsis,  but  kept  on  with  the  laxative  and  the  enemas 
until  flatus  passed  freely  between  enemas ;  then  he  stopped  laxa- 
tives, until  the  bowels  stopped  moving,  and  but  little  flatus  was 
expelled,  when  he  prescribed  a  small  dose  of  some  saline  laxative 
night  and  morning  until  no  longer  required  to  secure  daily  evacu- 
ations. 

Before  the  bowels  moved  the  patient  might  complain  of  so- 
called  gas  pains,  but  these  were  partly  relieved  by  each  enema, 
and  if  she  was  told  that  relief  would  come  when  the  laxative  had 
worked  she  was  usually  willing  and  able  to  endure  them.  They 
were  intermittent,  and  the  oftener  they  came  the  sooner  would 
they  bring  relief. 

When  there  had  been  considerable  trauma  during  the  opera- 
tion, with  consequent  soreness  and  inability  to  endure  the  pains, 
he  applied  an  ice-bag  to  the  abdomen  rather  than  give  opiates. 
The  ice-bag  and  an  enema  containing  thirty  grains  of  chloral 
would  usually  alleviate  the  pain  and  nervousness,  and  sometimes 
the  nausea,  without  inhibiting  peristalsis. 

It  was  the  author's  custom  to  give  laxatives  in  all  but  the 
simplest  cases,  because  in  those  who  did  not  really  need  them  the 
bowels  were  more  quickly  relieved  of  the  gas,  and  the  patient  then 
felt  much  better  than  when  not  so  treated.     Patients  who  had  un- 
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dergone  a  previous  laparotomy  generally  remarked  without  being 
asked,  that  they  were  having  a  much  more  comfortable  con- 
valescence than  after  the  previous  one  in  which  they  had  either 
taken  no  laxatives  or  had  taken  opiates  for  the  pains. 

THE     AFTER-TREATMENT     OF     ABDOMINAL     SECTIONS. 

Dr.  A.  Lapthorn  Smith  of  Montreal  said  that  although  the 
after-treatment  of  abdominal  sections  was  important,  he  was 
rather  inclined  to  agree  with  someone  who  said,  several  years 
ago,  that  the  fate  of  the  patient  was  sealed  with  the  closing  of 
the  wound  and  her  removal  from  the  table.  This  was  even  more 
true  now  than  it  was  ten  years  ago,  for,  owing  to  the  better  prepa- 
ration of  the  patient  and  the  Trendelenburg  posture,  combined 
with  greater  speed  in  operating,  the  after-treatment  in  the  majority 
of  cases  gave  us  very  little  anxiety.  Twenty  years  ago  the  intes- 
tines were  exposed  on  the  abdomen  for  an  hour  or  more,  during 
all  of  which  time  they  were  not  only  handled  a  good  deal,  but  they 
were  alternately  heated  and  cooled  by  evaporating  lotions  in  the 
form  of  towels  wrung  out  of  hot  water.  Now,  the  much  better 
preparation  of  the  intestines  by  the  nurses  before  the  operation, 
and  the  Trendelenburg  position,  allowed  them  to  drop  out  of 
sight  under  the  diaphragm,  so  that  in  the  majority  of  even  the 
most  serious  cases  we  hardly  saw  them,  much  less  took  them  out 
of  the  abdominal  cavity.  This  meant  much  less  distention,  which 
was  largely  due  to  intestinal  paresis.  This  condition  had  also 
been  greatly  lessened  by  the  use  of  strychnine  for  a  few  days 
before  and  after  the  operation. 

There  was  another  reason  why  the  after-treatment  gave  much 
less  anxiety  now  than  formerly,  namely,  earlier  diagnosis  and 
operating,  by  which  the  whole  classes  of  cases  required  shorter 
and  easier  operations,  and  consequently  made  smoother  and 
speedier  recoveries. 

As  to  the  management  of  the  stomach  of  the  patient,  nothing 
whatever  was  allowed  to  enter  it  during  the  first  twenty-four 
hours.  If  the  retching  was  very  severe,  and  nothing  came  up,  he 
sometimes  gave  the  patient  two  or  three  tumblers  of  hot  water, 
with  a  few  soda  mint  tablets  dissolved  in  them,  for  the  purpose  of 
washing  out  the  stomach.  When  this  had  been  brought  up  the 
vomiting  generally  ceased.  Whether  it  did  or  not,  no  more  water 
was  given  until  the  end  of  twenty-four  hours. 

Most  operations,  even  hysterectomies,  were  practically  blood- 
less nowadays,  the  Trendelenburg  position  enabling  the  surgeon 
to  see  what  he  was  doing,  so  that  he  could  tie  or  clamp  everything 
before  he  cut  it.  This  had  contributed  toward  diminishing  the 
thirst. 

If  vomiting  was  very  troublesome,  there  were  three  other  simple 
means  of  arresting  it.  First,  we  might  put  a  towel,  wrung  out  of 
ice  water,  folded  over  and  over  until  it  was  about  four  by  six 
inches  in  size,  on  the  throat,  and  change  it  every  quarter  of  an 
hour  or  oftener.     Second,  a  mustard  plaster  might  be  applied  at 
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the  pit  of  the  stomach.  What  he  had  found  the  best  of  all  was 
mist,  rhei  et  sodse,  which  contained  ten  drops  of  spirits  of  chloro- 
form to  the  dose.  He  began  with  a  teaspoonful  every  two  hours, 
and.  although  the  first  few  might  be  rejected,  a  little  would  remain 
down  and  soothe  the  stomach,  for  the  next,  and  before  long  a 
tablespoonful,  three  times  a  day,  could  be  given,  which  would 
neutralize  the  acidity  of  the  secretions,  and  clean  the  tongue  more 
quickly  than  anything  else,  except  calomel,  of  which  i-io  grain 
was  generally  given  every  hour  until  two  or  three  grains  had  been 
administered. 

The  after-treatment  of  the  bowels  required  careful  attention. 
The  more  trouble  the  nurse  had  taken  in  preparing  the  patients 
before  the  operation,  the  less  trouble  they  would  give  afterward. 
In  justice  to  both  patient  and  nurse  the  doctor  should  insist  on  the 
patient  being  in  bed  in  the  hospital  at  least  forty-eight  hours  before 
the  time  fixed  for  the  operation,  except,  of  course,  in  emergency 
cases.  If  this  was  done,  the  nurse  could  have  the  intestines  so 
emptied  of  food  and  gas  when  the  incision  was  made  and  air 
rushed  in  they  disappeared  under  the  diaphragm,  and  after  a  flat 
gauze  pad  had  been  placed  over  them  they  were  not  seen  again 
during  the  rest  of  the  operation.  In  such  a  case  the  bowels  would 
require  very  little  after-treatment.  As  there  would  be  nothing  in 
the  1  owels  for  the  first  few  days,  there  would  be  no  need  of  purga- 
tives. A  soap-suds  enema  every  morning  would  bring  away  a 
little  gas  and  make  the  patient  feel  more  comfortable.  In  many 
cases  the  thirtieth  of  a  grain  of  strychnine,  three  times  a  day, 
before  and  after  the  operation,  would  expel  the  gas  without  any 
help,  although  in  others  a  rectal  tube  left  in  for  a  few  hours  was 
necessary. 

The  most  comfortable  position  after  a  laparotomy  was  on  the 
side  with  the  knees  drawn  up  almost  to  the  chin.  This  took  the 
tension  completely  off  the  abdominal  muscles  and  off  the  stitches 
uniting  them.  If  the  woman  preferred  to  lie  upon  the  back,  the 
shoulders  could  be  raised  on  pillows  and  the  knees  supported  on 
the  knee-rest,  which  was  better  than  pillows.  In  a  case  of  great 
loss  of  blood,  as  after  a  ruptured  tubal  pregnancy,  we  might  have 
to  lower  the  head  and  raise  the  foot  of  the  bed  in  order  to  keep 
the  brain  supplied  with  blood ;  but  in  all  other  cases  it  was  better 
to  have  the  head  of  the  bed  raised  so  that  any  oozing  lymph  or 
blood  might  gravitate  towards  the  pelvis,  where  there  was  more 
likelihood  of  its  becoming  encysted  or  absorbed,  or  where  it  could 
be  evacuateo  by  a  vaginal  inci>inn  into  Douglas'  cul-de-sac. 

As  to  rest  in  bed,  his  practice  in  this  respect  had  settled  down 
to  keeping  patients  who  had  undergone  section  in  bed  for  three 
weeks.  On  the  nineteenth,  twentieth,  and  twenty-first  davs  they 
sat  up  more  and  more  in  bed,  and  at  the  end  of  three  weeks  they 
sat  on  a  chair  and  were  instructed  to  take  short  walks.  These 
walks  were  extended  more  and  more,  including  going  up  and 
down  stairs,  and  at  the  end  of  four  weeks  patients   went  home. 
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Many  patients  felt  well  enough  and  were  well  enough  to  get  up 
four  or  five  days  after  a  section,  but  they  were  not  allowed  to  do 
so,  while  others  were  still  very  sick  two  weeks  later.  Yet  so 
quickly  did  these  latter  catch  up  with  the  former  that  by  the  end 
of  three  weeks  they  felt  like  getting  up,  and  did  so.  A  few  cases 
closed  with  through-and-through  silkworm  gut,  having  learned 
that  their  children  were  sick,  or  that  their  husbands  were  mis- 
behaving, had  gone  out  in  ten  days,  but  they  did  so  on  their  own 
responsibility,  and,  strange  to  say,  were  no  worse,  so  that  perhaps 
he  had  been  erring  a  little  on  the  safe  side.  But  there  were  the 
unsuspected  dangers  of  embolism,  which  sometimes  happened,  and 
he  felt  it  was  safer  to  keep  them  in  bed  three  weeks. 

ESERIN    SALICYLATE   AS   A    PROPHYLACTIC    AGAINST   ATONY    OF  THE 

BOWELS. 

Dr.  Hiram  N.  Vineberg  of  New  York  said  that  at  the  present 
time  he  was  not  able  to  say  positively  whether  this  agent  had  a 
beneficial  effect  or  not  as  a  preventive  of  abdominal  distention. 
It  seemed  to  the  members  of  the  hospital  staff  that  eserin  salicylate 
had  a  beneficial  effect,  giving  it  in  one-fortieth  of  a  grain  dose 
before  the  patient  came  out  from  under  the  anesthetic.  The  cus- 
tom was  to  give  one-quarter  or  one-eighth  of  a  grain  of  morphine, 
with  one-fortieth  of  a  grain  eserin  salicylate.  This  agent  had 
been  used  for  a  number  of  years  by  veterinary  surgeons  for  colic 
in  horses,  and  found  to  have  a  beneficial  effect.  Von  Noorden, 
in  1 901,  was  the  first  to  use  it  on  a  human  being.  He  was  enthu- 
siastic as  to  the  results  in  cases  of  occlusion  of  the  intestines.  It 
was  known  that  distention  of  the  abdomen  after  a  laparotomy 
varied  in  different  cases.  If  we  took,  say,  half  a  dozen  cases  that 
were  operated  on  for  the  same  pathological  condition,  two  or  three 
of  them  would  present  a  great  deal  of  abdominal  distention,  while 
the  others  would  present  scarcely  any  distention  that  was  notice- 
able. The  house  staff,  he  said,  were  quite  positive  that  patients 
did  better  and  required  far  less  enemata  to  move  the  bowels  in 
sixteen  cases  in  which  eserin  salicylate  was  used  than  in  sixteen 
other  instances  in  which  it  was  not  used.  Eserin  salicylate  was 
contraindicated  in  cases  of  mechanical  intestinal  obstruction,  or 
in'  cases  in  which  there  was  beginning  peritonitis,  where  the  ois- 
tention  or  paralysis  of  the  intestines  was  due  to  peritonitis.  It 
had  been  shown  in  experiments  on  lower  animals  that  by  giving 
eserin  salicvlate  under  such  conditions,  rupture  of  the  intestine 
might  follow,  and  a  localized  peritonitis  might  become  general. 
He  had  used  it  in  at  least  two  hundred  cases,  and  so  far  as  he 
could  judge  there  was  no  great  perceptible  difference  between 
those  cases  in  which  eserin  salicylate  was  given  and  those  in  which 
it  was  not  given.  In  a  number  of  cases  one  had  to  recognize  the 
distention  noticed  after  an  operation  as  not  being  due  to  intestinal 
distention,  but  to  distention  of  the  stomach,  and  in  these  the  agent 
was  useless.     It  had  no  effect  whatever.     He  had  knowledge  of 
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one  case  in  another  institution  in  which  eserin  salicylate  was  given 
before  operation  as  a  prophylactic,  and  the  patient  went  into  such 
a  state  of  collapse  that  the  operation  had  to  be  postponed.  Experi- 
ments on  animals  had  shown  that  it  did  not  have  a  depressing 
effect  on  the  heart,  as  was  supposed,  but,  on  the  contrary,  it  had 
a  rather  stimulating  effect,  and  had  been  used  as  a  cardiac  stimu- 
lant. 

THE   INCISION    AND  AFTER-TREATMENT. 

Dr.  W.  Gill  Wylie  of  New  York  said  that  the  location  of  the 
incision  varied  with  the  internal  condition.  The  method  of  closure 
varied  according  to  the  site  of  the  incision.  The  method  also 
varied  with  the  condition  of  the  bowels  due  to  preliminary  prep- 
aration. 

HOW  LONG  MUST  PATIENTS  OBSERVE  ABSOLUTE  REST  IN   BED  AFTER 
ABDOMINAL   OPERATIONS? 

Dr.  H.  J.  Boldt  of  New  York  said  that  the  day  for  a  '-adical 
change  in  the  after-treatment  of  patients  upon  whom  abdominal 
operations  had  been  done  was  not  far  distant  was  evident  from 
the  attention  that  this  subject  had  recently  attracted.  The  com- 
munications he  had  received  regarding  the  matter  had  been 
numerous,  and  from  some  of  them  it  was  clear  that  his  position 
as  to  the  length  of  time  that  patients  must  remain  in  bed  was  not 
quite  clear  to  certain  members  of  the  profession,  who  were  under 
the  impression  that  the  practice  of  letting  patients  out  of  bed 
within  twenty-four  hours  was  invariably  followed.  He  had 
never  said  that  he  always  would  let  his  patients  out  of  bed  within 
twenty-four  hours,  and  he  thought  that  his  method  had  been  fully 
explained  in  a  recent  article  in  the  Nczv  York  Medical  Journal, 
January  26,  1907,  in  which  he  showed  that  a  routine  procedure 
was  never  followed.  On  the  contrary,  one  should  use  discretion 
in  adapting  the  after-treatment  to  the  requirements  of  individual 
cases,  and  in  deciding  to  what  extent  the  treatment  now  generally 
in  vogue  might  be  modified. 

A  patient  who  vomited  frequently  should  not  be  induced  to  get 
out  of  bed,  nor  should  one  whose  pulse  was  arrhythmic  or  un- 
usually rapid,  or  whose  temperature  was  much  above  the  normal. 
If,  however,  the  condition  was  favorable,  the  mere  fact  that  an 
abdominal  operation  had  been  done  need  not  deter  the  surgeon 
from  endeavoring  to  get  the  patient  out  of  bed  as  soon  as  the 
effects  of  the  anesthetic  had  fully  passed  off.  He  emphasized 
the  necessity  that,  when  this  method  of  treatment  was  used,  the 
abdominal  wound  should  be  properlv  sutured  in  layers,  and  catgut, 
which  can  in  every  respect  be  depended  on,  should  be  used 
throughout.  Furthermore,  it  was  absolutely  imperative  that  a 
properly  adjusted  Scultetus  binder,  made  of  oxide  of  zinc  plaster, 
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should  be  applied.  He  was  even  more  convinced  of  the  necessity 
of  the  binder  than  he  was  at  the  time  when  the  paper  referred  to 
was  read  before  the  meeting-  of  the  Southern  Surgical  and  Gyne- 
cological Association,  because  of  an  unfortunate  mishap  the 
details  of  which  he  mentioned. 

It  was  safe  and  beneficial  to  let  a  patient  out  of  bed  as  early 
after  an  abdominal  operation  as  was  consistent  with  her  general 
condition ;  not  after  slight  operations  alone,  but  also  after  the  most 
extensive   operations.     Operations   of   such   magnitude   that   the 
recovery  of  the  patient  was  doubtful  showed  the  most  gratifying 
results  and  the  most  astonishing  rapidity  in  convalescence  if  the 
patients  were  got  out  of  bed  within  twenty-four  to  forty-ei^ht 
hours.    The  early  mobility  induced  better  assimilation  of  food  and 
made  circulatory  disturbances  less  likely;  hence  there  was  less 
danger  of  thrombosis  and  its  consequences  and  less  danger  of 
pulmonary  complications,  which  latter  were  of  particular  signifi- 
cance m  the  case  of  patients  advanced  in  years.    There  was  earlier 
intestinal  peristalsis,  which  made  intestinal  adhesions  less  likely 
than  in  patients  who  were  kept  in  the  recumbent  position    and 
consequently  also  earlier  spontaneous  action  of  the  bowels     The 
better  assimilation  of  food  made  it  possible  to  begin  with  a  gen- 
erous  mixed   diet   as   soon   after   operation   as    the   patient   had 
recovered  from  the  effects  of  the  anesthetic,  unless  there  was  some 
contraindication.     If  there  was  no  special  reason  for  inducing  an 
action  of  the  bowels  earlier  than  on  the  fourth  or  fifth  day*  the 
use  of  enemata  or  cathartics  should  be  omitted  until  then    as  a 
spontaneous  action  usually  took  place  about  this  time. 

There  were  some  patients  whose  operations  were  such  that  it 
was  likely  that  oozing  from  torn  surface  adhesions  would  occur 
or  perhaps  peritonitis  existed  before  the  operation,  or  might  follow 
subsequently,  as  from  the  soiling  of  the  peritoneum  with  pus 
These  patients  were  kept  in  bed,  with  the  head  of  the  bed  raised 
so  as  to  obtain  trunk  elevation,  as  recommended  by  the  late  Dr 
fowler  for  diffuse  peritonitis.  He  employed  for  this  purpose  a 
bed  lifter,  which  he  exhibited  and  demonstrated. 

There  were  also  patients,  about  10  per  cent,  or  15  per  cent  for 
whom  early  rising  from  bed  was  not  desirable;  for  these  it  would 
be  found  beneficial,  if  the  general  condition  did  not  contraindicate 
it,  to  recommend  light  calisthenic  exercise  with  their  lower  and 
upper  extremities  while  in  bed  for  a  few  minutes  at  frequent 
intervals.    This  would  improve  the  circulation. 

It  was  essential  that  the  abdominal  wound  be  properly  sutured 
and  no  better  closure  than  the  tier  method,  with  overlapping  of 
the  fascia  as  devised  by  Noble,  could  be  emploved  for  this  purpose 
with  the  use  of  trustworthy  catgut  for  sutures. 

It  was  unnecessary  to  go  into  the  full  details  of  this  subject 
again.  At  the  present  time  he  desired  onlv  to  emphasize  the  fact 
that  early  mobility  of  patients  after  abdominal  section  was  superior 
to  compulsory  rest  in  bed. 
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AFTER-TREATMENT   OF   ABDOMINAL   SECTION. 

Dr.  J.  Montgomery  Baldy  of  Philadelphia  said  what  could 
be  more  diametrically  opposed  than  one  surgeon  opening"  the 
bowels  of  his  patient  by  the  use  of  laxatives  and  enemata  within 
twenty-four  hours  after  an  operation,  and  another  allowing  the 
bowels  to  remain  locked  for  from  five  to  eight  days?  And  yet 
each  method  had  its  advantages,  and  the  result  in  both  had  been 
good  in  various  hands. 

What  was  more  antagonistic  than  the  feeding  of  one  patient  as 
soon  as  an  appetite  was  developed,  and  the  practical  starvation  of 
another  (on  slops)  for  an  indefinite  time?  The  free  use  of  mor- 
phine and  its  absolute  prohibition  ?  The  administration  of  a  stim- 
ulant and  its  absolute  refusal?  The  enforcement  of  rest  in  the 
dorsal  position  and  the  privilege  of  free  movement?  The  pro- 
longed rest  in  bed  and  the  enforced  getting  up  within  from  twenty- 
four  hours  to  a  week  ?  The  continued  administration  of  drugs 
on  every  pretext  and  their  almost  absolute  withdrawal  ?  And  yet 
it  must  be  admitted  that  all  of  these  methods,  diametrically  op- 
posed as  they  were,  had  been  used  with  the  utmost  success,  and 
would  continue  to  be  so  used.  Personally,  he  had  been  guilty  of 
all  these  methods  from  time  to  time,  and  if  his  surgical  experience 
had  taught  him  anything,  it  had  taught  him  this,  namely,  in  the 
routine  case,  if  his  surgerv  had  been  satisfactory  and  the  patient 
had  gone  from  the  operating  table  free  from  sepsis,  hemorrhage, 
and  shock,  the  after-treatment  was  of  little  importance  as  far  as 
recovering  from  the  surgery  was  concerned ;  it  was  principally 
of  importance  as  to  the  relative  comfort  of  the  patient.  What  to 
him  formerly  appeared  of  great  moment  was  now  in  the  light  of  a 
wider  experience  amusing,  and  the  petty  details  being  continually 
threshed  over  seemed  like  making  mountains  out  of  a  mole-hill. 

He  had  found  after  the  administration  of  ether  a  patient  was 
both  thirsty  and  sick  at  the  stomach,  and  anything  placed  in  the 
stomach  would  further  irritate  that  organ.  Rest  and  time  were 
the  great  panaceas;  consequently  thirst  was  quenched  by  rectal 
enemata  of  warm  water  often  repeated:  nothing  was  administered 
bv  mouth,  either  food,  drink,  ice,  or  medicine.  By  the  end  of 
twenty-four  hours  nature  had  asserted  herself,  the  irritation  of 
the  stomach  had  passed,  the  thirst  was  quenched,  and  the  stomach 
was  ready  to  digest  and  absorb.  By  this  time  the  sting  of  the 
pain  from  the  operation  was  considerably  abated,  and  the  patient 
was  chafing  under  the  enforced  dorsal  position.  What  was  to 
prohibit  her  from  drawing  up  her  knees,  shifting  her  body,  or 
turning  on  her  side?  Absolutely  nothing.  Turning  would  do 
no  harm;  it  would  rest,  it  would  relieve  anxiety,  and  would  often 
dissipate  pain  by  encouraging  peristalsis  and  the  passage  of 
flatus.    If  a  patient  had  an  appetite  and  desir<  thing;  t  i  eat. 

why  deny  it.  or  why  make  her  swallow  slops  when  she  craved 
solids?     What  was  there   forty-eight  hours  after  an  operation  in 
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the  routine  case  which  prohibited  the  eating  of  anything  a  person 
craved?  He  knew  of  nothing,  and  consequently  allowed  nature 
to  dictate  in  all  these  matters. 

(  hrdinarily,  most  people  felt  well  when  their  bowels  were  moved 
daily,  and  there  was  no  exception  to  this  when  one  was  sick. 
Because  one  got  well  and  had  not  much  tympany  when  the  bowels 
were  locked  was  no  reason  why  the  surgeon  should  violate  the 
laws  of  nature  when  he  knew  that  nature  had  at  this  time  the  extra 
burden  of  two  extraneous  and  noxious  substances  which  might 
with  benefit  be  thrown  off — ether  and  opium.  He  saw  no  reason 
why  a  bed-ridden  person  should  be  allowed  to  accumulate  and 
absorb  ptomaines  and  noxious  substances  any  more  than  a  well 
one.  The  effect  of  the  first  movement  of  the  bowels  on  a  patient 
was  most  marked  for  the  better,  and  the  earlier  this  was  secured 
the  sooner  was  the  patient  off  the  surgeon's  mind. 

There  was  probably  no  great  advantage  in  keeping  the  ordi- 
nary patient  in  bed  longer  than  two  weeks,  and  there  was  a  grow- 
ing tendency  towards  lessening  this  time.  As  far  as  surgery  was 
concerned  this  practice  was  perfectly  rational.  Wounds  in  other 
parts  of  the  body  healed  up  soundlv  in  this  space  of  time,  and, 
if  anything,  peritoneal  wounds  healed  more  quickly.  In  many 
cases  of  abdominal  surgery,  however,  there  was  a  twofold  object 
to  be  obtained.  This  was  peculiarly  so  in  the  class  of  chronic  or 
semichronic  cases  so  often  dealt  with  by  gynecologists.  A  very 
large  percentage  of  these  patients,  especially  the  hospital  cases, 
were  broken  clown  neurasthenics,  half-starved,  illy-nourished, 
sexually-abused  women,  and  the  surgery  was  only  a  first  step 
towards  their  recovery.  Very  many  of  these  women,  especially 
those  operated  upon  for  cystic  ovaries,  displaced  uteri,  torsion  of 
the  tube,  and  chronic  appendicitis,  or  appendiceal  colic,  would  be 
very  materially  benefited  without  an  operation  at  all.  In  such 
cases  an  operation  followed  by  an  enforced  getting  up  in  two 
weeks  was  irrational,  and  in  twenty-four  hours  was  brutal. 
\\  hat  these  people  needed  most  of  all  was  rest,  physical,  dietetic, 
mental. 

A  few  weeks'  quiet  in  bed  was  of  no  serious  import  in  the 
convalescence  of  patients,  especially  when  these  weeks  of  careful 
feeding  and  nursing  and  rest  were  productive  of  a  very  great 
amount  of  good  health,  such  as  many  of  these  people  had  not 
known  for  years. 

A  surgical  case  might  be  gotten  out  of  bed  and  home  in  a  week 
or  ten  days,  but  he  denied  that  this  was  best  for  them,  or  that  this 
meant  that  their  convalescence  had  been  more  rapid.  The  aim 
should  not  be  to  get  them  home  in  the  quickest  possible  time,  but 
to  give  them  the  best  amount  of  stored-up  health  and  energy 
with  which  to  successfully  meet  the  future.  One  who  had  gotten 
out  of  bed  with  health  fully  restored  was  surelv  more  competent 
to  meet  the  necessities  of  everyday  resistance  than  one  who  had 
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been  quickly  put  upon  his  feet  with  little  regard  to  his  general 
condition. 

DISCUSSION  OF  THE  SYMPOSIUM  ON   THE  CARE  OF  THE  WOUND  AND 
THE   AFTER-TREATMENT    OF    LAPAROTOMIES. 

Dr.  I.  S.  Stone  of  Washington,  D.  C,  said  that  he  had  not  had 
a  case  of  obstruction  of  the  bowels  following  any  laparotomy  since 
he  reported  his  method  of  excising  the  stump  after  the  removal  of 
the  tubes  at  the  cornu  of  the  uterus  at  the  Atlanta  meeting  of  the 
Section  on  Obstetrics  and  Diseases  of  Women  of  the  American 
Medical  Association. 

With  regard  to  treatment,  the  first  thing  he  learned  was  that 
too  much  attention  was  paid  to  the  preliminary  treatment  of  these 
cases  by  purgation.  For  instance,  a  woman  was  brought  in  for 
operation ;  she  had  had  nothing  the  matter  with  her  intestines, 
yet  the  surgeon  proceeded  at  once  to  irritate  the  entire  alimentary 
canal  with  calomel.  The  blood-vessels  were  drained  by  giving 
salts.  The  serum  in  the  body  was  depleted,  and  then  she  was 
exposed  to  a  prolonged  operation.  Furthermore,  as  soon  as  the 
patient  was  able  to  swallow,  she  was  purged  again.  This  was 
frequently  a  routine  treatment  in  every  hospital.  Very  little  was 
known  about  the  care  of  patients  by  surgeons  unless  they  person- 
ally visited  the  patients  and  watched  them.  This  practice  did  not 
prevail  to  the  extent  to-day  that  it  did  formerly,  and  he  was  glad 
of  it. 

The  paper  by  Dr.  Baldv  was  timely,  in  that  it  came  in  between 
two  extremes  represented  by  Drs.  Boldt  and  Byford.  However, 
since  hearing  Dr.  Boldt's  paper,  there  was  no  doubt  the  essayist 
had  influenced  him  materially  with  regard  to  getting  a  certain 
class  of  patients  up  early.  He  cited,  for  example,  the  case  of 
a  boy  who  had  been  attending  school  and  was  perfectly  well  until 
he  was  seized  with  appendicitis.  The  attack  began  in  the  morning. 
The  appendix  was  removed  that  night.  The  boy  was  up  and 
walking  around  his  room  in  a  week,  and  went  home  at  the  end  of 
ten  days,  a  distance  of  hundreds  of  miles,  and  returned  to  school 
two  weeks  later.  This  boy  was  certainly  as  well  as  anyone  else 
now.     There  was  no  after-tronble  whatever. 

In  regard  to  the  after-treatment,  the  plan  proposed  by  Dr. 
Bvford  had  revolutionized  his  peace  of  mind.  The  plan  the 
speaker  had  followed  had  given  him  no  cases  of  intestinal  obstruc- 
tion after  operation,  and  it  consisted  simply  in  letting  these  patients 
alone,  giving  them  a  little  water  if  thought  necessary.  If  vomiting 
occurred  the  stomach  of  the  patient  was  washed  out  with  a  tube 
or  with  large  quantities  of  water,  giving  no  food  the  first  day 
except  albumin  and  water.  He  sometimes  gave  heroin  and  small 
doses  of  morphia  when  patients  were  suffering  from  the  effects  of 
a  painful  operation.  He  gave  enemata  to  patients,  as  a  rule,  forty- 
eight  hours  after  operation,  and  thought  there  were  certain 
instances  in  which  this  ought  to  be  done  beforehand  ;  but  since  he 
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had  stopped  purgation,  only  giving  two  ounces  of  castor  oil,  as 
recommended  by  Ochsner  of  Chicago,  he  had  had  no  trouble  from 
distention  of  the  bowels.  There  had  been  no  vomiting  worth 
mentioning.  He  did  not  have  to  wash  out  the  stomach  in  i  per 
cent,  of  hospital  cases,  after  anesthesia,  where  this  plan  had  been 
adopted.  He  never  gave  milk  under  forty-eight  hours,  and  rarely 
in  the  first  week.  The  patients  were  not  only  comfortable,  but 
apparently  enjoyed  being  in  the  hospital  instead  of  the  opposite 
condition. 

As  to  the  use  of  croton  oil,  he  would  hardly  dream  of  making 
use  of  such  a  purgative,  although  it  had  been  used.  In  a  case 
which  required  croton  oil,  the  physician  should  look  out  and  have 
the  coffin  ready,  as  almost  all  of  those  cases  would  die  from  the 
croton  oil  if  they  did  not  die  from  the  disease. 

Dr.  B.  F.  Baer  of  Philadelphia  said  that  nearly  twenty  years 
ago  he  formulated  simple  rules  as  to  the  treatment  of  a  patient 
during  laparotomy,  and  they  were  these :  The  treatment  should 
begin  at  least  forty-eight  hours  before  the  operation.  He  soon 
learned  that  a  better  way  was  to  empty  and  clean  the  intestinal 
tract  by  the  use  of  Epsom  salts,  which  he  had  adhered  to  to  this 
dav,  in  doses  of  one-half  ounce,  repeated  in  five  or  six  hours  if 
there  was  not  a  movement,  or  two  or  three,  of  the  bowels.  The 
skin  was  taken  care  of.  The  anesthetizer  and  the  surgeon  were 
important  factors.  After  this  no  laxatives  by  the  mouth  were 
given.  For  years  every  patient  operated  on  by  him  received 
before  operation  one-quarter  grain  of  morphia  hypodermically. 
This  was  not  in  any  sense  the  opium  treatment,  and  was  altogether 
different  from  morphia  given  by  the  mouth.  After  that  as  much 
morphia  as  was  necessary  to  keep  the  patient  comfortable  and  to 
cause  rest  was  given. 

Diet  was  next  in  importance  in  the  preparation.  For  years 
he  had  not  given  a  drop  of  milk,  vegetables,  or  fruit  in  the  prep- 
aration. Since  he  had  done  this,  and  had  used  morphia  occa- 
sionally, tympany  was  rare. 

Dr.  Walter  P.  Manton  of  Detroit,  Michigan,  had  changed 
his  mind  since  hearing  the  papers,  and  believed  that  this  question 
should  be  settled  once  for  all.  Dr.  Baldy  and  he  were  not  always 
agreed  in  matters,  but  he  thought  his  (Dr.  Baldy's)  paper  was  one 
of  the  most  sane  and  logical  statements  of  the  subject  he  had  ever 
heard.  In  his  experience  with  the  insane  he  had  come  to  practi- 
cally the  same  conclusions  as  those  arrived  at  by  Dr.  Boldt. 
He  had  had  many  insane  women,  who,  following  abdominal  sec- 
tions, got  up  within  two  hours  after  their  return  to  bed,  walked 
about  the  room,  and  spent  part  of  the  first  twenty-four  hours  on 
their  knees  and  in  various  other  positions.  This  was  noticed 
before  the  restraining  sheet  was  used,  and  without  the  slightest 
harm,  these  women  making  a  perfect  convalescence.  He  did  not 
believe,  however,  that  this  practice  should  be  carried  out  generally. 
He  thought  that  in  certain  cases  the  patients  might  get  up  within 
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a  few  days  after  operation,  but  that  in  the  majority  of  instances 
the  patients  should  be  allowed  to  remain  in  bed  fourteen  days, 
inasmuch  as  we  had  to  consider  not  only  the  abdominal  wall,  but 
the  contents  of  the  abdomen.  Where  a  patient  got  up  too  early, 
in  spite  of  the  best  prepared  catgut,  or  whatever  suture  material 
was  used,  there  was  likely  to  follow  a  hernia,  especially  where  a 
long  incision  had  been  made. 

Dr.  Egbert  H.  Grandin  of  New  York  said  that  if  he  were  to 
be  operated  on  he  would  not  hesitate  to  have  any  member  present 
do  the  work,  but  he  would  pledge  the  operator,  First,  not  to  use 
through-and-through  silk  stitches  because  they  would  act  as  drains 
from  the  skin  to  the  peritoneal  cavity.  Second,  to  sew  him  up  in 
layers,  using  plain  catgut  for  the  peritoneum,  No.  2  chromic  cat- 
gut for  the  fascia,  and  subcuticular  plain  gut  for  the  skin.  Third, 
refrain  from  placing  cascara  or  salts  into  his  stomach,  as  he  \\  ould 
simply  vomit  them.  Fourth,  to  give  him  all  the  water  he  wanted 
to  drink,  as  it  would  wash  out  his  stomach  and  stimulate  his  kid- 
neys. Fifth,  if  pain  existed,  he  would  ask  that  codeine  in  2l/2- 
grain  suppositories  be  given,  as  taught  by  Fordyce  Barker  twenty 
years  ago.  Sixth,  if  he  began  to  cough,  he  would  ask  that 
1/5  gr.  hyoscin  hydrobromate  be  given,  repeated  every  hour,  until 
his  pupils  were  as  large  as  saucers.  Seventh,  the  operator  should 
not  be  afraid  to  give  him  the  physiological  antitode,  which  was 
morphine.  Eighth,  when  he  wanted  Budweizer  it  should  be  given 
to  him.  Ninth,  let  him  turn  around  in  bed  and  do  everything  he 
wanted  in  twenty-four  hours  if  the  heart  did  not  contraindicate 
it.  Tenth,  at  the  end  of  a  week,  after  a  simple  operation,  get  him 
out  of  bed. 

Dr.  Lewis  S.  McMurtry  of  Louisville,  Kentucky,  in  referring 
to  the  paper  of  Dr.  Boldt.  said  that  Dr.  McDowell,  in  reporting 
the  case  of  Mrs.  Crawford,  who  was  the  subject  of  the  first 
ovariotomy,  stated  that  on  the  eighth  day,  when  he  visited  his 
patient,  he  found  her  making  up  her  own  bed.  After  reproving 
her  for  her  imprudence  she  laid  down  again.  We  had  now- 
reached  a  point  where  we  could  safely  allow  greater  liberty  and 
less  restraint  after  these  operations  than  heretofore.  Certainly, 
the  early  getting  up  of  patients  after  operations  had  some  advan- 
tages. Everything  about  the  work  had  been  simplified.  The 
after-treatment,  as  now  advocated,  had  some  advantages.  There 
was  no  doubt  but  what  the  earlier  patients  got  up  after  operations, 
the  more  cheerful  was  their  convalescence.  The  state  of  mind  had 
much  to  do  with  the  digestive  functions  and  with  the  metabolism 
of  the  body  generally,  and  to  gel  a  patient  up  early  stimulated  the 
powers  of  nutrition:  it  improved  the  morale  of  the  patient;  the 
upright  position  materially  aided  digestion,  so  that  one  could 
why  the  early  getting  up  of  patients  after  operations  was  of  great 
advantage.  On  the  Other  hand,  neurasthenic  and  hysterical 
patients  were  nol  benefited  by  getting  up  early  after  operations. 
These  were  benefited  very  much  by  being  kept  at  rest  in  bed.    But 
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the  average  patient  certainly  had  a  brighter  convalescence  and  suf- 
fered no  harm  from  getting  up  earlier,  or  from  being  allowed  to 
sit  up  earlier  ;  but  he  thought  this  might  be  carried  to  an  extreme 
A  patient  after  anesthesia'of  an  hour  and  a  considerable  operation 
was  not  in  a  good  condition  to  take  up  the  burden  of  active  life 
right  away.  There  ought  to  be  a  reasonable  time  for  the  system 
to  repair  itself  and  for  the  strength  to  return  before  resuming 
work. 

Dr.  Beverly  Macmonagle  of  San  Francisco,  California,  stated 
that  some  of  the  emergency  cases  that  came  to  him  recpured  oper- 
ation to  be  done  within  a  few  hours.  Take  the  cases  of  appen- 
dicitis that  had  been  going  on  for  twelve,  twenty-lour  or  forty- 
eight  hours;  he  felt  he  could  not  let  them  go  along  any  longer 
without  operating  on  them.  After  making  the  diagnosis  at  the 
hospital,  and  getting  the  abdominal  wall  as  clean  as  possible,  with- 
out injury  to  the  skin,  the  results  in  regard  to  infection  of  the 
abdominal  wound  and  in  regard  to  healing  of  the  wound,  as  well 
as  the  firmness  of  the  muscles,  were  just  as  good  as  in  the  case3  he 
formerlv  prepared  for  a  week  or  three  days  before  operating  on 
them.  Therefore  he  was  not  so  loth  to  undertake  abdominal  sec- 
tion in  an  emergency  case  if  there  was  sufficient  time  for  a  nurse 
or  assistant  to  prepare  the  patient.  An  important  point  was  to  do 
enough  washing  and  cleaning  up  to  make  the  skin  clean  and  not 
injure  it.  When  sufficient  scrubbing  had  been  done  to  make  a 
break  in  the  epidermis  the  chances  of  infection  by  the  staphy- 
lococcus were  increased. 

With  regard  to  the  incision,  since  surgeons  had  taken  up 
muscle-splitting,  wounds  came  together  better  and  were  firmer 
than  thev  used  to  be. 

Dr.  Willis  E.  Ford  of  Utica,  Xew  York,  protested  against  the 
gridiron  incision  in  appendicitis  cases  in  which  there  was  reason 
to  suppose  we  had  to  institute  drainage  or  where  there  was  a  gan- 
grenous surface.  When  a  blood  count  was  properlv  made,  know- 
ing whether  there  was  a  leucocytosis  or  not,  one  could  accurately 
determine  whether  drainage  was  going  to  be  necessary  or  not,  and 
the  accidents  he  had  seen  in  his  vicinity,  after  early  operations  for 
appendicitis,  had  been  very  largely  due  to  the  gridiron  operation, 
splitting  the  muscles,  where  an  attempt  had  been  made  to  put  in  a 
drain,  instead  of  making  an  open  incision,  through-and-through 
muscle  in  case  there  was  any  sloughing  tissue  whatever. 

Dr.  Richard  R.  Smith  of  Grand  Rapids,  Michigan,  suggested 
the  use  of  a  heavy  silk  ligature  or  relaxation  suture,  instead  of 
silkworm  gut,  as  usually  employed.  The  silk  was  prepared,  after 
the  ordinary  sterilization,  by  dipping  it  into  melted  wax,  to  which 
■r  cent,  carbolic  acid  was  added.  The  suture  material  was 
rolled  upon  glass  rollers  and  left  in  this  mix  in  a  water  bath  for 
an  hour  or  more.  When  used,  it  was  a  double  thread,  so  tha: 
the  suture  might  be  passed  from  within  out.  It  did  not  include  the 
peritoneum,  but  it  included  the  muscle  and  fascia.     This  suture 
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had  the  advantage  of  being  strong ;  it  did  not  cut  or  break  as  silk- 
worm gut  might  do. 

He  indorsed  what  Dr.  Grandin  had  said  in  regard  to  giving 
water  following  abdominal  operations.  He  ordered  the  nurse  to 
give  the  patient  as  much  water  as  she  desired,  and  thought  it  was 
a  good  method.  But,  like  other  good  things,  it  might  be  carried 
to  extremes.  If  the  giving  of  water  gave  immediate  emesis  he 
discontinued  its  use. 

Dr.  E.  W.  Cushing  of  Boston,  Massachusetts,  said  there  was 
one  matter  that  had  not  been  touched  on  that  was  important,  and 
that  was  to  give  no  more  ether  than  was  necessary.  He  had  been 
interested  lately  in  the  combination  of  morphia-scopolamin  or 
morphia-hyoscin  anesthesia  on  account  of  the  small  amount  of 
ether  that  was  required  afterward. 

With  regard  to  the  treatment  of  the  wound,  he  had  found  that 
catgut,  thoroughly  baked,  was  sufficient  to  bring  the  fascia 
together,  and  if  the  fascia  was  coaptated  accurately  there  was  little 
or  no  danger  of  hernia.  He  had  not  seen  a  case  of  hernia  in 
many  years. 

Dr.  Charles  P.  Noble  of  Philadelphia  agreed  with  those  who 
cleaned  out  the  alimentary  canal  of  the  patient  and  gave  plenty  of 
water  before  operation. 

As  to  getting  patients  out  of  bed  early  after  operations,  it 
seemed  to  him  that,  inasmuch  as  the  great  mass  of  patients  gyne- 
cologists had  to  deal  with  were  broken  down,  the  rest  in  bed 
which  they  received  after  the  usual  method  of  treatment  did  as 
much  to  restore  them  to  health  in  many  cases  as  the  operation 
itself.  He  had  knowledge  of  one  case  of  fatal  embolism,  and  had 
heard  of  a  number  of  hernias  among  patients  who  got  up  too  early. 
In  other  words,  the  burden  of  proof  rested  on  the  gentlemen  who 
wished  to  introduce  this  very  radical  innovation,  and  until  they 
had  enough  experience  to  show  others  that  thrombosis,  phlebitis, 
and  embolism  were  less  frequent  after  this  method  than  after  the 
old  one,  the  supposition  was  that  the  older  method  was  the  better. 

Dr.  John  T.  Thompson  of  Portland,  Maine,  spoke  of  two 
classes  of  cases.  First,  that  class  in  which  the  abdominal  wall  was 
thin  and  where,  from  pressure  of  a  large  tumor,  there  was  stretch- 
ing of  the  recti  muscles,  but  where  there  was  practically  enough 
of  fascia  left  to  make  a  strong  wall.  He  pointed  out  the 
necessity  of  doing  what  had  been  alluded  to  in  such 
cases,  namely,  overlapping  the  fascia,  and  the  fact  that  we 
had  to  depend  upon  no  muscular  structure  whatever.  The  other 
class  of  cases  which  he  thought  had  not  been  mentioned,  and  which 
furnished  a  large  number  of  hernias,  were  women  with  flat 
abdominal  walls.  He  mentioned  what  he  considered  a  good 
method  of  closing  these  walls,  namely,  instead  of  attempting  to 
make  a  close-sewed  skin  incision,  to  put  interrupted  sutures  at  a 
distance  of  an  inch,  allowing  the  skin  to  gape,  if  it  would,  to  a 
slight  extent,  and  also  allowing  for  the  escape  of  the  liquefied 
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fat  which  took  place  in  these  cases.  This  method  he  had  tried  in 
women  with  fat  abdominal  walls,  thus  allowing  for  drainage  of> 
liquefied  fat,  for  as  the  closely-sewed  skin  would  retain  broken- 
down  fat  which  easily  became  septic,  it  led  to  the  breaking  down 
of  the  abdominal  wall. 

Another  point  which  occurred  to  him  with  reference  to  these 
cases  was  the  occurrence  of  hernia,  which  was  more  likely  in 
women  before  the  menopause,  in  whom  complete  removal  had 
been  done.  This  result  followed,  not  on  account  of  any  defect  in 
the  technic,  but  from  the  inevitable  accumulation  of  fat  in  the 
abdominal  wall,  and  a  tendency  toward  degeneration  of  the  recti 
muscles  from  this  accumulation  of  fat  in  the  abdominal  wall, 
and  the  deposition  of  fat  in  the  omentum,  leading  to  undue 
pressure,  so  that  a  hernia  which  came  on  within  a  year  was 
not  due  to  a  defect  in  technic,  but  to  a  defect  in  nature, 
wherebv  a  deposition  of  fat  occurred  and  rendered  the  wall  weak. 

Dr.  Robert  A.  Murray  of  New  York  pointed  out  the  impor- 
tance of  keeping  a  certain  class  of  patients  in  bed  and  nourishing 
them  and  getting  them  in  a  condition  to  take  care  of  themselves. 
To  make  a  rule  to  let  patients  out  of  bed  in  a  week  after  major 
operations  was  wrong.  It  was  futile.  If  this  were  done  we  might 
empty  the  beds,  but  he  thought  we  did  not  cure  the  cases. 

Dr.  William  M.  Polk  of  New  York  thought  there  was  a  good 
deal  in  the  position  advocated  by  Dr.  Boldt.  As  with  all  ques- 
tions that  pertained  to  abdominal  and  pelvic  surgery,  there  were 
two  sides,  and  these  two  sides  had  been  ably  presented  by  the 
gentlemen,  and  it  came  to  the  point  emphasized  by  Dr.  McMurtry, 
that  the  personal  equation  must  of  necessity  enter  very  largely  into 
everv  single  case.  In  very  many  of  these  patients  it  would  be  not 
only  a  hardship,  but  a  wrong,  to  get  them  out  of  bed  in  the  time 
specified  after  operations.  On  the  other  hand,  it  would  not  be 
wrong  to  get  some  patients  out  of  bed  early  after  operations — in 
fact,  it  would  be  a  great  pleasure  and  profit  to  them.  They  felt 
the  need  for  action.  Was  it  not  possible  to  differentiate  those  cases 
in  which  it  might  be  well  to  permit  activity  after  operation  from 
the  other  class?  He  suspected  that  if  those  who  had  had  the  widest 
experience  looked  back  thev  would  find  that  some  of  their  worst 
cases  of  embolism  had  been  those  that  had  been  nursed  in  bed  with 
the  greatest  care. 

THE  PROPHYLAXIS  OF  VENEREAL  DISEASE  FROM  THE  STANDPOINT  OF 
THE  GYNECOLOGIST. 

The  President,  Dr.  Clement  Cleveland  of  New  York,  selected 
this  as  the  title  of  his  Presidential  Address. 

Before  discussing  the  subject  proper,  he  thanked  the  Society  for 
the  distinguished  honor  conferred  upon  him  in  electing  him 
President,  a  position  once  filled  by  his  great  and  revered  teachers 
— Sims,  Emmet,  Thomas,  and  Peaslee — to  whom  especially  he 
owed  the  inspiration  of  his  professional  life ;  yet  not  to  these  alone, 
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but  to  other  great  names  whose  memory  the  Fellows  cherished, 
and  whose  deeds  had  made  the  Society  famous. 

He  referred  to  the  loss  the  Society  had  sustained  in  the  death 
of  Dr.  Fernand  Henrotin. 

In  making  choice  of  a  theme  upon  which  to  address  the  Society, 
he  was  influenced  by  no  expectation  of  being  able  to  add  new 
thought  to  the  discussion  of  this  question,  but  by  a  desire  to  stim- 
ulate and  help  to  keep  alive  interest  in  it. 

The  position  of  the  gynecologist  regarding  venereal  disease  was 
one  of  greater  enlightenment  than  that  of  his  brother  of  the  gen- 
eral profession,  because  of  his  greater  opportunity  for  observing 
it.  From  gynecology  had  come  all  the  present-day  knowledge  of 
the  effects  of  gonorrhea  in  women,  and  the  inspiration  for  all  that 
was  known  of  its  lasting  effects  upon  men. 

The  profession  was  now  fairly  informed  regarding  the  extent 
of  the  danger  from  venereal  disease.  The  public,  however,  was 
still  profoundly  ignorant,  and,  as  a  rule,  regarded  gonorrhea  as 
a  trivial  affair,  easily  cured  and  leaving  no  after-effects. 

A  fairly  general  conclusion  seemed  to  have  been  reached  that  at 
present  legislation  would  be  of  little  avail.  There  were  some  who 
favored  the  regulation  of  prostitution,  as  was  done  in  France  and 
elsewhere  in  Europe.  But  public  opinion  in  this  country  was  so 
positively  opposed  to  licensing  such  practices  that  a  struggle  to 
obtain  it  would  be  useless  at  present  and  would  be  a  waste  of 
energy  that  would  be  better  spent  in  other  directions.  Moreover, 
the  regulation  of  prostitution  in  France  had  not  been  a  great  suc- 
cess, and  was  likely  to  be  abandoned  in  the  near  future. 

The  responsibility  of  enlightening  the  public  did  not  rest  with 
the  medical  profession  alone.  It  could  not  undertake  the  task 
unaided.  It  was  not  a  medical  or  sanitary  problem  merely,  as  the 
causes  were  dependent  on  social  conditions  beyond  the  control 
of  the  physician. 

By  constant  study  and  agitation,  the  best  method  for  reaching 
the  people  would  be  evolved.  All  medical  schools  should  pay  the 
greatest  attention  to  instruction  in  venereal  diseases  and  their  con- 
sequences. Some  were  doing  so.  The  student  atid  physician 
could  not  be  too  often  reminded  of  the  responsibility  which  re=t;_d 
on  them,  not  only  in  the  treatment  of  these  diseases,  but  as  regards 
prognosis  and  sanction  of  marriage.  Many  thousands  of  young 
men  with  a  gonorrhea  uncured  married,  and  with  the  sanction  of 
their  physicians,  who.  perhaps,  had  not  been  as  careful  as  they 
should  have  been  in  giving  approval.  We  must  constantly  teach 
the  infected  man  that  he  was  infectious  and  thereby  dangerous. 

The  work  was  already  being  taken  up  by  philanthropic  insti- 
tutions. All  educational  institutions,  colleges,  seminaries,  and 
schools  should  have  in  their  curricula  courses  upon  sexual  physi- 
ology and  hygiene,  and  the  instruction  should  be  as  much  a  matter 
of  course  as  that  on  any  other  function  or  portion  of  the  body. 
Some  already  had  such  a  course  established,  ami  all  would  doubt- 
less follow  suit  in  the  near  future. 
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The  situation  as  to  methods  was  fraught  with  difficulties  and 
perplexities,  and  they  hinged  chiefly  upon  the  morbid  hesitancy  to 
talk  openly  and  frankly  of  sexual  matters. 

Speaking  for  himself,  President  Cleveland  said  he  was  positively 
of  the  conviction  that  physicians  should  not  play  over  the  surface 
of  the  subject,  but  should  get  right  down  to  the  foundation  of  the 
matter  and  display  it  in  all  its  ugliness.  In  this  way  only  could 
they  have  any  hope  of  making  their  influence  felt  and  expect  to 
reach  any  moral  advantage. 

He  referred  to  the  American  Society  of  Sanitary  and  Moral 
Prophylaxis,  started  in  1905,  with  headquarters  in  New  York 
City,  which  consisted  of  members  of  the  medical  profession  and 
of  the  laitv,  including  women. 

To  overcome  indifference  and  arouse  an  urgent  public  sentiment 
in  favor  of  the  movement,  there  was  no  more  powerful  argument 
than  the  fact  that  the  greatest  sufferers  from  these  diseases  were 
innocent  women  and  children.  Constant  preaching  of  this  one  fact 
alone_  would  gain  more  supporters  for  the  cause  than  all  others 
combined. 

_  The  facts  regarding  the  prevalence  and  results  of  these  venereal 
diseases  were  better  known  by  gynecologists  than  the  general  pro- 
fession. Individual  members  of  the  Society  had  already  been 
active  in  the  matter  and  some  had  written  admirable  and  stirring 
papers  on  these  subjects.  The  Society,  however,  as  a  unit,  had 
not  taken  the  stand  on  the  question  which  the  times  and  its  own 
exalted  position  would  seem  to  demand.  The  Society  had  done 
great  work,  had  become  famous,  and  it  was  its  duty  to  see  to  it 
that  it  retained  its  preeminence.  This  could  not  be  done  merely 
by  writing  papers  on  special  subjects  and  holding  annual  meet- 
ings. It  must  take  an  active  interest  in  all  philanthropic  move- 
ments in  which  the  profession  was  embarked,  and  particularly 
such  as  the  present  one. 

He  thought  it  would  be  well  to  have  a  standing  committee  to  re- 
port each  year,  to  arrange  for  papers  in  symposium,  to  invite 
prominent  men,  such  as  Dr.  Morrow,  for  instance,  to  read  papers 
before  the  Society,  or  in  other  ways  to  make  prominent  the  vital 
interest  that  was  felt.  By  so  doing  the  members  would  acquit 
themselves  of  any  charge  of  inactivity  and  at  the  same  time  have 
the  satisfaction  of  feeling  that  thev  were  doing  their  share  in  help- 
ing on  the  good  work.  The  members  could  not  hope  for  the 
realization  of  Sir  Thomas  Moore's  ideal  commonwealth  in  the 
Island  of  Utopia,  but  they  should  have  done  something  to  avert 
the  damnation  which  overtook  Sodom  and  Gomorrah. 

Dr.  Brooks  H.  Wells  of  New  York  then  delivered  an  oration 
in 

APPRECIATION  OF  THE  WORK  OF  DR.  HENRY  J.  GARRIGUES  IN  IXTRO- 
DUCING  ASEPSIS  INTO  OBSTETRIC  PRACTICE.* 

Dr.  Robert  A.  Murray  of  Xew  York.— I  can  add  little  to  the 
*  See  page   1. 
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eloquent  oration  which  Dr.  Wells  has  just  delivered.  I  was  a 
colleague  of  Dr.  Garrigues,  and  saw  his  work.  1  was  very  proud 
to  be  his  colleague,  and  I  know  what  the  condition  of  the  mater- 
nity was,  how  it  was  transformed,  and  how  he  got  his  fellows  to 
work  with  him.  Before  this,  if  a  woman  was  delivered  by  the 
interne  there  was  no  certainty  that  infection  had  not  been  pro- 
duced. We  had  no  means  of  preventing  it.  If  the  nurses  made 
an  examination  of  the  patients,  we  had  not  the  slightest  certainty 
that  we  would  not  have  another  epidemic  introduced.  We  could 
not  enforce  what  should  have  been  tried,  namely,  absolute  clean- 
liness. Fortunately,  at  that  time,  Garrigues  rose  to  the  occasion 
and  said  we  must  have  a  change.  Coincident  with  the  change 
in  the  staff,  we  were  able  to  institute  measures  to  change  the 
whole  treatment.  Dr.  Garrigues,  in  carrying  out  his  ideas,  had  a 
great  deal  of  ridicule  thrown  on  him  because  of  his  inclination  to 
be  so  thorough.  Yet,  when  we  have  serious  dangers  to  combat, 
we  must  have  radical  measures.  I  am  exceedingly  glad  to  have 
this  opportunity  to  add  my  word  in  honor  of  my  colleague,  and, 
to  a  certain  extent,  my  master  in  obstetrics.     (Applause.) 

Dr.  Egbert  H.  Grandin  of  New  York. — I  deem  it  an  honor 
to  be  called  upon  to  speak  of  my  old  friend,  colleague,  and  teacher 
on  this  occasion.  Fresh  from  Boston,  the  home  of  Oliver  Wen- 
dell Holmes,  the  predecessor  of  Semmelweis ;  fresh  from  Paris, 
a  student  under  Tarnier ;  fresh  from  Vienna,  where  I  studied 
under  Karl  Braun.  Spaeth,  and  Schauta ;  fresh  from  such  scenes, 
where  the  mortality  rate  from  septicemia  sometimes  reached 
30  per  cent,  and  the  morbidity  rate  95  per  cent..  I  became 
the  associate  of  Dr.  Garrigues  on  the  staff  of  the  New  York 
Maternity  Hospital,  and  it  was  a  revelation  to  me  that  he  alone 
had  accomplished  so  much  in  the  face  of  ridicule.  As  a  result 
of  his  teaching,  mortality  rate  dropped  to  within  one-quarter  of 
one  per  cent.,  and  morbidity  rate  practically  to  nil\  It  is  too 
often  the  fortune  of  the  average  medical  man  to  be  abused ;  it  is 
rarely  his  fortune  during  life  to  be  praised.  Wre  honor  ourselves, 
Mr.  President,  in  honoring  Dr.  Garrigues;  we  honor  our  science 
in  honoring  him,  for  were  he  not  so  modest  he  might  say  with 
old  Horace.  "I  have  builded  unto  myself  a  monument  more  last- 
ing than  brass !"  • 

As  you  round  out  your  years,  sir,  and  fill  your  allotted  term 
among  your  pleasantest  memories,  mav  this  occasion  be  so  full, 
as  it  is,  of  esteem  for  you.  You  are  one  whom  future  generations 
of  women  shall  rise  up  and  call  blessed,  and  when  yonr  summons 
comes,  and  you  pass  through  the  golden  gate — which  may  not 
be  as  mythical  as  some  think — perchance  the  angels  themselves 
may  fall  down  and  call  you  blessed,  while,  as  you  "see  your  Pilot 
face  to  face,"  you  hear  from  Him,  as  you  do  now  from  your  col- 
leagues, the  words  "Well  done,  thou  good  and  faithful  servant!" 
(Applause.) 

Dr.  William  M.  Polk  of  New  York. — In  December,   1864. 
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on  a  bright,  cool  morning,  I  took  my  way  across  the  battlefield  to 
Franklin,  and  as  I  approached  the  line  of  works  I  found  it  was 
with  difficulty  I  could  tread  upon  the  ground  without  touching  the 
dead.  About  five  years  later  I  found  myself  an  interne  in  the 
Lying-in  Service  of  Bellevue  Hospital. 

In  the  spring  of  1870  there  sprang  upon  all  surgical  work  a 
wave  of  sepsis,  which  practically  engulfed  every  piece  of  work 
that  had  traumatism  as  its  associate.  Sixty  cases  a  month  of  con- 
finements was  then  the  record  of  that  institution,  and  as  I  went 
on  duty  May  1,  1870,  I  found  every  bed  filled  with  a  septic  case, 
and,  as  I  advanced  into  the  service,  as  I  shifted  to  the  dead- 
house  those  who  had  been  there  upon  my  entrance,  I  merely  put 
in  their  places  others,  stricken  as  fatally  as  those  whom  I  had 
originally  found  in  their  places,  so  that  out  of  sixty  cases  of  con- 
finement which  fell  to  my  share  during  that  month  fifty-five  passed 
into  the  dead-house,  and  of  that  number  only  two  died  of  causes 
other  than  sepsis.  Is  it  any  wonder  that,  as  Dr.  Wells  spoke  of 
the  glories  that  came  from  one  species  of  destruction,  and  the 
glory  which  came  from  the  checking  of  another  species  of  de- 
struction, and  these  two  experiences  were  placed  side  by  side  in 
my  mind,  I  should  find  myself  in  more  than  hearty  accord  with 
the  eloquent  words  which  he  has  pronounced  upon  the  beneficent 
action  of  our  Fellow? 

It  is  easy,  Mr.  President,  upon  occasions  like  this,  to  ramble  in 
the  realm  of  sentiment ;  to  gather  from  one's  own  experience,  or 
that  of  others,  words  of  praise  to  be  uttered  on  these  occasions ; 
but,  after  all,  it  is  too  sacred  an  occasion  to  be  dropped  to  such 
a  level.  We  are  here  as  representatives  of  one  of  the  first  med- 
ical subjects  that  engaged  the  attention  of  men.  We  are  here 
to-day  to  do  honor  to  one  who  did  more  than  any  other  living 
member  of  this  Society  to  make  effective,  to  make  glorious,  the 
labors  upon  which  we  are  engaged,  and  in  doing  so  we  draw  to 
ourselves  the  helpful  thought  that  it  has  been  done  of  us ;  that  it 
belongs  to  us ;  it  is  a  part  and  parcel  of  the  labor  that  we  have 
been  engaged  in,  and  we  are  thankful  that  so  grand  a  personalitv 
could  have  accomplished  the  great  purpose  which  this  man  did. 
It  is  not  worth  while  to  go  back  over  the  ground  covered  by  the 
various  discussions  which  sprang  up  in  reference  to  the  way  to 
handle  this  particular  malady.  It  is  only  worth  while  for  us  to 
bear  in  mind  that  there  comes  an  occasion  in  every  man's  life 
when  it  is  necessary  for  him  to  face  perhaps  the  unknown.  Our 
profession,  our  calling,  has  one  great  thing  in  its  favor,  and  that 
is  it  is  a  mine  of  work  from  which  can  be  extracted  great  rewards 
by  those  who  have  the  courage,  by  those  who  have  the  education, 
by  those  who  have  the  persistence  to  follow  it  up.  Now.  when, 
therefore,  we  come  to  contemplate  the  work  that  has  been  accom- 
plished by  our  Fellows,  we  can  onlv  find  in  it  a  stimulus  to  go 
forward  and  do  the  work  as  well.     Mark  you,  "as  well." 

When  I  come  to  an  occasion  of  this  kind ;  when  I  find  moral 
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excellence  reaching  the  plane  it  has  in  the  person  of  this  man,  I 
feel  that  I  would  be  recreant  to  this  Society ;  I  would  be  recreant 
to  this  opportunity  if  I  did  not  say  to  you  and  prove  to  you, 
as  it  can  be  readily  done,  that  out  of  truth,  out  of  honesty,  as  well 
as  out  of  courage,  comes  the  success  in  this  life  which  enables  its 
possessor  to  look  squarely  in  the  face,  not  only  pleasures,  but  all 
of  the  evils  which  may  possibly  befall  us.  If  any  greater  prize 
can  come  to  a  human  being  than  that,  I  fail  to  know  it. 

Dr.  Henry  J.  Garrigues,  in  response,  said : 

The  younger  members  of  this  Society  will  doubtless  have  been 
much  surprised  when  they  saw  in  the  program  of  this  meeting 
that  there  would  be  "a  special  oration  to  me  in  appreciation  of 
my  work  in  introducing  asepsis  into  obstetric  practice."  They 
will  have  asked  themselves :  "What  has  that  man  done  to  deserve 
so  distinguished  an  honor?"  What  little  merit  I  may  have  in 
this  connection  lies  so  far  back  that  a  whole  generation  of  physi- 
cians has  had  time  to  be  born,  graduate,  and  practice  obstetrics. 
They  have  not  known  any  other  conditions  surrounding  child- 
bearing  than  the  blessings  of  antiseptic  and  aseptic  midwifery, 
to  which,  perhaps,  they  owe  their  very  existence.  They  can  hardly 
form  any  idea  of  the  difficulties  with  which  we  had  to  contend 
before  their  time. 

Dr.  Wells  has  entered  so  fully  and  accurately  into  the  descrip- 
tion of  what  the  new  treatment  consisted  which  I  introduced  in 
Maternity  Hospital  that  it  would  be  superfluous  to  say  more  on 
that  subject.  I  shall  only  add  that  as  soon  as  I  had  reported 
its  nature  and  effect  to  the  Medical  Society  of  the  County  of  New 
York  it  was  adopted  by  our  late  fellow  members,  Dr.  Wm.  T. 
Lusk  in  the  Emergency  Hospital  in  New  York  and  Dr.  Wm.  L. 
Richardson  in  the  Lying-in  Hospital  in  Boston,  and  they,  obtain- 
ing similar  results,  the  new  treatment  spread  rapidly  over  the 
whole  country. 

Fellow  members  of  the  American  Gynecological  Society,  I  ask 
you  to  accept  my  heartfelt  thanks  for  your  great  kindness  in 
commemorating  my  work  at  the  Maternity  Hospital,  and  I  thank 
especially  Dr.  Wells  for  having  brought  up  this  subject  and  the 
other  members  of  the  Society  who  joined  him  with  their  re- 
marks. 

Thirty-two  years  have  elapsed  since  I  landed  as  an  unknown  for- 
eigner on  these  shores.  That  I  was  admitted  to  your  scientific 
societies  and  placed  in  a  position  where  it  became  possible  for  me 
to  contribute  to  the  reform  of  American  obstetrics  I  owe  largely 
to  members  of  this  Society  who  are  no  longer  in  our  midst.  I 
seize  this  occasion  to  gratefully  recognize  what  Marion  Sims, 
Einil  Noeggerath,  Theodore  Gaillard  Thomas.  Fordyce  Barker, 
Paul  F.  Munde,  and  James  R.  Chadwick  did  to  smooth  the  way 
for  the  newcomer. 
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The  morning  of  the  third  day  was  devoted  to  a  combined 
meeting  of  the  American  Gynecological  Society  with  the  Ameri- 
can Association  of  Genitourinary  Surgeons. 

Dr.  George  S.  Huntington  of  New  York  made  some  remarks 
on  congenital  variations  of  the  kidneys  and  ureters  in  reference 
to  their  development  and  surgical  importance.  His  remarks  were 
illustrated  by  numerous  lantern  slides. 

Dr.  Lewis  Gregory  Cole  of  New  York  discussed  the  radio- 
grapnic  diagnosis  of  renal  lesions,  his  remarks  being  accompanied 
with  admirable  plates  illustrated  by  lantern  slides. 

Dr.  Charles  H.  Chetwood  of  New  York  showed  specimens 
and  colored  drawings  illustrating 

SURGICAL  CONDITIONS  OF  THE  KIDNEY.* 

Dr.  Francis  S.  Watson  of  Boston  made  some  remarks  on 
calculous  anuria,  with  special  reference  to  bilateral  renal  calculus, 
and  to  the  simultaneous  performance  of  bilateral  nephrolithotomy 
in  those  cases,  and  to  calculous  anuria  occurring  in  patients 
having  but  one  kidney. 

Dr.  Howard  A.  Kelly  of  Baltimore  pointed  out  the  value  and 
method  of  mensuration  in  vesical,  ureteral,  and  renal  work. 

Dr.  George  E.  Brewer  of  New  York  considered  the  pathology, 
diagnosis,  and  treatment  of  acute  unilateral  septic  infarcts  of  the 
kidney. 

Dr.  Georges  M.  Edebohls  of  New  York  followed  with  a  paper 
entitled 

SOME   REQUIREMENTS   OF   UP-TO-DATE   NEPHRECTOMY. 

EXPLORATION  AND  DECAPSULATION  OF  THE  OTHER   KIDNEY  BEFORE 
COMPLETING  A  NEPHRECTOMY. 

Dr.  George  M.  Edebohls  of  New  York  said  the  routine  pro- 
cedure which  he  had  practiced  in  all  his  nephrectomies  for  the  past 
ten  years  or  more  consisted  in  cutting  down  on  and  thoroughly 
exploring  the  kidney  that  might  require  removal.  A  vital  and  es- 
sential part  of  such  exploration  consisted  in  not  disturbing  in 
any  way  the  vital  connections  of  the  organ  at  its  root,  the  renal 
vessels,  and  ureter.  Should  such  exploration  of  the  kidney  con- 
firm the  necessity  and  indication  for  its  removal,  the  kidney  was 
for  the  present  replaced  and  a  second  lumbar  incision,  for  explora- 
tion of  the  other  kidney,  was  made  on  the  opposite  side  of  the 
body.  If  the  second  kidney  were  found  in  good  condition,  or  in 
condition  sufficiently  good  to  sustain  life,  it  was  replaced  and  the 
second  wound  closed.  Returning  now  to  the  first  incision,  the 
diseased  kidney  was  delivered  and  removed.  Should  exploration, 
on  the  other  hand,  show  advanced  disease  of  the  second  kidney, 
cr  that  nothing  would  be  gained  by  the  removal  of  either  kidney, 
then  both  kidneys  were  replaced  in  the  body,  either  closing  both 
wounds  or  treating  either  or  both  kidneys  bv  such  conservative 

*  See  original  article,  page  44. 
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measures — decapsulation,  nephrotomy,  resection,  drainage,  etc. — 
as  may  be  indicated  under  the  circumstances. 

The  second  lumbar  incision  for  exploration  of  the  other  kidney 
had  three  distinct  purposes.  In  the  first  place  it  gave  absolutely 
positive  information  as  to  the  existence  or  non-existence  of  a 
second  kidney.  In  the  next  place  it  enabled  the  surgeon  to 
determine  the  condition  of  that  kidney;  and,  lastly,  it  placed  him 
in  a  position  to  decapsulate  the  remaining  kidney. 

The  existence  of  a  second  kidney  was  of  vital  importance  in 
nephrectomy.  A  number  of  cases  were  on  record  in  which  a 
patient's  only  kidney  was  removed,  with  the  inevitable  result.  In 
addition  to  the  recorded  cases,  a  number  of  unpublished  cases 
may  be  assumed  to  exist.  He  had  personal  knowledge  of  at  least 
three  such ;  and  it  must  be  stated  emphatically  that  no  method 
of  examination  at  our  command,  short  of  exploratory  incision, 
could  give  absolute  and  indisputable  certainty  of  the  existence  of 
the  two  kidneys.  Even  catheterization  of  both  ureters  might  de- 
ceive on  this  point. 

He  had  operated  in  all  on  three  patients  possessing,  as  deter- 
mined by  cutting  exploration,  but  one  kidney  each.  In  two  of  the 
cases  the  operation  contemplated  was  not  nephrectomy,  and  these 
two  patients  were  therefore  safe  from  the  possible  disaster  of 
removal  of  their  only  kidney.  Not  so  with  the  third  patient,  whose 
life  was  spared  by  virtue  of  the  second  exploratory  incision, 
and  whose  history  he  briefly  outlined  as  follows : 

Case. — X.  J.,  a  married  woman,  aged  twenty-five,  came  under 
his  care  in  November,  1902,  with  pyuria,  febrile  attacks,  and  a 
tumor  in  the  right  flank  diagnosed  as  hydropnephrosis  affecting 
a  movable  right  kidney.  Cystoscopy  showed  two  ureteral  orifices 
presenting  no  marked  differences  in  appearance.  On  account  of 
the  pyuria  catheterization  of  the  ureters  was  not  performed  at 
this  examination  from  dread  of  possibly  infecting  the  presumably 
healthy  left  kidney. 

Fixation  of  the  kose  hvdronephrotic  right  kidney,  performed  on 
November  10,  1902-,  afforded  but  temporary  relief.  Nephrotomy 
was  next  tried  on  January  5,  1903 ;  a  large  quantity  of  pus  was 
evacuated  and  continued  drainage  was  established.  About  720  c.c. 
of  urine  drained  away  daily  through  the  lumbar  wound,  while 
about  480  c.c.  were  passed  daily  per  urethram.  The  latter 
amount  was  assumed — incorrectly,  as  was  proven  later — to  come 
from  the  left  kidney. 

With  the  closing  of  the  wound  the  old  symptoms  returned  and, 
with  the  concurrence  of  a  consultant,  nephrectomy  was  consid- 
ered indicated  and  was  done  on  January  19.  1903.  The  right 
kidney  was  fully  exposed  and  freed  from  its  connections  except 
at  the  root,  where  the  renal  vessels  and  ureter  were  left  intact. 
The  kidney  being  temporarily  replaced,  a  second  incision  was  made 
over  the  left  lumbar  region.  Search  high  and  low  was  made, 
the    peritoneum   being    freely    incised    for    drainage,    which    was 
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maintained  for  some  six  weeks,  at  the  end  of  which  time  the 
wound  closed  spontaneously  and  permanently.  With  the  excep- 
tion of  a  very  moderate  amount  of  pus  in  the  urine,  the  patient 
was  well  to-day,  more  than  four  years  after  the  operation. 

The  existence  of  two  ureteral  orifices  with  but  one  kidney 
seemed  to  call  for  explanation  and  certainly  piqued  curiosity. 
Catheterization  of  both  ureters  was  performed  some  time  after 
the  operation,  when  the  patient  was  again  up  and  about.  The 
right  catheter  passed  freely  up  the  right  ureter  to  the  kidnev  and 
yielded  urine  identical  in  composition  with  that  obtained "  from 
the  bladder.  The  left  ureter  was  pervious  to  the  catheter  for 
some  twenty  centimeters,  at  which  point  the  further  progress 
of  the  instrument  was  arrested.  Not  a  drop  of  urine  came 
from  the  catheter,  although  the  latter  was  allowed  to  remain 
some  twenty  minutes. 

The  case,  therefore,  was  one  of  absence  of  the  left  kidnev  and 
the  upper  end  of  the  left  ureter,  with  the  presence  of  twenty 
centimeters  of  the  bladder  end  of  the  left  ureter.  Were  the 
absence  of  the  left  kidney  not  established  beyond  question,  arrest 
of  the  ureteral  catheter  at  twenty  centimeters  from  the  bladder 
might  be  mistakenly  interpreted  as  due  to  stricture  of  the  ureter 
at  that  point,  and  not  as  demonstrating  the  absence  of  the  cor- 
responding kidney.  In  a  similar  manner,  catheterization  of 
both  ureters  in  a  case  of  solitary  kidney  with  two  ureters  would 
fail  to  demonstrate  the  absence  of  one  kidnev.  For  any  surgeon, 
therefore,  depending  on  any  and  all  means,  short  of  direct  cutting 
exploration,  for  determining  the  presence  of  two  kidneys,  the 
fatal  mistake  of  removing  a  patient's  only  kidney  was  still" among 
the  possibilities. 

Inspection  and  palpation,  aided  on  rare  occasions  by  explora- 
tory puncture,  of  a  kidney  at  the  bottom  of  an  incision,"  or,  better 
still,  when  delivered  into  the  wound,  would  enable  all  but  the 
veriest  tyro  to  determine  the  presence  or  absence  of  gross  lesions, 
such  as  tuberculosis,  abscesses,  stones,  and  tumors.  If  both  kid- 
neys be  found  affected  with  tuberculosis,  advanced  purulent  de- 
generation, or  tumor,  nothing  would  be  gained  by  removing  either 
kidney,  and  a  nephrectomy  possibly  contemplated  at  the  begin- 
ning of  an  operation  should  be  abandoned.  If  stones  be  found  in 
both  kidneys  it  was  usually  the  best  procedure  to  remove  the  stones 
from  both  organs,  draining  or  not,  as  may  be  indicated. 

A  different  situation  arose  when  it  came  to  the  recognition  of 
the  finer  structural  changes  which  might  affect  a  kidnev.  But 
even  here  it  was  mainly  a  question  of  the  extent  and  degree  of 
such  changes,  and  these,  he  maintained,  could  be  readily  appre- 
ciated after  some  experience  in  the  examination  of  kidneys  during 
life.  It  was  not  difficult — nay,  it  was  very  easy —  to  recognize 
advanced  fatty  and  waxy  degenerations,  interstitial,  and  other 
varieties  of  nephritis  without  the  requirements  demanded  by  the 
pathologist  of  splitting  the  kidney  from  end  to  end  and  through 
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its  entire  thickness.  If  aid  akin  to  this  be  needed,  the  surgeon 
might  remove  a  small  piece  of  kidney  tissue,  examination  of  a 
frozen  section  of  which  could  be  made  on  the  spot  in  a  few 
minutes  by  a  competent  pathologist.  Pending  the  decision  of  the 
pathologist,  the  surgeon  might  occupy  himself  with  attention  to 
necessary  details  of  operation. 

Two  good  and  sufficient  reasons  for  exploration  of  the  other 
kidney  in  contemplated  nephrectomy  had  been  advanced  and  dis- 
cussed. A  third  reason  or  indication  for  exposure  of  the  remain- 
ing kidney  in  nephrectomy  had,  within  a  more  recent  period,  arisen 
in  his  practice.  He  referred  to  decapsulation  of  the  remaining 
kidney  for  the  purpose  of  preventing  or  lessening  the  liability 
to  death  from  renal  insufficiency,  the  so-called  renal  death.  As 
one  result  of  his  work  in  the  surgical  treatment  of  nephritis, 
he  had  learned  that  two  effects  of  renal  decapsulation  might  be 
regarded  as  practically  invariable  and  constant.  First,  renal  de- 
capsulation invariably  and  at  once  increased  the  daily  urea  output 
of  the  kidney  or  kidneys ;  and,  second,  renal  decapsulation  enabled 
any  kidney  to  do  the  best  work  possible  for  that  particular  kidney 
to  perform.  Both  these  results  acted  directly  to  prevent  a  renal 
death.  He  had  had  no  renal  deaths  in  his  nephrectomies  of  the 
past  seven  years,  during  which  he  had  consistently  practiced 
decapsulation  of  the  remaining  kidney. 

There  could  be  but  two  possible  objections  advanced  to  the 
routine  practice  of  exploration  and  decapsulation  of  the  remaining 
kidney  when  performing  nephrectomy,  one  objection  partly  in- 
cluding the  other.  These  are  increased  risk  to  life  and  undue 
length  of  time  required  for  operation.  As  regards  increased  risk 
to  life,  the  objection  was  not  valid ;  for  it  was  to  prevent  deaths 
due  to  absence  of  a  second  kidney,  due  to  want  of  knowledge 
of  its  condition,  and  due  to  its  inability  to  maintain  life  that 
exploration  and  decapsulation  of  the  remaining  kidney  were  ad- 
vocated. 

Operations  on  both  kidneys  at  one  sitting  were  no  longer  un- 
common. His  personal  experience  in  renal  surgery  embraced 
688  operations  performed  on  one  or  both  kidneys  of  460  patients. 
In  232  of  these  patients  only  one  kidney  was  operated ;  in  228 
patients  operation  was  performed  on  both  kidneys  at  one  and 
the  same  sitting.  In  the  earlier  years  of  his  surgical  career  simul- 
taneous operation  on  both  kidneys  was  the  exception ;  in  later 
years  it  had  become  almost  the  rule. 

With  good  technique  and  proper  posturing  and  handling  of 
the  patient  during  operation  exploration  and  decapsulation  of 
the  remaining  kidney  should  not  add  more  than  from  ten  to 
twenty  minutes  to  the  time  required  for  a  nephrectomy.  The 
disadvantages  of  a  slightly  prolonged  operation  were  more  than 
counterbalanced  by  the  vital  advantages  gained  for  the  patient 
in  other  directions. 

Lastly,  the  author  advanced  the  proposition  that  no  nephrec- 
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tomy  should  be  completed  without  examination  and  decapsulation 
of  the  remaining  kidney. 

The  afternoon  of  the  third  day  'was  a  combined  meeting  of  the 
American  Gynecological  Society  with  the  American  Ophthalmo- 
logical  Society  for  the  purpose  of  discussing  the  prophylactic  and 
curative  treatment  of  ophthalmia  neonatorum. 

THE    PROPHYLACTIC    AND    CURATIVE    TREATMENT    OF    OPHTHALMIA 

NEONATORUM;    WHAT   SILVER   SALTS   SHOULD   BE  USED  AND 

WHAT  STRENGTH. 

Dr.  Edwin  B.  Cragin  of  New  York  said  that  one  of  the  burn- 
ing questions  of  the  day  was  how  to  reduce  the  number  of  those 
who  go  through  life  handicapped  in  the  race,  or  perhaps  a  burden 
on  the  State,  on  account  of  an  impairment  or  loss  of  vision,  the 
result  of  ophthalmia  neonatorum.  The  solution  of  this  problem 
concerned  the  treatment  of  the  baby's  eyes  immediately  following 
its  birth,  and  as  various  methods  of  treatment  had  been  used  by 
the  writer  in  his  service  at  the  Sloane  Maternity  Hospital,  and  as 
each  method  had  been  followed  in  a  series  of  one  or  more  thou- 
sand confinements,  the  comparisons  of  the  results  of  the  different 
methods  was  of  interest. 

Before  taking  up  the  individual  methods  of  treatment,  the  writer 
noted  the  following  general  propositions : 

"1.  A  baby  which  is  premature  and  of  low  vitality  is  more 
liable  to  ophthalmia  than  one  which  is  mature  and  vigorous. 

"2.  On  account  of  the  dangers  of  contagion,  babies  congre- 
gated in  a  hospital  are  more  liable  to  ophthalmia  than  babies 
under  the  same  treatment  and  under  the  same  obstetrician  in 
private  practice. 

"3.  The  number  of  cases  of  ophthalmia  in  hospital  service 
will  vary  somewhat  with  the  class  of  cases  admitted,  but  what- 
ever the  treatment  employed,  judging  from  the  author's  experi- 
ence, a  certain  number  of  cases  of  ophthalmia  will  inevitably 
occur." 

In  the  five  methods  of  prophylactic  treatment  used  by  him 
at  the  Sloane  Maternity,  the  smallest  number  of  cases  of  ophthal- 
mia in  one  thousand  confinements  had  been  seventeen,  the  largest 
thirty-four.  Hence,  with  the  present  known  methods  of  prophy- 
laxis', in  a  hospital  service  of  fifteen  hundred  confinements  per 
year,  in  which  emergency  and  ambulance  cases  were  received,  one 
must  expect  from  fifteen  to  twenty-five  cases  of  ophthalmia  in 
each  one  thousand  confinements. 

By  ophthalmia  is  meant  a  purulent  conjunctivitis.  The  objects 
desired  were,  first,  to  reduce  the  number  of  cases,  and,  second, 
to  have  the  disease  as  mild  as  possible  when  it  occurred. 

In  cleansing  the  eye  it  was  his  custom  to  flush  the  eye  from 
the  inner  to  the  outer  canthus  with  boric  acid  solution  by  means 
of  a  medicine  dropper;  the  outer  surface  of  the  lids  being  then 
bathed  in  the  same  direction  with  the  same  solution. 
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During  the  last  seven  years  the  writer  had  used  a  prophylactic 
measure  in  five  different  series  of  cases,  five  different  silver  solu- 
tions :  nitrate  of  silver,  2  per  cent. ;  nitrate  of  silver,  1  per  cent. ; 
protargol,  5  per  cent. ;  argyrol,  10  per  cent. ;  argyrol,  20  per  cent. 

The  results  were  as  follows : 

Series  1. — In  1,000  confinements,  2  per  cent,  nitrate  of  silver 
solution;  cases  of  ophthalmia,  18;  eyes  lost,  none;  opacities,  none. 

Series  2. — In  1,000  confinements,  1  per  cent,  nitrate  of  silver 
solution ;  cases  of  ophthalmia,  34 ;  eyes  lost,  1 ;  opacities,  none. 

Series  3. — In  2,000  confinements,  5  per  cent,  protargol  solution ; 
cases  of  ophthalmia,  53 ;  average  per  thousand,  26-f- ;  eyes  lost,  1  ; 
opacities,  1. 

Series  4. — In  2,000  confinements,  10  per  cent,  argyrol  solution; 
cases  of  ophthalmia,  34;  average  per  thousand,  17;  eyes  lost,  1; 
opacities,  2. 

Series  5. — In  2,000  confinements,  20  per  cent,  argyrol  solution ; 
cases  of  ophthalmia,  54;  average  per  thousand,  21-f-;  eyes  lost, 
none ;  opacities,  none. 

During  the  use  of  the  two  per  cent,  nitrate  of  silver  solu- 
tion, the  irritation  of  the  eyes  with  the  accompanying  edema 
and  discharge,  the  so-called  silver  catarrh,  was  so  great  that  not 
only  did  it  occupy  a  great  deal  of  the  time  of  the  nurses  in  applying 
compresses  and  irrigating  the  eyes  of  babies,  but  it  seemed  to  him 
to  be  a  source  of  danger  not  only  by  leaving  an  irritated  eye  which 
might  later  become  infected,  but  also  by  causing  in  the  nurseries 
discharging  eyes,  from  which  the  discharge  might  be  carried  by 
nurses  to  healthy  eyes,  and  thus  the  infection  produced.  For 
this  reason,  although  no  eyes  were  lost  in  this  series,  and  as 
far  as  known  no  opacities  produced,  the  strength  of  the  nitrate 
of  silver  solution  was  reduced  from  two  per  cent,  to  one  per  cent. 

The  original  cost  of  the  argyrol  solution  was  much  greater 
than  that  of  the  nitrate  of  silver  solution,  but  when  one  consid- 
ered the  greater  staining  and  injury  to  towels,  sheets,  etc.,  and  the 
greater  demand  upon  the  nurses  in  the  use  of  the  solutions  of 
nitrate  of  silver,  it  had  seemed  to  the  writer  that,  viewed  at 
the  end  of  a  year,  the  tax  upon  the  treasury  of  the  hospital 
from  the  use  of  argyrol  was  but  little  if  any  greater  than  from 
the  use  of  nitrate  of  silver. 

The  author  detailed  a  series  of  very  careful  investigations  con- 
cerning the  bactericidal  power  of  silver  salts  used  in  the  different 
series.  The  tests  were  made  with  the  Staphylococcus  pyogenes 
aureus,  tin-  Streptococcus  pyogenes,  and  the  gonococcus. 

From  the  tests  made  it  was  evident  that  in  the  solutions  usually 
employed  argyrol  had  practically  no  bactericidal  powers  over  the 
streptococcus  or  staphylococcus,  but  with  the  gonococcus  in 
strengths  of  20  per  cent,  and  30  per  cent,  it  was  perfectly  effi- 
cient. 

So  long  as  a  20  per  cent,  argyrol  solution  was  efficiently  bac- 
tericidal with  the  gonococcus  in  thirty  seconds,  so  long  as  the 
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gonococcus  was  the  coccus  most  feared  in  the  etiology  of  ophthal- 
mia neonatorum ;  and  so  long  as  the  clinical  results  were  prac- 
tically as  good  as  with  the  use  of  two  per  cent,  nitrate  of  silver 
and  better  than  with  the  one  per  cent,  nitrate  of  silver,  and 
this  without  the  annoyances  of  silver  irritation  and  staining,  the 
writer  felt  justified  in  using  and  advocating  the  use  of  argyrol  as 
a  prophylactic  against  ophthalmia  neonatorum. 

In  the  curative  treatment  of  ophthalmia  neonatorum,  the  writer 
had  also  found  argyrol  of  great  value.  The  absence  of  irritation 
in  strong  solutions,  the  fact  that  these  solutions  might  be  dropped 
into  the  eye  at  short  intervals  by  the  nurse  without  injury  to 
the  eye,  and  the  fact  that  these  solutions  were  bactericidal  to 
the  gonococcus,  were  all  in  its  favor,  the  writer's  present  plan 
of  treatment  consisted  of  frequent  irrigations  of  the  eye  with 
boric  acid  solution  (every  fifteen  to  twenty-five  minutes  during 
the  stage  of  active  purulent  discharge),  cold  compresses,  and 
the  instillation  of  argyrol,  30  per  cent.,  every  two  to  four  hours. 

Since  the  completion  of  the  bactericidal  tests  referred  to,  the 
writer  felt  that  in  spite  of  its  many  good  qualities  argyrol  left 
much  to  be  desired  in  the  treatment  of  ophthalmia  when  due  to 
the  streptococcus  or  staphylococcus.  It  was  well  known  that 
some  of  the  worst  cases  of  ophthalmia  were  due  to  streptococcus 
infection,  and  it  was  hoped  that  in  the  near  future  a  silver  com- 
pound would  be  found  which  would  possess  the  blandness  of 
argyrol  and  be  as  germicidal  to  the  streptococcus  and  the  staphy- 
lococcus as  was  argyrol  to  the  gonococcus.  In  the  meantime  it 
would  seem  wise  in  severe  cases  of  ophthalmia  neonatorum,  which 
resisted  the  treatment  by  argyrol,  boric  irrigations,  and  cold  com- 
presses to  make  occasional  use  of  nitrate  of  silver,  one  to  two 
per  cent,  solutions.  The  use  of  all  silver  compounds,  even  argvrol, 
may  be  continued  too  long,  and  the  discontinuance  of  the  silver 
solution  with  the  use  of  boric  irrigations  might  bring  about  a 
speedy  recovery. 

OPHTHALMIA  OF  THE  NEWLY  BORN. 

Dr.  James  Clifton  Edgar  of  New  York  said  that  the  most 
important  of  the  causes  of  blindness  with  which  the  obstetrician 
had  to  do  was  that  resulting  from  an  infection  of  the  eyes  of  the 
child  at  birth.  It  was  important  (1)  because  it  was  the  most 
common  cause  of  blindness;  (2)  because  it  affected  the  young 
child  and  a  long  lifetime  of  blindness  might  follow,  and  (3) 
because  it  was  preventable  and  curable  in  practically  every  case 
receiving  proper  care,  and  one  of  the  most  dangerous  maladies 
to  vision  when  treatment  was  neglected  or  delayed. 

As  this  disease  occurred  in  about  0.5  of  one  per  cent,  or  one 
in  200  of  all  births,  and  as  the  total  number  of  births  registered 
for  1906  in  New  York  was  183,012,  the  frightful  prevalence  of 
the  disease  could  be  readily  estimated. 

He  sent  out  a  large  number  of  circular  letters  relative  to  the 


I06  TRANSACTIONS   OF   THE 

prophylactic  use  of  silver  nitrate  in  these  cases.  The  number  of 
physicians  replying  was  113.  Of  these  103  thought  that  a  solu- 
tion of  nitrate  of  silver  was  the  most  effective  drug  for  the  pre- 
vention of  this  disease,  as  well  as  the  most  inexpensive.  In 
view  of  the  fact  that  a  two  per  cent,  solution  occasionally  caused 
silver  catarrh,  and  that  a  one  per  cent,  rarely  did,  ninety-four 
thought  it  safer  and  better  to  select  this  percentage  for  recom- 
mendation. 

Seven  physicians  preferred  argyrol  and  protargol  in  solutions 
from  five  to  twenty-five  per  cent.  Four  preferred  a  boracic 
solution ;  one  announced  himself  in  favor  of  sterile  water,  and 
one  other  used  saline.  Still  another  preferred  boric  or  salt,  but 
thought  it  dangerous  to  teach  to  medical  students  and  the  general 
profession.  Four  physicians  thought  that  the  choice  of  method 
should  be  left  to  the  doctor  in  charge  of  the  case.  Three  would 
make  it  compulsory  for  almshouses,  hospitals,  and  dispensaries, 
but  not  for  private  cases.  The  two  per  cent,  silver  nitrate  solution 
was  preferred  by  three.  One  put  himself  on  record  as  saying 
that  he  did  not  consider  silver  nitrate  a  prophylactic  in  all  cases ; 
another  asserted  that  the  vaginal  canal  always  contained  bacteria. 

The  conclusions  from  a  study  of  the  replies  made  it  certain 
that  silver  nitrate  in  one  per  cent,  solution  was  preferred  by  ob- 
stetricians in  the  United  States  who  were  in  a  position  to  judge 
of  the  merits  of  the  various  measures  employed.  The  author's 
faith  in  the  prophylactic  power  of  the  nitrate  of  silver  method 
was  so  strong  that  he  attributed  all  apparent  negative  or  ill-effects 
of  the  method  to  the  presence  of  antepartum  infection  of  the 
eyes,  to  unskilled  application,  or  to  improper  or  inert  solutions. 

The  following  characteristics  were  thought  to  be  essential  to 
the  proper  solution : 

1.  The  solution  must  be  one  which  is  germicidal  to  the 
gonococcus. 

2.  The  technique  of  its  application  must  be  so  simple  that 
in  the  hands  of  the  most  careless  or  inexperienced  student  or 
midwife  no  harm  can  be  done. 

3.  The  solution  must  be  of  such  strength  that  while  it  will 
prevent  ophthalmia  neonatorum,  it  will  not  cause  silver  catarrh. 

4.  The  solution  must  be  stored  in  such  a  receptacle  as  to 
preserve  its  strength  and  permit  of  its  being  placed  in  the  eyes 
of  the  newly-born  without  possibility  of  mechanical  injury. 

From  a  series  of  experiments  which  the  author  detailed,  it 
would  appear  that  silver  nitrate  in  0.5  per  cent,  strength  or 
stronger  was  quickly  germicidal  to  the  gonococcus. 

The  author's  conclusions  were : 

"1.  That  silver  nitrate  solution  of  0.5  per  cent,  strength,  when 
applied  to  the  gonococcus  for  fifteen  seconds  or  longer,  is  germi- 
cidal to  that  organism.  Therefore,  any  solution  of  equal  strength 
or  stronger  would  fill  the  requirements  so  far  as  germicidal  power 
is  concerned. 
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"2.  That  the  technique  of  administration  consists  simply  of 
instilling  the  solution  into  the  eye,  requiring  no  after-neutraliza- 
tion. 

"3.  That  solutions  of  silver  nitrate  of  0.5  per  cent,  and  1.0 
per  cent,  strength  did  not  produce  a  silver  catarrh,  even  though 
no  neutralizing  solution  was  used  afterward.  That  solution  of 
2  per  cent,  silver  nitrate  produced  a  silver  catarrh  in  about  25 
per  cent,  of  cases,  whether  or  not  a  neutralizing  solution  was 
used.  Therefore,  a  1.0  per  cent,  solution,  being  germicidal  and  at 
the  same  time  producing  no  silver  catarrh,  is  recommended. 

"4.     That  some  convenient  receptacle  should  be  used." 

THE    PRESENT    STATUS   OF   THE   QUESTION    OF  TREATMENT   OF    OPH- 
THALMIA   NEONATORUM    FROM    THE   STANDPOINT   OF   THE 
OPHTHALMOLOGIST. 

Dr.  Lucien  Howe  of  Buffalo  said  that  in  considering  this 
subject  we  should  keep  in  mind  three  distinct  phases  of  it,  namely, 
as  it  affected  the  physician,  the  midwife,  and  the  public.  He  dealt 
briefly  with  the  two  latter  classes.  As  far  as  the  physician  was 
concerned,  he  thought  he  could  lay  down  this  as  a  proposition,  that 
it  was  impolitic,  at  least,  to  attempt  to  coerce  physicians  by  legis- 
lation or  otherwise,  and  what  should  be  done  was  to  educate 
them.  The  question  was  how  to  educate  them.  It  was  a  part 
of  the  duty  of  the  ophthalmologist  to  educate  the  medical  student. 
He  was  not  given  a  sufficiently  clear  idea  of  the  importance  of 
ophthalmia  neonatorum.  A  second  point  which  should  be  im- 
pressed was  that  the  percentage  of  blind  from  ophthalmia  neona- 
torum from  infancy  was  greater  in  the  rural  districts,  and  not  in 
the  cities  where  one  would  expect  it.  Another  thing,  it  should 
be  taught  that  silver  nitrate  in  two  per  cent,  solution  was  the 
one  on  which  physicians  as  obstetricians  and  as  ophthalmologists 
must  depend. 

Dr.  Lapthorn  Smith  of  Montreal  remarked  that  his  total 
obstetric  experience  comprised  a  little  over  fifteen  hundred  cases. 
He  had  had  a  little  less  than  ten  cases  of  suppuration  of  the  eyes. 
His  plan  was  this :  he  did  nothing  unless  there  was  some  reason 
for  so  doing.  When  there  was  any  sign  of  ophthalmia  neona- 
torum, he  began  with  a  one  per  cent,  solution  of  silver  nitrate, 
and  if  in  two  days  there  was  no  improvement  he  would  use  two 
per  cent.,  and  in'this  way  he  cured  the  cases  promptly.  Two  or 
three  times  a  day  he  would  give  a  drop  or  two  of  the  solution 
himself  unless  there  was  a  good  nurse  to  whom  he  coukl  entrust 
this  work.  He  had  lost  no  eyes,  and  there  were  no  opacities.  He 
thought  a  two  per  cent,  solution  of  silver  nitrate  was  good  enough. 

Dr.  Walter  P.  Manton  of  Detroit,  Mich.,  said  that  Crede, 
in  his  last  series  of  cases,  published  in  a  monograph  in  1884,  prac- 
tically had  no  cases  of  ophthalmia  neonatorum  in  the  institute 
in  Leipzig.  Much  had  been  said  in  regard  to  silver  reaction  or 
silver  catarrh  that  was  produced.    He  was  with  Crede  during  the 
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conduct  of  some  of  his  experiments,  and  he  saw  cases  of  silver 
catarrh.  They  had  been  using  nitrate  of  silver  in  the  Detroit 
Woman's  Hospital  for  many  years  in  two  per  cent,  solution,  and 
they  rarely  ever  got  any  silver  reaction  or  catarrh  reaction.  He 
agreed  with  Dr.  Cragin  that  men  practicing  among  the  upper 
classes  almost  never  saw  a  case  of  ophthalmia  neonatorum.  The 
speaker  had  never  had  a  case  in  his  own  practice.  They  had 
not  had  the  same  success  from  the  use  of  argyrol  as  had  been 
reported  in  other  institutions. 

Dr.  F.  Park  Lewis  of  Buffalo,  N.  Y.,  said  it  had  been  clearly 
demonstrated  that  in  the  practices  of  such  men  as  were  present, 
whether  they  be  obstetricians  or  ophthalmologists,  blindness  fol- 
lowed gonococcic  infection  so  rarely  as  to  be  practically  a  negli- 
gible quantity,  whether  the  preparation  used  was  a  one  or  two 
per  cent,  nitrate  of  silver  or  organic  silver  salts.  A  large  pro- 
portion of  these  cases,  when  properly  treated,  were  not  followed 
by  blindness.  It  was  essential  to  discriminate  between  prophylaxis 
and  treatment.  The  intelligent  physician  could  treat  ophthalmia 
neonatorum  and  cure  it.  Provision  should  be  made  for  the  edu- 
cation of  midwives,  for  frequently  they  were  not  only  inexpert, 
but  filthy.  The  efforts  of  physicians,  therefore,  should  be  directed, 
■first,  toward  the  ignorant  midwife  and  the  indifferent  physician 
in  regard  to  prophylaxis,  and  when  this  was  done  the  question 
of  treatment  would  take  care  of  itself. 

Dr.  Walter  M.  Green  of  Boston  said  that  in  the  Boston  Lying- 
in  Hospital  they  followed  practically  the  same  plan  and  used 
the  same  solutions  as  those  mentioned  by  Dr.  Cragin.  They  had 
tried  one  and  two  per  cent,  silver  nitrate ;  also  protargol  and 
argyrol,  and  at  present  were  using  twenty-five  per  cent,  argyrol. 
While  he  was  not  armed  with  statistics,  he  could  say  they  had 
had  better  results  with  argyrol  than  with  silver  nitrate. 

Dr.  Henry  D.  Fry  of  Washington,  D.  C,  said  in  the  maternity 
with  which  he  was  connected  in  Washington,  where  they  have 
used  regularly  a  two  per  cent,  solution  of  nitrate  of  silver,  it 
effectually  controlled  the  situation.  There  had  been  no  eyes  lost. 
Sometimes  ophthalmia  developed,  but  the  cases  were  turned  over 
to  an  ophthalmologist,  who  cured  them.  For  some  time  they 
had  been  using  a  one  per  cent,  nitrate  of  silver  solution,  but 
after  hearing  the  results  of  Dr.  Cragin  he  thought  he  would 
return  to  the  two  per  cent,  solution. 

Dr.  Alvin  A.  Hubhel  of  Buffalo,  N.  Y.,  said  that  as  a  prophy- 
lactic measure,  nitrate  of  silver  solution  had  been  demonstrated 
beyond  question  to  be  efficient.  A  one  per  cent,  solution  was 
favored  by  some ;  a  two  per  cent,  solution  was  favored  by  more. 
He  believed  a  two  per  cent,  solution  was  right.  This  solution 
should  not  be  dropped  carelessly  and  freely  into  the  eye  as  a 
preventive,  or  as  a  curative,  measure,  but  should  be  given  with 
great  care.  Crede's  method  was  to  instill  between  the  edges  of 
the  lids  about  half  a  drop.  He  directed  that  a  glass  rod  be  used, 
not  a  medicine  dropper. 
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The  subject  was  further  discussed  by  Drs.  Seth  C.  Gordon  of 
Portland,  Me. ;  Dr.  Taylor  of  Philadelphia,  and  the  discussion 
was  closed  by  Dr.  Cragin. 

CYSTIC   LYMPHANGIOMA  OF  THE  GASTROCOLIC  OMENTUM. 

Dr.  W.  Francis  B.  Wakefield  of  San  Francisco,  Cal.,  referred 
to  the  sparsity  of  literature  on  this  subject,  and  said  the  tumor 
in  the  case  he  wished  to  report  presented  a  very  rare  type. 

The  details  furnished  by  his  own  case  were  these : 

A  four-year-old  boy  was  brought  to  Dr.  S.  J.  Hunkin  with  an 
abnormally  distended  abdomen.  He  presented  no  other  symptoms. 
For  at  least  two  years  the  child's  abdomen  had  been  noticed  to  be 
progressively  increasing  in  size.  Laparotomy  was  advised ;  Dr. 
Wakefield  was  asked  to  operate,  and  saw  the  child,  for  the  first 
time,  on  the  operating  table. 

Abdominal  section  disclosed  a  multiple  cystoma,  larger  than  an 
adult  head,  which  was  broadly  attached  to  the  greater  curvature 
of  the  stomach,  spreading  out  over  a  small  portion  of  the  anterior 
and  a  greater  portion  of  the  posterior  wall.  Its  attachment  to  the 
stomach  was  so  firm  that  it  could  not  be  separated  therefrom  with- 
out danger  of  injuring  that  viscus,  and  it  was  therefore  cut  away 
as  close  as  possible  to  the  stomach  wall.  Xo  gross  pathological 
change  could  be  observed  in  the  wall  of  the  stomach,  the  cystoma 
having  simply  plastered  itself  over  its  surface. 

The  leaf  of  the  gastrocolic  omentum  which  passes  from  the 
stomach  to  the  transverse  colon  was  absent,  though  the  ordinary 
omental  apron  spread  itself  downward  from  the  transverse  colon 
over  the  small  intestines.  It  seemed  very  clear,  then,  after  the 
tumor  had  been  delivered  through  the  abdominal  incision  and  he 
found  himself  able  to  look  directly  down  upon  the  pancreas,  that 
he  was  dealing  with  a  cystic  tumor  originating  in  and  displacing 
the  upper  reflection  of  the  gastrocolic  omentum,  and  that  the 
tumor  early  in  its  career,  as  it  developed  between  the  omental 
folds,  had,  by  simple  contiguity,  spread  itself  over  and  became 
attached  to  a  somewhat  broad  area  of  the  stomach  wall.  A  small 
cystic  mass,  about  the  size  of  a  hen's  ego;,  was  found  loosely 
attached  to  the  head  of  the  pancreas,  and  a  still  smaller  one, 
about  the  size  of  an  English  walnut,  was  found  attached  to  the 
serous  coat  of  the  stomach,  some  distance  from  the  main  tumor. 

Subsequent  study  of  the  specimen  developed  the  following  de- 
tails : 

The  tumor  was  larger  than  a  man's  head  and  consisted  of  a 
number  of  various  sized,  thin,  and  clear-walled  cyst  chambers. 
The  central  portion  of  the  neoplasm  was  occupied  by  a  single 
cavity  which  made  up  the  bulk  of  the  cystic  mass.  Surrounding 
this  central  cavity  on  all  sides  were  numerous  smaller  cystoid 
masses  ranging  in  size  from  that  of  an  orange  to  that  of  a 
pea.  The  walls  of  all  the  cyst  chambers  were  thin,  easily  rup- 
tured, smooth,  shiny,  and  in  general  appearance  resembled  the 
omentum.     The  component  layers  of  the  cyst  walls  could  not  be 
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separated.  The  inner  walls  of  the  cyst  cavities  were  in  many 
places  covered  by  somewhat  adherent  gelatinous  masses,  which 
to  the  feel  were  distinctly  granular. 

The  fluid  contained  within  the  cavities  of  the  cystoma  was 
clear,  straw-colored,  neutral  in  reaction  to  litmus,  and  coagulated 
into  a  solid  mass  on  heating  with  a  drop  of  acetic  acid.  In  some 
of  the  chambers  the  fluid  was  mixed  with  fine  crystals,  oily  to 
the  touch,  and  microscopically  identical  with  cholesterin.  In  others 
the  presence  of  blood  was  indicated,  macroscopically  by  impart- 
ing a  dark  color  to  the  fluid,  and  microscopically  by  the  presence 
of  red  cells.    The  cystic  fluid  everywhere  contained  leucocytes. 

Histological  examination  of  the  walls  of  the  cystoma  showed 
them  to  be  made  up  of  a  large  number  of  various  sized  cavities, 
held  together  by  a  tissue  consisting  entirely  of  mesoblastic  struc- 
tures. The  cavities  were  in  part  empty,  in  part  filled  with  a 
homogeneous,  pink-staining  material  that  became  granular  in 
character  where  it  approached  the  walls  of  the  cysts.  The  cysts 
showed  at  times  a  lining  of  flat  epithelial-like  cells.  For  the 
most  part  the  wall  of  the  cysts  was  made  up  of  different  sized  and 
branching  giant  cells.  These  giant  cells  showed  everywhere  slit- 
like  clefts  having  the  shape  of  cholesterin  crystals.  The  support- 
ing structure  between  the  cysts  was  made  up  of  loose  connective 
tissue  containing  blood  vessels  of  various  sizes,  collections  of 
small  round  cells,  some  flat  cells,  and  in  places  what  seemed  to  be 
involuntary  muscle  fibers.  Scattered  throughout  the  specimen 
were  isolated  polymorphonuclear  leucocytes. 

A  consideration  of  the  above  data  makes  imperative  a  diagnosis 
of  cystic  lymphangioma,  yet  this  tumor  ordinarily  would  have 
been  reported  simply  as  a  cyst  and  would  have  received  no  further 
consideration  or  study.  Thus,  in  particular,  the  opportunity  to 
develop  the  real  nature  of  this  neoplasm  would  have  been  lost, 
and  in  general  knowledge  of  omental  cystomas  would  be  no  fuller 
than  heretofore. 

In  only  one  instance,  as  far  as  the  author  could  find,  was 
he  presented  with  enough  data  to  enable  him  to  draw  efficient  con- 
clusions as  to  the  probable  real  nature  of  these  tumors.  The  rest 
of  the  literature  on  the  subject  was  simply  of  numerical  value.  He 
was  strongly  of  the  opinion  that  a  large  proportion,  perhaps  all, 
of  these  cystomas  were,  in  fact,  cystic  lymphangiomas.  In  sub- 
stantiation of  this  opinion  he  offered  three  considerations.  First, 
a  general  belief  in  the  lymphatic  origin  of  omental  and  mesenteric 
cystomas  was  consistent  with  what  might  be  expected  of  tumors 
proliferating  from  structures  possessing  the  anatomical  and  his- 
tological characteristics  and  physiological  function  of  these  tissues. 
Secondly,  it  was  more  rational  to  presuppose  the  development  of 
new  lymph  structures  from  an  angioblastic  matrix  than  to  assume 
an  aberration  of  cells  from  the  primordial  ovules  of  the  Wolffian 
bodies.  Third,  a  critical  study  of  the  reported  cases  shows  that, 
with    few    exceptions,    there    was    nothing   to   contraindicate    the 
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possibility  of  their  having  been  lymphangiomas,  while  the  only 
case  reported  with  histological  detail  was  evidently  a  lymphan- 
gioma, though  not  recognized  as  such. 

The  case  to  which  he  had  just  referred  was  a  cvstoma  of  the 
omentum  operated  upon  by  Spencer  Wells  and  subsequently  ex- 
amined and  reported  by  Ransom. 

Dr.  Hunter  Robb  of  Cleveland,  Ohio,  presented  a  paper  on 

ECTOPIC  GESTATION   WITH  SPECIAL  REFERENCE  TO  THE  TREATMENT 
OF  TUBAL   RUPTURE.* 

Dr.  J.  Montgomery  Baldy  of  Philadelphia  said  the  teaching 
of  the  essayist  was  so  dangerous  that  he  could  not  refrain  from 
saying  a  few  words.  The  essayist  had  remarked  that  these  pa- 
tients did  not  bleed  to  death.  Dr.  Baldy  said  that  plenty  of  them 
bled  to  death,  and  in  support  of  this  statement  mentioned  the 
report  of  Formad  (Coroner's  Physician  of  Philadelphia  at  one 
time),  who  put  on  record  some  fifteen  or  twenty  cases  of  patients 
with  ruptured  ectopic  gestation  that  bled  to  death,  the  abdomen 
having  been  found  filled  with  blood.  The  speaker  favored  early 
operation  in  cases  of  ectopic  gestation. 

Dr.  C.  C.  Frederick  of  Buffalo,  X.  Y.,  had  seen  from  seventy- 
five  to  one  hundred  cases  of  extrauterine  pregnancy.  Of  this 
number  five  had  died  from  acute  hemorrhage.  In  three  he 
opened  the  abdomen  and  endeavored  to  save  the  patients'  lives, 
but  every  one  of  the  five  was  almost  pulseless  at  the  time  of  the 
operation.  In  the  three  in  which  he  opened  the  abdomen  the 
patients  were  too  far  gone,  and  died.  Of  the  others,  in  which 
the  hemorrhages  were  slow,  he  lost  only  two  out  of  between  fifty 
and  sixty  cases.  He  believed  that  the  cause  of  death  in  these 
rapidly  acute  cases  was  largely  due  to  the  loss  of  blood,  and  it 
was  not  a  matter  of  shock.  He  did  not  see  why  these  cases 
should  have  more  shock  than  those  that  did  not  die  from  shock. 
He  thought  that  by  estimating  the  amount  of  hemoglobin  in  each 
individual  case  we  could  determine  whether  it  was  shock  or  hem- 
orrhage that  the  patient  was  suffering  from.  ■  If  the  patient  was 
suffering  from  shock,  the  hemoglobin  index  was  going  to  be  high, 
say  sixty  or  seventy  per  cent. ;  whereas  if  the  index  droppecTto 
thirty  or  thirty-five  per  cent.,  the  patient  was  suffering  from  hem- 
orrhage. 

Dr.  Philander  A.  Harris  of  Paterson,  N.  ].,  related  some 
cases  of  ruptured  ectopic  gestation  operated  on"  late,  but  which 
he  believed  could  have  been  saved  by  early  operation. 

Dr.  I.  S.  Stone  of  Washington.  D.  C.  thought  we  were  taking 
a  step  backward  by  advocating  delav  in  cases  of  ruptured  ectopic 
pregnancy.  When  a  patient  was  bleeding,  it  was  a  good  principle 
to  operate  with  a  view  to  arresting  the  hemorrhage.  He  favored 
early  operation,  and   said  that  not  long  since  he  lost  a  case  of 

*  See  original  article,  page  6. 
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ectopic  gestation  from  hemorrhage,  the  abdomen  being  found 
filled  with  blood. 

Dr.  William  E.  Moseley  of  Baltimore  exhibited  a  couple  of 
specimens  in  connection  with  this  discussion.  The  cases  were 
interesting  on  account  of  their  rarity  in  certain  respects.  The 
first  one  showed  the  possibility  of  secondary  rupture  of  the  tube. 
In  this  particular  case  there  was  a  tubal  abortion,  and  nearly 
ten  days  after  the  tubal  abortion  occurred  there  was  secondary 
hemorrhage  from  rupture  of  the  sac.  He  operated  on  the  woman 
two  and  a  half  hours  after  there  were  indications  of  rupture,  and 
the  patient  was  now  doing  well. 

The  other  case  was  one  of  ruptured  interstitial  pregnancy  of 
possibly  three  months'  duration. 

Dr.  Robb,  in  closing  the  discussion,  said  that  he  had  simply 
presented  an  abstract  of  his  paper,  consequently  he  had  been 
misunderstood.  The  paper,  when  read  in  full,  would  answer 
many  of  the  objections  that  had  been  raised  better  than  he 
could  do  in  the  few  minutes  allotted  to  him. 

INCISION  OF  THE  ANTERIOR  UTERINE  WALL    (ANTERIOR  COLPOHYS- 

TEROTOMY)    AS  A  TREATMENT  OF   CHRONIC   INVERSION    OF 

THE  UTERUS. 

Dr.  Reuben  Peterson  of  Ann  Arbor,  Mich.,  said  it  had  been 
his  good  fortune  to  operate  upon  two  cases  of  chronic  uterine 
inversion.  A  full  description  of  the  first  case,  an  inversion  of 
sixteen  months'  standing,  was  published  in  American  Gynecology, 
for  June,  1903.  In  this  same  paper  the  literature  of  the  con- 
servative operative  treatment  of  chronic  uterine  inversion  was 
brought  up  to  date,  and  a  plea  made  for  the  superiority  of  com- 
plete anterior  colpohysterotomy  (Spinelli's  operation)  as  the  ideal 
operative  procedure. 

His  second  operation  for  chronic  inversion  of  the  uterus  oc- 
curred in  1904.  In  reporting  this  case  he  carefully  reviewed  the 
literature  and  tabulated  some  seventy  cases  operated  upon  by 
various  methods. 

In  his  former  paper  he  referred  to  a  patient  whom  he  saw 
in  consultation  with  Dr.  G.  K.  Johnson  of  Grand  Rapids,  Mich., 
in  1902.  The  patient  at  that  time  was  twenty-two  years  of 
age,  and  the  inversion  of  the  uterus  followed  the  birth  of  her 
first  child.  For  three  or  four  weeks  following  the  labor  she 
flowed  profusely,  but  the  true  condition  of  affairs  was  not  dis- 
covered until  Dr.  Johnson's  examination.  He  saw  the  patient 
in  consultation  some  two  months  after  the  accident.  Several 
ineffectual  attempts  were  made  under  anesthesia  to  reduce  the  in- 
version by  taxis,  but  every  effort  was  futile.  Elastic  pressure 
applied  to  a  cup-shaped  repositor  was  also  a  failure.  The  Thomas 
operation  was  proposed,  but  was  not  accepted,  and  the  patient 
passed  out  of  his  hands.     After  the  publication  of  his  paper  on 
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chronic  inversion  of  the  uterus,  in  which  he  reported  a  case  of 
sixteen  months'  standing  successfully  treated  by  anterior  colpohys- 
terotomy,  Dr.  Johnson  wrote  him  that  the  patient  they  had  treated 
twelve  years  before  was  still  under  his  charge,  and'  that  he  had 
advised  her  to  be  operated  upon  for  the  inversion,  which  caused 
her  to  lose  large  quantities  of  blood  at  intervals  during  each 
month.  Accordingly,  the  patient  entered  the  gynecological  service 
of  the  University  of  Michigan  Hospital  June  27,  1904.  The  pa- 
tient was  then  thirty-four  years  old,  and  had  been  a  widow 
five  years.  There  had  been  no  attempts  at  replacement  of  the 
inversion  since  operation  was  refused  in  August,  1892.  For  a 
long  time  thereafter  she  was  weak  from  loss  of  blood,  but  grad- 
ually regained  her  strength,  so  that  she  was  able  to  do  her  house- 
work. 

Examination,  soon  after  entrance,  showed  marked  external  and 
internal  tears  of  the  perineum,  with  great  relaxation  of  the  vaginal 
outlet.  The  inverted  uterus  filled  nearly  the  entire  vagina.  The 
exposed  mucous  membrane  was  smooth  and  bled  easily  on  han- 
dling. The  finger  could  be  passed  between  the  tightly  constricted 
cervical  ring  and  the  uterus,  showing  that  the  cervix  was  not 
entirely  inverted.  The  finger  could  easily  be  inserted  into  the 
cervical  ring  by  pressure  on  the  abdominal  wall. 

Operation,  July  1,   1904,  twelve  and  one-half  years  after  the 
labor   from   which  the   inversion   resulted.      Careful   sterilization 
of  vagina  and  uterus.     The  inverted  uterus  was  drawn  down,  and 
an  incision  made  in  the  anterior  cervical  lip,  3  c.c.  in  length,  down 
to,  but  not  through,  the  peritoneum.     The  attempt  to  reduce  the 
inversion  following  this  incision  proved  futile.     A  transverse  in- 
cision 5  c.c.  in   length  was  now  made  just  above  the  edge  of 
the  anterior  cervical  lip,  and  the  vesico-uterine  pouch  opened.  The 
longitudinal  incision  in  the  ring  was  now  deepened  through  the 
peritoneum,  and  lengthened  until  it  extended  from  the  transverse 
incision  to  within  2  c.c.  of  the  fundus.     Only  after  incising  the 
anterior  uterine  wall  to  this  point  was  it  possible  to  reinvert  the 
uterus.     The  ovaries  lay  above  the  entrance  to  the   ring.     To- 
gether with  the  Fallopian  tubes  they  were  without  adhesions  and 
perfectly  normal.     After  the  reinversion  was  accomplished  there 
was  a  decided  ectropion,  or  rolling  out  of  the  cut  edges  of  the 
anterior  uterine  wall,  so  that  it  was  practically  impossible  to  unite 
the  edges  of  the  serosa.     Removal  of  wedge-shaped  pieces  from 
each  cut  edge  obviated  this  difficulty.     The  incision  was.  united 
by   a   continuous   catgut    suture,    reinforced   by   a    few    Lembert 
sutures.     The  fundus  was  returned  within  the  pelvic  cavitv  and 
the  cervix  united  by  a  continuous  catgut  suture.     The  trans- 
vaginal incision  was  united  with  catgut,  except  for  a  small  open- 
ing for  a  gauze  drain  between  uterus  and  bladder.     A  small  wick 
of  gauze  was  also  placed  through  the  external  os.     The  patient 
made  an  uninterrupted  convalescence.     Before  she  left  the  hos- 
pital the  cervix  and  perineum  were  repaired. 
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Examination  at  the  time  of  her  discharge  showed  the  uterus  in 
normal  position  and  movable.  Dr.  R.  R.  Smith  of  Grand  Rapids, 
Mich.,  examined  the  patient  within  a  few  weeks,  and  reported 
the  uterus  in  normal  position  and  quite  movable.  The  patient 
had  no  pelvic  trouble. 

Microscopic  Examination. — Microscopic  examination  of  the 
wedge-shaped  pieces  removed  from  the  uterine  walls  showed  the 
following:  The  exposed  surface  of  the  mucosa  was  covered  with 
organizing  blood  elements,  fibrin,  and  leucocytes.  The  tissue  was 
rich  in  new  blood  capillaries,  with  hypertrophy  of  the  endothelial 
cells.  Polynuclear  leucocytes  were  numerous  in  the  mucosa.  The 
glands  were  practically  destroyed.  The  connective  tissue  of  the 
stroma  was  edematous.  There  was  an  increase  of  connective  tis- 
sue in  the  submucosa.  The  muscular  layers  were  more  vascular, 
but  did  not  show  the  sclerotic  changes  noted  in  the  case  reported 
in  a  former  paper. 

The  author  subdivided  the  treatment  of  chronic  uterine  in- 
version into  non-cutting  procedures,  and  cutting  operations. 

Non-operative  procedures  were  not  considered  in  detail,  but 
only  incidentally  in  connection  with  those  calling  for  the  use 
of  the  knife.  He  pointed  out  the  procedures  aiming  at  an  enlarge- 
ment of  the  constricting  ring  from  above.  The  reason  why 
manual  reduction  of  chronic  inversion  of  the  uterus  so  often  failed 
was  because  it  was  so  difficult  to  force  the  large  uterine  body 
through  the  small,  rigidly  contracted  cervical  ring.  To  Thomas 
belonged  the  credit  of  first  opening  the  abdominal  cavity  for  the 
purpose  of  dilating  a  constricted  cervical  ring  which  had  .resisted  ' 
every  effort  at  dilatation  from  below. 

There  had  been  twenty-seven  cases  of  inversion  treated  by 
abdominal  incision.  Of  these  20  or  74.07  per  cent,  were  success- 
ful as  far  as  reinversion  was  concerned.  Although  successful 
from  an  operative  standpoint,  there  were  four  deaths  among  this 
number.  There  were  seven  operative  failures,  or  25.9  per  cent. 
All  of  these  patients  were  operated  upon  some  years  ago,  and  not 
one  of  them  probably  would  be  a  failure  to-day.  It  was  nol  always 
as  easy  as  it  seemed  to  dilate  the  ring  by  the  abdominal  route. 
In  only  thirteen  cases  out  of  the  twenty-seven  was  dilatation 
successful.  In  ten  cases  the  ring,  either  on  its  anterior  or  pos- 
terior surface,  and  in  one  case  both  sides,  was  incised. 

The  author  then  discussed  procedures  aiming  at  enlargement 
of  the  ring  from  below,  including  cervical  incisions.  lie  likewise 
discussed  dilatation  of  the  cervical  ring  through  an  incision  in 
the  uterus.  He  discussed  Ktistner's  operation  ;  also  other  methods 
of  operating  for  inversion  of  the  uterus. 

In  many  cases  of  chronic  inversion  the  surgeon  had  to  deal  with 
a  patient  exsanguinated  by  frequent  and  profuse  hemorrhages 
from  the  exposed  mucosa.  Such  anemic  patients  did  far  better 
when  the  operation  was  performed  from  below.  He  pointed  out 
the  superiority  of  the  vaginal  over  the  abdominal  incision  of  the 


AMERICAN    GYNECOLOGICAL    SOCIETY.  115 

ring.  He  likewise  emphasized  the  ease  with  which  adhesions  of 
the  appendages  could  be  treated. 

Just  as  he  was  a  firm  believer  in  the  advantages  of  the  vaginal 
over  the  abdominal  method  of  operating  for  chronic  uterine  in- 
version, so  he  was  a  strong  advocate  for  anterior  colpohystero- 
tomy,  the  operation  of  Spinelli.  Still  he  was  free  to  confess 
that  in  reality  there  was  not  so  much  difference  whether  one 
should  choose  the  anterior  or  posterior  uterine  wall  for  the  in- 
cision, provided  he  was  prepared  to  enlarge  it  sufficiently,  so 
that  all  tearing  or  mangling  of  the  tissue  might  be  avoided  dur- 
ing the  reinversion.  It  would  not  be  necessary  to  make  a  long 
incision  in  all  cases  of  chronic  inversion. 

There  was  no  danger  of  wounding  the  bladder  by  the  anterior 
incision. 

The  author  then  discussed  the  method  of  closing  the  uterine 
incision;  drainage;  pregnancy  after  incision  of  the  uterus,  and 
pointed  out  that  operative  procedures  were  much  better  than  pro- 
longed efforts  at  reduction  by  means  of  taxis. 

A   STUDY  OF  THE  UTERO-SACRAL  LIGAMENTS. 

Dr.  I.  S.  Stone  of  Washington,  D.  C,  said  he  had  made  care- 
ful examinations  of  most  of  his  gynecological  patients  during  the 
past  year  with  the  intention  of  ascertaining  the  availability  of  the 
utero-sacral  ligaments  for  suspensory  purposes.     With  the  patient 
in  the  high  pelvis  position  and  the  abdomen  opened  in  the  median 
hne,_  he  had  observed  the  length  of  the  various  ligaments,  the 
mobility  of  the  pelvic  peritoneum,  and  what  differences  existed 
between  these  structures  in  nulliparae  and  similar  ones  in  multiparas. 
These  observations  were  intended  to  supplement  those  previously 
made  by  the  early  gynecologists,  who  believed  that  the  lacera- 
tions resulting  from  childbirth  were  the  principal  factor  in  the 
production  of  retroversion  and  prolapse  of  the  uterus.    A  number 
of  eminent  names  could  be  mentioned  among  those  who  ignored 
conditions  above  the  vagina  or  pelvic  floor.     They  taught  us  to 
prevent  lacerations,   if  possible,   but   if  these  accidents  occurred 
they  must  be  repaired,  which  repair,  if  properly  done,  would  pre- 
vent all  further  trouble.     This  meant  that  a  repair  of  the  fascia 
near  the  vagina,  or  that  which  could  be  reached  from  the  vagina, 
was  amply  sufficient.    Looking  backward  over  the  vast  number  of 
useless  attempts  made  by  well-meaning  operators  to  improve  upon 
the  teaching  Qf  immediate  predecessors,  we  could  the  better  appre- 
ciate the  elements  of  truth  contained  in  the  philosophv  of  uterine 
prolapse  as  taught  by  them.     A  few  men  were  now  looking  at 
uterine  displacements  as  a  feature  of  or  a  result  of  some  other 
disability.     He  confessed  that  he  was  of  that  number,   for  he 
knew  that  many,  perhaps  most,  of  the  women  with  retroversion, 
whether  nulliparae  or  multipara,  had  enteroptosis  with  elongation 
of  the  retrouterine   peritoneum,  including  the  utero-sacral   liga- 
ments. 
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His  study  of  the  subject  during  the  last  few  years  had  con- 
vinced him  that  many  of  the  ordinary  cases  of  "version"  had  their 
origin  in  a  prolapse  of  the  mesentery.  With  this  prolapse  or  elon- 
gation there  was  stretching  of  the  fascia  and  connective  tissue 
supports  throughout  the  pelvis.  There  was  certainly  great  elon- 
gation of  the  round  and  broad  ligaments,  and  also  the  utero- 
sacral  ligaments.  This  was  easily  demonstrated  in  young  women 
who  were  not  married  and  who  had  not  conceived  or  borne  chil- 
dren, as  well  as  in  multipara?.  It  was  apparently  true  that  women 
with  retroversion,  who  bore  children  and  sustained  lacerations 
during  childbirth,  fell  easily  into  invalidism  from  prolapse,  with- 
out some  form  of  treatment.  This,  however,  failed  to  negative 
the  statement  that  the  presence  of  a  retroversion  of  the  uterus 
in  either  multiparas  or  nulliparae  was  evidence  that  the  retro- 
uterine suspensory  peritoneal  supports  were  defective.  There- 
fore, he  felt  convinced  that  operations  upon  any  special  ligament, 
such  as  the  round  ligament,  that  would  cause  it  to  hold  more 
than  its  allotted  share  of  weight  would  fail  of  success,  for  the 
reason  that  an  extra  amount  of  weight  would  be  thrown  upon 
such  ligaments,  and  especially  so  when  a  displacement  had  been 
over-corrected.  Gynecologists  would  agree  that  descent  of  the 
uterus  with  pointing  forward  of  the  cervix  depended  upon  lack 
of  strength  in  the  posterior  uterine  supports,  whatever  their  char- 
acter might  be.  Those  believing  in  the  ability  of  the  ,utero- 
sacral  ligaments  to  furnish  this  support  told  us  that  the  fault 
lay  in  them.  It  was  at  least  plausible  to  assert  that  the  posterior 
supports  gave  way  first,  and  that  the  round  ligaments  soon  became 
elongated  as  the  uterus  inclined  backwards.  In  correcting  dis- 
placements in  his  practice,  he  had  seen  the  temporary  benefit  of 
round  ligament  shortening  fail  to  give  permanent  relief  because 
the  cervix  was  not  held  backwards  as  it  should  be  by  the  action 
of  the  ligaments  in  question.  He  had  also  seen  the  same  defect- 
in  the  ventro-suspension  operations.  In  these  the  cervix  was  seen 
elevated  for  a  time,  or  until  the  suspensory  ligament  was  formed, 
but  the  cervix  invariably  came  forward  towards  the  symphysis 
as  freely  as  before  the  operation,  especially  when  the  patient  was 
in  the  erect  position. 

The  author  described  the  method  of  examination  by  reporting 
the  following  case  of  retroversion  occurring  in  a  comparatively 
healthy  nullipara. 

L.  N.,  colored,  single,  nullipara,  aged  24.  She  had  not  been 
severely  ill  at  any  time,  nor  had  she  had  the  venereal  diseases. 
She  had  had  backache,  slight  headache,  and  pain  in  the  pelvis  in 
the  region  of  the  left  ovary.  She  had  not  lost  flesh,  nor  had  she 
any  disease  of  the  digestive  organs.  She  had  been  regular  in  her 
menstrual  periods,  and  had  not  had  much,  if  any,  dysmenorrhea, 
and  only  had  slight  leucorrhea.  Her  right  kidney  was  six  centi- 
meters lower  than  normal.  Her  stomach  was  also  lower  than 
normal.     Her  uterus  was  retroverted.     The  cervix  was  pointing 
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toward  the  symphysis  and  the  fundus  very  low  in  the  cul-de-sac  of 
Douglas.  The  fundus  was  somewhat  enlarged.  There  were  no 
evidences  of  other  uterine  or  adnexal  disease. 

Operation,  April  4,  1907.  The  cervix  was  caught  with  a  volsel- 
lum.  The  abdomen  was  opened  in  the  median  line.  The  uterus 
was  drawn  out  of  the  abdomen  and  its  internal  os  was  about  as 
high  as  a  horizontal  line  drawn  between  the  two  anterior  iliac 
spines.  _  The  uterosacral  ligaments  were  now  seen  standing  out  in 
plain  view.  The  uterus  was  now  held  by  the  fundus  and  was 
pressed  forward  towards  the  symphysis.  Its  anterior  surface 
could  be  made  to  reach  about  three  centimeters  from  the  sym- 
physis. Finally,  the  volsellum  attached  to  the  cervix  was  drawn 
downward  until  the  cervix  nearly  reached  the  introitus.  With  the 
uterus  in  this  position  the  uterosacral  ligaments  were  not  visible, 
while  the  entire  retrouterine  peritoneum  was  tense  and  the  pelvic 
fold  of  the  mesentery  was  also  perceptibly  lower  than  before. 
The  broad  and  round  ligaments  were  greatlv  elongated  and  ap- 
peared to  share  relatively  in  the  changes  mentioned  above. 

In  this  case,  as  in  a  few  others,  he  measured  the  len<nh  of  the 
round  ligaments  and  found  them  ten  centimeters  in  lenoth  or 
double  the  normal.  As  the  cervix  could  be  made  to  touch 'the 
symphysis,  it  was  evident  that  the  posterior  ligamentarv  and  peri- 
toneal supports  were  inadequate  as  suspensories.  The  utero- 
sacrals  stood  out  with  greater  prominence  with  the  uterus  pressed 
against  the  symphysis,  and  one  could  clamp  and  excise  them  for 
further  study  if  desired. 

He  had  a  photograph  made  from  a  section  of  one  of  the  liga- 
ments in  the  case  under  description.  Nearly  all  of  the  mass  shown 
was  made  up  of  connective  tissue,  with  onlv  one  small  bundle  of 
fibers  about  one  millimeter  in  diameter.  He  took  this  section 
from  a  point  four  centimeters  from  the  posterior  margin  of  the 
cervix.  A  dissection  made  the  same  distance  from  the  sacro- 
iliac junction  showed  nothing  to  the  unaided  eve  but  loose  con- 
nective tissue.  After  satisfying  himself  that  the  uterosacral  liga- 
ments were  apparently  useless  in  nullipara  with  retroversion  pre- 
cisely similar  observations  were  made  upon  multipara 

A  patient  was  selected  who  had  borne  four  children  and 
who  had  a  considerable  degree  of  vaginal  relaxation  with  'retro- 
version and  descent  of  the  uterus.  The  patient  was  a  thin,  nervous 
woman,  who  had  the  usual  backache,  headache,  and  leucorrhea 
and  was  no  longer  able  to  attend  to  her  duties  as  housewife  This' 
woman  had  never  been  very  ill  at  any  time,  and  there  appeared 
to  be  very  little  evidence  of  organic  disease  except  the  changes  in- 
cidental to  visceral  prolapse.  Her  stomach  and  right  kidney  were 
markedly  lower  than  normal,  and  there  was  decided  intestinal 
pressure  upon  the  retroverted  fundus  and  the  cul-de-sac,  while 
the  patient  was  standing. 

All  of  the  measurements  taken  showed  an  additional  degree  of 
elongation  in  the  various  ligaments.    The  cervix  was  easily  drawn 
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outside  the  introitus,  and  the  whole  organ  could  be  removed  from 
the  abdomen  with  less  traction  than  in  the  previous  case.  A  dis- 
section of  the  utero-sacrals  proved  the  absence  of  a  perceptible 
amount  of  muscular  tissue,  but  the  microscope  showed  a  few 
bundles  in  the  magnified  drawing.  This  patient  was  a  victim  of 
Glenard's  disease,  and  the  author  confessed  to  a  feeling  of  help- 
lessness when  he  was  confronted  with  such  a  number  of  slight 
changes,  any  one  of  which  was  comparatively  unimportant,  yet  in 
the  aggregate  might  render  the  patient  (if  a  poor  woman)  an 
invalid.  Should  we  begin  by  shortening  the  round  and  utero- 
sacral  ligaments  to  overcome  a  retroversion  of  the  uterus,  which 
was  merely  a  part  of  the  trouble,  and  more  a  result  than  a  cause 
of  her  poor  health  ?  Or  should  we  attempt  treatment  of  the  enter- 
optosis  and  the  nephroptosis  ?  These  poor,  thin,  anemic  women, 
who  had  need  of  rest  and  forced  feeding  and  massage,  could  not 
be  easily  cured  by  the  application  of  a  pessary,  or  any  other 
method  of  holding  the  uterus  in  position,  as  might  be  done  tem- 
porarily, at  least,  by  a  ligament  operation. 

It  appeared  absolutely  impossible  to  retain  the  uterus  in  po- 
sition by  any  method  of  treating  the  uterosacral  ligaments,  which 
will  depend  upon  theii  muscular  strength.  It  was  possible  that 
temporary  benefit  might  be  obtained  by  folding  the  ligaments 
themselves,  shortening,  but  when  one  saw  the  whole  retrouterine 
peritoneum  so  loosely  attached  to  the  pelvis  he  should  not  be 
very  confident  of  success  after  the  operation.  Even  with  shorten- 
ing of  the  round  ligaments,  which  draw  the  uterus  in  anteversion, 
the  pressure  of  the  viscera  downwards  into  the  cul-de-sac  ex- 
erted with  great  force,  and  he  saw  no  reason  why  the  duplications 
of  the  ligaments  should  not  unfold  and  the  cervix  descend  as  be- 
fore. 

Operations  had  been  tried  by  English  operators,  having  in  view 
a  firm  attachment  of  the  uterosacral  ligaments  to  the  pelvic  brim. 
Jessett  attempted  to  secure  the  peritoneum  with  the  ligament  to 
the  periosteum  at  that  point.  His  method  had  not  be- 
come popular  and  very  few  surgeons  had  tried  it.  Bishop  had 
also  attempted  to  attach  the  upper  end  of  the  uterosacral  liga- 
ments to  the  pelvis  in  such  a  manner  as  to  provide  a  normal 
elastic  suspensory  ligament.  He  called  attention  to  the  frail  and 
attenuated  muscular  bands  which  were  overstretched  in  uterine 
displacements,  and  which  atrophied  when  torn  or  otherwise  in- 
jured. 

INVERSION  OF  THE  VAGINA,   WITH   THE  DESCRIPTION  OF  A  PRESUM- 
ABLY  NEW  OPERATION    FOR   ITS   RELIEF   OR  CURE. 

Dr.  Philander  A.  Harris  of  Paterson,  N.  J.,  employed  the 
term  inversion  of  the  vagina  to  indicate  complete  prolapse  of  that 
organ  and  the  consequent  descent  of  more  or  less  of  the  pelvic 
viscera  in  the  hernial  sac.  Inversion  of  the  vagina  could  only  be 
said  to  occur  where  the  uterus  or  most  of  it  had  been  removed. 
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He  had  encountered  three  cases  of  inversion  of  the  vagina,  in 
two  of  which  he  performed  primary  vaginal  hysterectomy.  The 
first  one  was  operated  on  about  seven  years  ago,  and  had  been 
lost  from  view. 

The  second  case  presented  itself  to  him  with  complete  inversion 
of  the  vagina  four  years  after  he  had  removed  her  uterus  by  the 
vaginal  route  for  fibroids.  This  patient's  uterus  had  not  come 
outside  of  her  body  at  any  time  preceding  the  hysterectomy.  She 
had,  however,  since  the  removal  of  the  uterus,  consulted  another 
physician,  who  performed  some  plastic  operation  on  the  vagina 
for  the  relief  of  the  inversion,  but  without  any  good  effect  what- 
ever. 

For  the  cure  of  the  inversion  of  the  vagina  he  operated  on  her 
in  the  Passaic  General  Hospital,  September  4,  1906. 

The  vagina  was  first  disinfected,  then  returned  to  place  and  so 
tightly  packed  with  to-and-fro  gauze  as  to  distend  it.  A  median 
line  suprapubic  incision  was  then  made,  the  round  ligaments 
found  and  dissected  from  their  imbedment.  A  hole  was  then 
made  at  each  side  of  the  vagina  near  its  fundus.  The  right  round 
ligament  was  threaded  through  these  apertures  from  right  to  left, 
and  the  left  ligament  was  made  to  transfix  the  vagina  by  thread- 
ing it  through  the  same  apertures  from  left  to  right.  Each  distal 
end  was  then  drawn  taut  and  sewed  to  the  base  of  its  fellow  and  ■ 
also  stitched  with  catgut  through  the  vagina  at  the  points  be- 
tween immergence  and  emergence.  A  small  perineorrhaphy  was 
then  resorted  to.  When  the  patient  left  the  hospital  the  fundus 
of  the  vagina  was  located  so  high  that  he  could  not  reach  it  with 
the  examining  finger.  Examination  of  the  case  three  months 
afterward  gave  no  evidence  of  prolapse  of  the  bladder,  rectum, 
vaginal  walls,  or  the  vagina  itself.  The  woman  lived  a  very  con- 
siderable distance  in  the  country  and  he  was  not  able  to  give  a 
later  report  than  that  previously  stated. 

The  second  and  last  case  upon  which  he  performed  this  opera- 
tion appeared  in  the  charity  service  of  one  of  the  hospitals  where 
he  worked,  with  a  history  that  she  had  suffered  for  many  years 
with  prolapse  of  the  uterus,  and  had  entered  a  neighboring  hos- 
pital, where  she  underwent  the  operation  of  vaginal  hysterec- 
tomy less  than  a  year  before  she  came  under  his  notice.  He 
found  complete  inversion  of  the  vagina  and  submitted  for  inspec- 
tion two  photographs  showing  the  condition.  She  was  operated 
from  above  in  the  same  manner  as  the  other  case  described,  ex- 
cepting that  he  denuded  the  mucous  membrane  of  the  vagina  at  its 
fundus  before  transfixing  it  with  the  ligaments,  and  he  also  pur- 
poselv  omitted  the  operation  of  perineorrhapy  in  order  that  he 
might  see  the  result  of  the  unaided  suprapubic  work.  In  this  case 
the  vagina  was  also  held  high  up.  There  remained,  however,  a 
degree  of  rectocele  for  which  he  performed  a  perineorrhaphy 
before  allowing  her  to  leave  the  hospital.     The  immediate  results 
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were  entirely  satisfactory,  but  it  was  too  soon  to  judge  of  the 
remote  effect  of  the  operation. 

Should  anyone  wish  to  perform  this  operation  of  transfixtion 
of  the  vagina  with  the  round  ligaments,  he  would  suggest  the  de- 
nuding of  the  mucous  membrane  at  the  fundus  of  the  vagina  be- 
fore transfixing  it  with  the  round  ligaments,  as  was  done  in  his 
second  operation. 

Inversion  of  the  vagina  would  succeed  procidentia  uteri  in  a 
considerable  proportion  of  all  cases  in  which  there  was  a  history 
of  the  uterus  having  come  out  of  the  body  before  the  hysterec- 
tomy, unless  while  removing  the  uterus  the  stumps  of  the  uterine 
ligaments  were  securely  fastened  in  the  fundus  of  the  vagina,  or 
to  the  remaining  uterine  neck.  Anchorage  of  the  uterine  liga- 
ments to  the  fundus  of  the  vagina  or  to  the  cervical  stump  was 
a  very  easy  matter  as  a  part  of  the  operation  of  suprapubic  hyster- 
ectomy in  the  hands  of  experienced  operators. 

It  is  probably  a  less  easy  task  to  effectually  anchor  the  uterine 
ligaments  to  the  vagina  in  infrapubic  hysterectomy.  In  removing 
the  uterus  for  any  purpose  by  the  suprapubic  route  the  stumps  of 
the  uterine  ligaments  should  be  drawn  taut  and  well  anchored  to 
the  stump.  Anyone  who  is  not  reasonably  certain  of  his  capabil- 
ity to  secure  properly  the  stumps  of  the  uterine  ligaments  to 
the  uppermost  part  of  the  vagina  as  a  part  of  vaginal  hysterec- 
tomy should  in  no  instance  attempt  to  remove  the  uterus  by  the 
vaginal  route  for  the  cure  of  procidentia  uteri,  for  the  reason  that 
the  ultimate  effects  of  a  considerable  proportion  of  all  such  cases 
would  be  failures,  for  the  reason  that  inversion  of  the  vagina 
would  simply  supplement  the  procidentia  uteri. 

Colpokleisis  was  doubtless  the  most  effectual  method  of  over- 
coming inversion  of  the  vagina,  but  the  consequent  loss  of  func- 
tion constituted  an  item  of  very  grave  importance.  The  degree 
of  help  obtained  from  the  so-called  colporrhaphies,  including  the 
operation  of  Le  Fort,  in  which  more  or  less  of  the  mucous  mem- 
brane of  the  vagina  is  removed,  constituted  procedures  from 
which  the  amount  of  relief  and  the  number  of  cures  appeared  to 
depend  to  a  very  considerable  degree  upon  the  extent  of  the  area 
of  mucosa  removed.  From  the  correspondence  he  had  had.  he 
had  formed  the  opinion  that  the  greater  the  amount  of  mucous 
membrane  removed  the  better  appeared  to  be  the  results,  so  far 
as  the  cure  of  the  inversion  was  concerned,  but  so  much  tissue 
was  removed  in  certain  instances  that,  although  the  inversion  was 
cured,  the  function  of  the  vagina  was  lost. 

The  results  obtained  by  a  number  of  surgeons  from  operations 
in  which  the  most  essential  element  was  a  fixation  of  the  bladder 
to  the  abdominal  wall  indicated  that  just  that  procedure  was  of 
great  benefit  to  these  cases.  The  excellent  results  reported  by 
two  surgeons  from  suturing  the  sacrouterine  and  round  liga- 
ments to  the  fundus  of  the  vagina  or  to  the  cervical  stump  consti- 
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tuted  a  surgical  procedure  which  was  well  worthy  of  careful  imi- 
tation, 

As  to  the  comparative  merits  of  that  operation  and  his  own  in 
which  an  equal  number  of  cases  were  reported  with  apparently 
equal  results,  he  had  little  to  say  other  than  that  the  threading  of 
the  round  ligaments  through  the  lumen  of  the  vagina  and  the 
preparation  of  the  field  and  sewing  it,  as  described,  struck  him  as 
possessing  all  the  merits  of  the  other  operation  and  possibly  some 
additional   advantages. 

OFFICERS. 

The  following  officers  were  elected  for  the  ensuing  year  ■ 
President,  Dr.  J.  Montgomery  Baldy  of  Philadelphia;  First 
Vice-President,  Dr.  I.  S.  Stone  of  Washington,  D.  C. ;  Second 
Vice-President,  Dr.  Malcolm  McLean  of  New  York  City  •  Treas- 
urer, Dr.  Charles  P.  Noble  of  Philadelphia  ;  Secretary,  Dr '  J  Rid- 
dle Goffe  of  New  York  City,  reelected ;  Member  of  'the  Council 
Dr.  Clement  Cleveland  of  New  York  City. 

Philadelphia  was  selected  as  the  place  for  holding  the  next  an- 
nual meeting.     Time,  fourth  Tuesdav  in  May,  1908. 
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Meeting  of  January  18,   1907. 
The  President,  G.  N.  Acker,  M.D.,  in  the  Chair 
Dr.  Miller  reported  a  case  of 


LARGE  PYONEPHROSIS. 


Mrs.  R.,  a  patient  of  Dr.  Thos.  Lee,  was  seen  by  me  December 
5,  1906.  She  was  30  years  old,  moderately  well  nourished,  and, 
except  during  her  pregnancy  a  few  years  ago,  had  enjoyed  fairly 
good  health.  During  that  pregnancy  a  little  over  two  years  ago 
she  had  an  attack  of  pyuria,  with  pain  and  tenderness  in  region 
of  left  kidney  and  fever.  A  diagnosis  of  a  pyonephrosis  was  made 
but  the  symptoms  soon  cleared  up  and  her  confinement  and  the 
puerperium  were  without  incident.  The  phvsician,  Dr.  McCor- 
mick,   reported  that  the  urine  became  normal.     The   following 
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notes  were  made  on  December  6:  Four  days  ago  she  began 
to  complain  of  severe  pain  in  the  left  abdomen  and  under  the  left 
ribs.  A  tumor  made  its  appearance.  The  urine  became  cloudy, 
and  on  examination  contained  pus.  The  tumor  would  vary  con- 
siderably in  size,  but  when  seen  by  me  December  5  was 
apparently  as  large  as  a  man's  head,  was  tense,  tender,  and 
appeared  to  be  attached  under  the  left  costal  margin.  The  tumor 
filled  the  whole  left  side  of  the  abdominal  cavity,  causing  it  to 
appear  considerably  larger  than  the  right  side.  It  extended  across 
the  middle  line,  and  to  the  brim  of  the  pelvis.  Percussion  over 
it  was  generally  tympanitic,  but  one  could,  in  places,  elicit  a 
flat  note.    There  was  no  fever,  little  or  no  nausea,  and  no  vomiting. 

The  vaginal  examination  showed  that  the  tumor,  while  extend- 
ing to  the  brim  of  the  pelvis,  was  not  connected  with  the  uterus. 

During  the  night  of  December  5  she  voided  large  quantities 
of  purulent  urine,  and  the  next  morning  the  tumor  was  con- 
siderably reduced  in  size,  and  was  not  so  tense  nor  so  tender  to 
pressure.  After  irrigating  the  bladder  thoroughly  and  with  the 
use  of  cocaine  the  bladder  was  examined  and  the  left  ureter 
catheterized.  The  mucosa  of  the  bladder  was  slightly  reddened 
but  no  ulceration  was  seen.  The  left  ureter  was  catheterized  by 
the  Kelly  method,  a  rather  large  ureteral  catheter  being  used. 

No  obstruction  was  met,  and  at  once  there  was  an  outflow  of 
purulent  urine.  It  flowed  in  a  steady  stream  for  one  and  one-half 
hours,  during  which  time  30  ounces  were  collected.  The  tumor 
gradually  diminished  in  size  and  finally  could  not  be  felt  at  all. 
Two  specimens  of  urine  were  submitted  to  Dr.  Nichols  for  exam- 
ination. One  was  the  urine  from  the  bladder  obtained  by  cathe- 
terization immediately  before  examination ;  the  other  was  urine 
from  the  left  kidney.    His  report  is  as  follows : 

LEFT    KIDNEY.  BLADDER. 

Amount 180  c.c.  14  c.c. 

Sp.  gr 1006  1015 

Per  cent,  urea   1%  1-55% 

Sed.  by  bulk About  1-300  1-3000 

Albumin    Small  trace  Smaller  trace 

Tubercle  bacilli   Not  found  

Sarcinse Large  number  

We  kept  her  in  bed  a  few  days,  then  put  on  an  abdominal 
support,  and  since  then  she  has  been  going  round  and  is  very 
comfortable,  and  has  had  no  return  of  tumor  or  pain.  There  has 
never  been  any  elevation  of  temperature.  Under  the  circum- 
stances what  is  the  proper  treatment  ? 

Dr.  Carr  said  that  the  proper  treatment  he  thought  would  be 
to  let  the  kidney  alone  as  long  as  the  patient  suffers  no  discom- 
fort from  it.     If  it  refills  an  exploratory  operation   (extra  perito- 
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ncal)  should  be  done  to  determine  the  nature  of  the  obstruction, 
which  is  probably  a  calculus.  It  would  hardly  be  advisable  to 
remove  the  kidney,  as  the  urinary  examination  shows  that  it  is 
doing  a  considerable  amount  of  work. 

Dr.  Thomas  asked  if  the  wax-tipped  bougie  had  been  used  to 
determine  if  a  stone  is  in  the  kidney. 

Dr.  Bovee. — One  should  determine  the  cause  of  the  pus  and 
of  the  obstruction  to  outflow  of  urine.  A  skiagraph  should  be 
made  to  determine  the  presence  of  a  calculus.  It  should  likewise 
be  ascertained  if  the  kidney  is  in  its  proper  position.  A  freely 
movable  kidney  with  a  kink  in  the  ureter  could  have  caused  the 
symptoms,  etc.  If  the  kidney  is  abnormally  mobile  it  is  advis- 
able to  fix  the  kidney.  If  the  urine  does  not  clear  up  a  nephrotomy 
is  advisable,  with  drainage,  and  then  if  pus  continues  the  kidney 
should  be  removed. 

Dr.  Miller  said  that  the  history  of  the  case  with  sudden  onset 
of  the  present  symptoms  and  signs  °-ave  him  an  impression  that 
the  trouble  may  have  been  due  to  a  kinked  ureter.  The  purulent 
urine  would  indicate  a  chronic  pyelitis  or  suppurative  nephritis, 
possibly  tuberculous  in  character.  He  thinks  the  advice  given 
by  Dr.  Carr  and  Dr.  Bovee  good,  and  will  try  to  determine  the 
cause  of  the  pus  and  the  origin  of  the  attack.  The  patient  is 
violently  opposed  to  any  operative  procedure,  and  for  the  present 
he  shall  have  to  be  content  with  observation. 

Dr.  Vaughan  read  the  paper  of  the  evening, 

VOLVULUS  OF  THE   INTESTINE.* 

Dr.  Carr. — The  most  important  practical  consideration  in  con- 
nection with  the  subject  is  the  means  of  making  an  early  diagnosis. 
From  the  fact  that  the  symptoms  vary  so  in  individual  cases 
(slight  symptoms  in  some  cases  or  vice  versa)  that  it  is  difficult 
to  diagnose  the  fact  that  there  is  a  serious  lesion  in  the  abdominal 
cavity  until  it  is  too  late.  These  cases  go  to  pieces  with  extreme 
suddenness.  He  cited  a  case  where  the  symptoms  were  not  severe, 
and  within  half  an  hour  there  was  a  sudden  collapse,  with  the 
passage  of  a  large  quantity  of  bloody  fluid  from  the  rectum.  He 
is  inclined  to  operate  early  in  suspected  cases  of  intestinal  obstruc- 
tion. The  reason  the  mortality  of  intestinal  obstruction  is  so 
great  is  the  difficulty  in  making  an  early  diagnosis  or  in  making 
an  early  operation.  When  blood  is  present  in  the  stools  and  vomit- 
ing, it  is  generally  too  late  to  do  any  good  by  operating.  At  times 
great  distention  will  cause  ulceration  and  bloodv  stools  and  vomit- 
ing. The  sigmoid  is  a  frequent  seat  of  volvulus,  and  it  may  be 
enormously  distended.  Some  abnormal  condition  is  always  at 
the  bottom  of  a  volvulus,  and  untwisting  of  the  gut  will  not  pre- 
vent a  recurrence.  The  usual  cause  is  an  unusually  long  mesen- 
tery. Some  operators  advise  stitching  the  bowel  to  the  abdominal 
wall.    One  advocates  plication  of  the  bowel.    Resection  is  probably 

*  See  original  article,  page  63. 
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the  best  treatment.  The  question  frequently  comes  up  whether 
or  not  one  should  resect  the  gut.  If  the  extent  of  bowel  involved 
is  not  too  great,  resection  is  generally  to  be  recommended.  It 
may  be  necessary  to  open  the  intestine  and  empty  the  bowel  by 
means  of  a  tube.  Moynihan  points  out  that  in  making  a  diagno- 
sis as  to  point  of  obstruction  when  the  cecum  is  distended  the 
obstruction  is  in  the  large  intestine. 

He  cited  a  case  where  the  patient  was  literally  drowned  in  his 
own  vomitus  while  being  operated  on.  An  important  thing  to  do 
before  operating  is  to  wash  out  the  stomach. 

Dr.  Bovee  said  that  there  were  two  causes  of  volvulus  not 
given  by  the  essayist,  i.e.  strangulation  from  Meckel's  diverticulum 
and  from  the  utero-suspensio  ligament.  He  wished  some  further 
information  as  to  how  to  tell  in  which  direcetion  the  twist  has  oc- 
curred. Volvulus  of  the  lar^e  intestine  is  the  most  common. 
One  of  his  earliest  cases  of  laparotomy  was  volvulus  of  the  sig- 
moid. The  patient  after  the  untwisting  of  the  volvulus  passed  a 
large  quantity  of  bloody  fluid  from  the  bowel  and  collapsed. 
One  case  had,  after  operation,  twenty-eight  movements  of  the 
bowels,  with  three  hemorrhages,  and  finally  a  continuous  move- 
ment of  bowels  and  death  from  exhaustion. 

Dr.  Sprigg  said  a  deep  impression  was  made  on  his  mind  by  the 
first  case  of  volvulus  which  he  saw.  The  case  was  a  boy  who 
was  operated  upon  by  Dr.  Ford  Thompson  after  he  had  been 
treated  by  cathartics  for  six  days.  When  the  abdomen  was  opened 
it  was  found  out  that  the  bowel  had  ruptured  and  one  and  one-half 
gallons  of  fluid  were  present  in  the  peritoneal  cavity.  He  lived  for 
two  and  one-half  years  afterward.  He  believes  in  early  operation. 
Purgatives  are  wrong  in  these  cases.  Enemata  should  be  used 
instead.  All  should  not  go  to  the  operating  table,  as  other  means 
may  relieve  in  some  instances.  In  a  case  coming  under  his  notice 
there  was  an  apparent  volvulus  of  the  sigmoid.  The  patient  was 
lying  on  his  left  side  and  turned  to  the  right  side  when  there  was 
a  sudden  violent  pain.  He  was  turned  back,  given  a  hypodermic 
of  morphia,  and  the  bowel  distended  with  water,  when  there  was  a 
distinct  gurgle  and  flop  and  the  pain  disappeared.  In  another 
case  the  child  had  a  mass  on  the  left  side  of  the  abdomen,  with 
vomiting.  The  child  was  inverted  and  the  rectum  filled  with 
water.  There  was  the  same  gurgling  sound,  the  vomiting  ceased, 
and  the  patient  recovered. 

Dr.  Vaughan  said  that  in  a  former  paper  he  had  given  all  the 
possible  causes  of  volvulus,  the  present  paper  being  written  to  add 
a  few  more  cases.  He  did  not  dwell  upon  that  side  of  the  sub- 
ject. He  cannot  remember  Meckel's  diverticulum  being  given  as 
a  cause  of  volvulus.  He  has  been  criticised  for  making  a  state- 
ment in  his  book  that  the  diagnosis  of  ileus  is  easy  to  make.  He 
repeats  that  it  is  easy  to  diagnose  ileus,  but  very  difficult  to  dif- 
ferentiate between  the  various  forms.  The  treatment  should  be 
operative  after  mild   measures   have   been   usd    for  moving  the 
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bowels.  He  has  no  confidence  in  the  method  of  inflating  bowel 
with  air  and  water.  The  cases  which  have  been  reported  cured 
by  this  means  would  probably  have  gotten  well  without  it.  There 
is  no  excuse  for  confusion  as  to  whether  the  twist  is  from  left 
to  right  or  vice  versa.  Imagine  yourself  in  your  patient's  position 
and  the  twist  is  from  left  to  right  like  the  hands  of  a  clock. 

He  hardly  touched  upon  the  treatment  in  his  paper.  Much 
might  be  said  upon  the  subject.  Resection  is  in  many  cases  the 
best  treatment.  He  does  not  believe  in  stitching  bowel  to  abdomi- 
nal wall.    Plication  is  advised  by  many. 


Meeting  of  February  1,  1907. 
The  President,  G.  N,  Acker,  M.D.,  in  the  Chair. 
Dr.  Fry  reported  a  case  of 

PUBIOTOMY. 

He  saw  the  case  Monday  night,  January  28,  1907,  in  consulta- 
tion with  Drs.  Luckett  and  Lewis.  The  previous  history  was  as 
follows :  Mrs.  W.,  set.  thirty-three,  II-para,  was  delivered  by  Dr. 
Luckett  five  years  ago  of  a  child  weighing  %]/2  pounds  after  a 
difficult  forceps  operation. 

Her  second  confinement  was  expected  December  29,  1906,  but 
she  did  not  come  in  labor  until  3  a.m.,  January  28.  The  large 
size  of  the  infant  and  the  degree  of  ossification  of  the  skull  indi- 
cated that  pregnancy  had  been  prolonged.  The  waters  escaped 
at  10  a.m.,  and  labor  pains  were  very  strong.  Dr.  Luckett  failed 
to  deliver  with  forceps  and  called  Dr.  Lewis  in  consultation. 
Forceps  were  aerain  employed  and  axis  traction  used.  Patient 
was  then  sent  to  the  George  Washington  Hospital  and  Dr.  Stone 
saw  the  case  in  consultation.  He  advised  symphyseotomy  or 
pubiotomy.  Dr.  Lewis  favored  Cesarean  section.  Dr.  Fry  was 
then  called  in  consultation  and  agreed  with  Dr.  Stone.  The  fetal 
heart  sounds  were  distinct ;  the  os  fully  dilated ;  head  at  the  brim  ; 
Caput  succedaneum  large;  external  conjugate  measured  17^ 
cm.  (7  in.);  obstetrical  conjugate  &/>  cm.  (3^  in.).  Catheter 
brought  about  two  ounces  of  bloody  urine. 

Cesarean  section  was  discarded  because  of  the  prolonged  efforts 
that  had  been  made  with  forceps  and  the  fear  that  injury  of  the 
bladder  had  occurred.  Pubiotomy  was  advised  because  of  minor 
degree  of  pelvic  contraction  and  the  full  dilatation  of  the  cervix. 

Patient  was  removed  to  the  operating  room  and  prepared.  A 
ligature  carrier  was  inserted  through  a  small  incision  above  the 
bone  and  about  one  cm.  to  the  left  of  the  median  line.  Guided 
by  the  finder  in  the  vagina  the  carrier  was  passed  behind  the 
bone  and  brought  out  through  the  skin  to  the  left  of  the  labium 
majus  about  on  a  line  with  the  clitoris. 
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Bone  readily  severed  about  one  cm.  to  left  of  symphysis  pubis 
with  the  Gigli  saw ;  forceps  applied  and  infant  easily  extracted. 
Infant  alive,  weight  ioy2  pounds.  The  bone  separated  about 
one  cm.,  but  later  to  five  or  six  cm.  The  pelvis  was  not  prop- 
erly sunnorted,  and  the  anterior  vaginal  wall  was  torn ;  sutured 
with  catgut.  The  child's  head  was  unusually  large  and  well  ossi- 
fied. The  anterior  fontanelle  was  nearly  closed.  Diameter  of 
the  head — occipito-frontal — i^l/2  cm.,  suboccipito-bregmatic,  12 
cm.,  biparietal  1 1  cm.  Pelvis  strapped  with  broad  adhesive  strap. 
Hot  intrauterine  douche,  sterile  water,  and  gauze  tampon.  Pa- 
tient had  no  shock.     Severed  ends  of  bone  in  close  opposition. 

(On  the  eighth  day  patient  was  allowed  to  turn  and  on  the  tenth 
day  to  sit  up  in  bed.  Finger  inserted  and  in  contact  with  bone 
failed  to  detect  any  motion.  Patient  removed  home  3l/2  weeks 
after  operation.  Baby  developed  meningeal  symptoms  and  died 
after  four  or  five  days.  Autopsy,  fracture  of  occipital  bone  in  two 
places  and  clot  at  base  of  brain.) 

Dr.  Luckett  said  that  he  had  attended  the  woman  in  a  former 
labor  in  which  the  child  was  delivered  with  forceps  with  the 
assistance  of  Dr.  Luckett,  Senior. 

Dr.  Stone  found  a  certain  number  of  things  which  he  might  do 
differently,  i.e.  he  would  make  the  incision  lower  and  as  far  as 
possible  from  the  vagina.  Any  incision  near  the  bone  would  prob- 
ably permit  the  saw  to  be  brought  out  of  the  same  incision.  The 
general  surgeon  would  probably  have  wired  the  bones  and  prob- 
ably with  advantage.  He  advised  pubiotomy  rather  than  Cesarean 
section  on  account  of  the  previous  use  of  the  high  forceps. 

Dr.  Lewis  said  that  it  had  been  emphasized  that  considerable 
force  had  been  employed  in  the  use  of  the  forceps  and  that  the 
injury  to  the  child's  head  had  probably  occurred  in  that  way.  He 
had  used  rather  powerful  traction,  and  the  bloody  urine  indicated 
that  injury  had  been  done  the  bladder.  He  was  glad  to  have 
seen  the  operation,  but  would  like  to  have  seen  better  results  to 
both  mother  and  child.  The  mother  has  had  considerable  fever 
and  the  child  died. 

Dr.  Carr  wished  to  put  himself  on  record  as  opposed  to  pu- 
biotomy. Symphyseotomy  is,  in  his  opinion,  a  better  operation. 
With  it  you  can  safely  separate  the  bones  2l/2  inches,  while  with 
pubiotomy  you  cannot  safely  separate  them  so  widely. 

Dr.  Vaughan  asked  whether  or  not  an  operation  had  been 
done  on  the  child  for  the  blood  clot.  There  is  no  reason  why  it 
should  not  be  done  in  children  as  well  as  adults ;  in  fact,  it  is 
an  easier  operation. 

Dr.  Fry  said  in  a  similar  case  he  would  do  the  same  operation 
again.  Various  methods  have  been  adopted.  Diihrssen  advo- 
cated bringing  the  saw  out  of  the  same  incision,  but  he  has 
abandoned  it.  He  would  not  eo  too  far  from  the  joint  on  account 
of  the  danger  of  injuring  the  obturator  vessels.  In  regard  to 
operating  on  the  infant  there  is  no  way  to  locate  the  site  of  the 
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hemorrhage.  He  has  no  anxiety  on  the  mother's  account.  The 
elevation  of  the  temperature  is  probably  due  to  the  tampon  of 
gauze  damming  back  the  uterine  secretions.  As  to  wiring  the 
bones  he  can  only  say  that  it  was  tried  in  symphyseotomy  and 
abandoned.  He  thinks  if  Dr.  Carr  would  read  the  recent  litera- 
ture on  the  subject  he  would  change  his  ideas  as  to  pubiotomy 
and  symphyseotomy.  Wiring  will  not  alone  hold  the  bones  in 
opposition,  and  the  other  methods  of  support  are  also  needed. 
One  can  get  as  wide  separation  in  pubiotomy  as  in  symphys- 
iotomy, as  the  distance  from  the  symphysis  to  the  point  where 
the  bone  is  sawed  through  is  only  j/2  cm. 
Dr.  Thomas  read  the  essay  of  the  evening, 

ABDOMINAL    SYMPTOMS    IN    PULMONARY    DISEASES    IN    CHILDREN.* 

Dr.  Adams  said  that  in  infants  under  two  years  abdominal 
symptoms  are  very  apt  to  be  present  in  pneumonia.  It  is  well  to 
remember  that  the  child  is  taught  to  refer  all  pain  to  the  abdomen ; 
consequently  it  is  not  surprising  that  the  pain  in  the  chest  should 
also  be  referred  to  this  part  of  the  body.  He  has  yet  to  see  a 
child  under  five  years  who,  if  asked  where  the  pain  of  a  pneu- 
monia is,  will  place  the  hand  over  the  area  of  consolidation.  The 
symptoms  may  simulate  gastrointestinal  disease  on  account  of 
the  medicines,  such  as  calomel,  that  are  given.  Pneumonia  in 
children  is  frequently  overlooked.  He  was  recently  called  in 
consultation  for  what  was  considered  ileus  for  which  an  operation 
had  been  proposed.  The  child  had  pneumonia  and  the  crisis 
came  in  twelve  hours.  He  saw  a  case  with  Dr.  Stone  where  the 
abdominal  symptoms  were  marked,  but  the  case  proved  to  be 
one  of  pneumonia.  Examples  like  those  given  by  Dr.  Thomas 
are  not  rare,  not  that  they  actually  come  to  the  operating  table, 
but  nearly  so.  In  making  the  diagnosis  of  pneumonia  the  ex- 
piratory grunt  is  characteristic,  as  it  is  seldom  seen  in  intestinal 
diseases. 

Dr.  Balloch. — The  paper  is  timely  and  instructive  and  of 
especial  interest  to  him  because  he  has  seen  a  case  where  the 
mistake  was  made  of  regarding  a  beginning  pneumonia  as  some 
abdominal  affection.  The  patient,  a  boy  of  ten  years  of  age, 
a  few  days  ill,  had  high  temperature,  rapid  pulse",  and  pain  in 
abdomen.  The  liver  seemed  enlarged  and  pain  and  tenderness 
were  present  in  the  right  upper  quadrant  of  the  abdomen.  There 
was  also  a  slight  yellowish  tinge  to  the  conjunctivae.  The  exam- 
ination of  the  lungs  was  negative.  Operation  showed  nothinq- 
abnormal  in  peritoneal  cavity,  but  pneumonia  developed  in  both 
lungs  with  a  fatal  termination.  Two  weeks  after  this  Richardson 
published  his  paper  on  the  subject.  In  every  case  where  the 
symptoms  point  to  abdominal  disease  one  should  make  a  careful 
*  See  original  article,  page  33. 
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examination  of  the  chest.     This  is  particularly  true  of  children. 

Dr.  Morgan  does  not  believe  mistakes  of  the  kind  are  gener- 
ally made,  but  wonders  that  more  abdomens  are  not  opened  where 
pulmonary  disease  gives  rise  to  the  symptoms.  Pneumonia  com- 
plicated by  abdominal  disease  does  occur.  In  nearly  all  cases 
where  the  pain  is  referred  to  the  abdomen  diaphragmatic  pleurisy 
is  present  and  unless  there  is  pleurisy  abdominal  pain  is  not 
present.  The  essayist  has  gone  fully  into  the  nerve  supply  which 
explains  why  this  is  true.  Dr.  Adams  says  that  infants  refer 
pain  to  abdomen.  Earache  is  certainly  an  exception.  Pneumonia 
may  be  confounded  with  abdominal  diseases  not  only  on  account 
of  the  pain  but  because  it  frequently  begins  with  loose  bowels. 
Pneumonia  is  at  times  thought  to  be  typhoid  fever  where  the 
former  is  not  of  a  frank  variety  and  there  is  diarrhea.  He  calls 
to  mind  a  case  of  pneumonia  accompanied  with  icterus  where  the 
pneumonia  was  not  suspected  for  days. 

Dr.  Vaughan. — The  paper  emphasizes  the  fact  that  a  great 
many  mistakes  in  diagnosis  are  made.  The  mistake  is  an  old 
one  and  it  is  impossible  at  times  to  tell  whether  the  process  is  in 
the  chest  or  abdomen.  It  is  surprising  that  more  mistakes  of  the 
kind  are  not  made.  Dr.  Richardson  is  nearly  correct  when  he 
says  that  it  is  safer  to  operate  too  often  even  at  the  risk  of  making 
this  mistake  than  to  delay  operation  in  certain  acute  abdominal 
affections.  He  has  seen  cases  (purulent  pericarditis  and  pleurisy) 
where  the  process  (inflammatory)  extends  from  the  lungs  to  the 
peritoneum,  and  has  also  seen  the  infection  extending  in  the 
o*^osite  way.  It  is  impossible  to  make  a  diagnosis  in  a  certain 
number  of  cases,  but  there  are  certain  signs  which  aid,  i.e.  rigidity 
is  not  so  great  where  the  process  is  not  in  the  chest,  and  waiting 
will  also  at  times  make  the  diagnosis  clear.  Often,  however, 
it  is  not  safe  to  wait.  He  has  just  had  a  case  of  round  ulcer 
with  perforation  and  general  peritonitis  where  waiting  caused 
harm. 

Dr.  Lewis  asked  if  Dr.  Thomas  had  ever  seen  a  case  of  pneu- 
monia in  which  there  was  complete  paralysis  of  the  alimentary 
tract.    He  had  a  case  of  this  nature  which  proved  fatal. 

Dr.  Balloch. — The  essayist  said  that  one  sign  was  that  the 
rigidity  disappeared  in  the  interval  between  respirations.  With 
a  patient  breathing  40-50  times  per  minute  this  sign  would  be 
difficult  to  get. 

Dr.  White  thinks  that  in  the  cases  where  the  mistake  has  been 
made  the  disease  was  not  a  frank  pneumonia.  He  cannot  under- 
stand why  a  pneumonia  of  the  upper  right  lung  should  cause 
pain  in  the  left  lower  abdomen.  The  abdominal  pain  in  pneu- 
monia is  not  limited  entirely  to  children.  The  only  case  which 
has  come  under  his  observation  was  an  adult.  In  abdominal  pain, 
etc.,  pointing  to  appendicitis  he  does  not  see  how  we  can  wait 
two  or  three  days  to  see  if  a  pneumonia  will  develop. 
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Dr.  Miller  thought  the  paper  an  excellent  one.  It  emphasizes 
the  necessity  of  doing  what  is  so  frequently  neglected  before 
operation,  i.e.  of  making  a  thorough  general  examination  of  the 
patient.  It  impresses  also  the  necessity  to  make  if  possible  a 
diagnosis  of  the  condition  for  which  we  are  going  to  operate, 
something  that  has  for  years  been  regarded  by  him  as  essential 
to  good  abdominal  surgery.  We  should  not  only  know  that  there 
is  an  abdominal  condition  requiring  surgical  interference,  but 
should  know  just  what  that  condition  is,  as  it  may  materially 
modify  the  nature  of  the  surgical  interference  to  know  this.  The 
pulmonary  affection  and  the  abdominal  disease  may  at  times  co- 
exist and  we  should  not,  because  we  find  a  pleurisy  or  an  area 
of  bronchopneumonia,  neglect  to  look  for  an  appendicitis,  a  liver 
abscess,  etc.  Numerous  authors  have  written  concerning  the 
prevalence  of  appendicitis  during  epidemics  of  influenza  and  we 
know  also  the  numerous  cases  of  pneumonia  which  also  result 
from  influenza.  The  possibility  of  the  coexistence  of  pneu- 
monia and  appendicitis  following  an  attack  of  grippe  was 
impressed  on  him  by  the  case  of  a  little  girl  upon 
whom  he  and  Dr.  Bowen  operated  for  appendicitis  which 
occurred  immediately  following  an  attack  of  grippe.  There 
was  no  doubt  about  the  diseased  appendix,  and  although 
chloroform  was  given  in  verv  small  quantities,  in  twelve  hours 
the  child  had  a  chill  and  very  high  temperature  and  died  of  pneu- 
monia. With  intestinal  obstruction,  especially  volvulus  and 
strangulated  hernia,  pulmonary  affections  are  very  apt  to  follow, 
and.  at  times,  do  also  accompany  them,  so  that  we  may  have  both 
conditions  existing  at  once. 

Dr.  Loren  Johnson  said  that  he  had  frequently  noticed  that 
immediately  before  operation  the  surgeon  would  ask  the  interne 
if  the  patient's  heart  and  lungs  were  all  right,  and  wondered  that 
heart  and  lung  lesions  do  not  oftener  exist  unsuspected  where 
patients  are  operated  on  for  appendicitis,  etc. 

Dr.  Thomas  in  closing  said  that  the  discussion  of  his  paper 
showed  that  when  a  rare  subject  is  brought  up  more  cases  are 
always  brought  to  light.  His  paper  dealt  only  with  children. 
He  had  seen  more  cases  in  adults  and  cited  a  case  of  the  kind 
recently  seen  at  the  Emergency  Hospital,  also  a  case  of  pul- 
monary tuberculosis  which  he  had  sent  to  the  sanitarium  near 
Washington.  As  to  the  relaxation  of  the  rigidity  of  the  abdomen 
at  the  end  of  the  expiratory  act,  there  is  an  instant  of  absence  of 
the  rigidity  which  we  cannot  elicit  in  peritonitis.  Many  authors 
refer  to  it  and  it  is  a  valuable  sign. 

In  the  majority  of  the  reported  cases  no  peritonitis  existed,  so 
that  there  was  no  coexistence  of  the  two  affections.  In  Dr. 
Lewis's  case  the  phrenic  nerve  was  probably  involved.  Head 
believes  the  phrenic  and  sympathetic  nerves  are  involved  in  these 
cases  and  has  shown  that  reflex  pains  can  be  caused  in  the  head, 
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thighs,  etc.,  due  to  inflammatory  lesions  in  the  lungs  and  pleura. 
The  paper  was  written  to  show  that  the  mistake  of  confounding 
pulmonary  with  abdominal  diseases  and  the  best  way  to  prevent 
this  occurring  is  to  bear  in  mind  the  possibility  of  mistaking 
lung  for  abdominal  disease.  Many  of  the  reported  cases  have 
been  carried  to  the  surgeon,  who  discovered  the  true  condition. 
Cases  where  the  diseases  coexist  are  very  rare. 
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Meeting  of  May  1,  1907. 
The  President,  Dr.  H.  R.  Spencer,  in  the  Chair. 
A  short  communication  was  read  by  Dr.  C.  R.  Porter 

on  a  case  of  intraperitoneal  rupture  of  the  bladder  occur- 
ring  DURING    LABOR. 

A  primipara,  aged  thirty-two,  who  had  never  complained  of 
previous  bladder  trouble  of  any  kind,  was  seen  forty-eight  hours 
before  labor  had  really  commenced  on  account  of  vague  pains 
referred  chiefly  to  the  sacral  region  and  which  were  thought  by 
the  patient  to  be  labor  pains.  There  was  then  no  undue  dis- 
tension of  the  bladder  to  be  made  out  by  abdominal  examina- 
tion. Urine  had  been  passed  that  day.  Two  days  later  labor 
pains  started  in  earnest,  but  medical  aid  was  not  summoned  until 
twelve  hours  had  elapsed.  The  nurse  in  attendance  gave  a  his- 
tory that  labor  had  been  progressing  in  the  ordinary  way  for 
about  twelve  hours,  when,  during  a  pain,  the  patient  suddenly 
cried  out  that  "something  had  given  way  inside,"  and  from  that 
moment  became  very  ill  indeed.  When  seen  the  patient  looked 
very  ill,  the  pulse  was  very  rapid,  the  tongue  dry,  and  the  ab- 
domen was  much  distended  and  tympanitic.  Ordinary  labor 
pains  were  not  to  be  distinguished  from  the  acute  general  ab- 
dominal pain  complained  of,  though  some  contractions  of  the 
uterus  were  still  to  be  made  out.  The  child  was  lying  in  the 
first  vertex  position,  the  os  uteri  fully  dilated,  and  the  head  well 
down  in  the  pelvis.  Labor  was  not  apparently  obstructed  ex- 
cept by  the  absence  of  efficient  uterine  contractions.  It  was 
thought  that  some  grave  intraperitoneal  catastrophe  had  com- 
plicated labor,  and  in  view  of  the  serious  condition  of  the  patient 
chloroform  was  at  once  administered  and  a  full  term  well-nour- 
ished male  child  was  easilv  delivered  with  forceps.  After  some 
post  partum  hemorrhage  the  uterus  contracted  down  well.  The 
umbilical  cord  was  nearly  pulseless  on  delivery  and  the  child 
died   in   about   an   hour.      The    general    abdominal    pain    ceased 
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to  be  complained  of  after  delivery.  The  general  condition  of  the 
patient  had  not  improved  five  hours  afterwards,  the  pulse  and 
respiration  being  still  very  rapid  and  the  abdominal  distension 
considerable.  Twenty-four  hours  after  delivery  the  patient  had 
not  passed  urine,  had  vomited  frequently,  and  was  obviouslv 
worse.  It  was  decided  to  risk  her  removal  to  hospital  eight 
miles  distant.  On  admission  she  was  much  collapsed.  A  catheter 
specimen  yielded  about  four  ounces  of  almost  pure  blood.  The 
patient  was  anesthetized,  the  abdomen  opened  in  the  middle  line 
below  the  umbilicus.  A  considerable  quantity  of  urinous  fluid 
mixed  with  serum  escaped  from  the  general  peritoneal  cavity. 
The  stomach  was  enormously  distended  with  gas,  which  was 
evacuated  by  a  small  trocar  thrust  into  the  anterior  wall  of 
the  stomach  after  extending  the  abdominal  incision  upwards. 
This  made  examination  much  easier,  and  a  small  vertical  rent 
about  one  and  one-half  inches  long  was  found  in  the  upper  and 
posterior  aspect  of  the  bladder  to  the  right  of  the  middle  line. 
This  was  closed  by  Lembert  sutures  and  the  abdomen  sewn 
up  with  silkworm  gut,  the  lower  angle  of  the  wound  being 
drained  with  a  large  rubber  tube.  The  patient  was  not  very 
markedly  worse  for  the  operation,  but  died  from  shock  about  six 
hours  later.    No  autopsy  was  allowed. 

A  paper  was  read  by  Mr.  Alban  Doran  on 

A   CASE   OF    MALIGNANT   VAGINAL    POLYPUS    SECONDARY   TO    AN    AD- 
RENAL TUMOR   OF  THE   KIDNEY. 

A  married  uniparous  woman,  aeed  forty,  suffered  from  rigors 
and  sweats  in  September,  1906.  A  mass  was  detected  in  the 
vagina,  and  a  small  tumor  in  the  right  iliac  fossa.  The  vaginal 
growth  was  a  racemose  body  attached  by  a  well-defined  pedicle 
to  the  lower  part  of  the  anterior  wall  of  the  vagina;  its  lobules, 
more  or  less  necrosed,  were  shed  from  time  to  time.  Three 
sessile  growths  lay  in  the  posterior  wall,  the  mucosa  over  one 
was  pigmented.  In  November  the  author  removed  the  abdomi- 
nal tumor,  which  proved  to  be  a  malignant  adrenal  growth  in 
the  urmer  part  of  the  right  kidney.  The  patient  declined  to 
allow  a  second  operation  for  the  extirpation  of  the  vaginal 
growths ;  lobules  of  the  pedunculated  tumor  continued  to  come 
away.  She  survived  the  nephrectomy  three  months.  After  death 
secondary  deposits  were  discovered  in  the  liver  and  right  lung; 
their  presence  in  the  lung  had  been  diagnosed  before  death.  On 
microscopical  examination  it  was  found  that  the  vaginal  tumors, 
as  well  as  the  growths  in  the  liver  and  lung,  were  of  the  adrenal 
type,  and  therefore  secondary  to  the  tumor  in  the  kidney. 

In  this  case  a  pedunculated  tumor  developed  in  the  vagina, 
the  slow,  constant  sloughinp"  of  its  lobules  probably  accounting 
for  the  rigors.  The  tumor  bore  characters  usually  associated 
with  the  tvpe  of  new  growth  known  to  pathologists  as  "primary 


I32  BRIEF   OF   CURRENT   LITERATURE. 

sarcoma  of  the  vagina  in  the  adult"  (Gow,  Veit).  Secondary 
deposits  in  the  lung  have  been  recorded  (Herzfeld,  Bajardi)  and 
pigmentation  has  been  observed  (Horn,  Morestin,  Boldt).  In 
the  author's  case,  however,  sections  of  the  lobules  shed  from  the 
pedunculated  tumor  showed  the  same  structures  as  was  seen  in 
sections  from  the  renal  tumor.  Hence  there  could  be  no  ques- 
tion of  coincidence  of  a  primary  vaginal  sarcoma  and  an  adrenal 
tumor  or  "hypernephroma"  of  the  kidney ;  the  latter  being,  with- 
out doubt,  the  primary  growth. 

Dr.  Beckett  Overy  described  a  similar  case  in  which  a  poly- 
poid mass  had  been  found  attached  to  the  anterior  vaginal  wall. 
This  was  removed  and  a  large  tumor  in  the  right  side  of  the 
abdomen  was  discovered.  Two  months  later  the  vaginal  growth 
had  recurred  and  it  was  again  removed.  The  patient  died  a 
month  later.  The  postmortem  examination  showed  that  the 
abdominal  tumor  was  primary  and  was  a  malignant  adrenal 
tumor  starting  in  an  adrenal  rest.  There  were  numerous  sec- 
ondary deposits  in  the  liver  and  lungs,  sections  of  which  showed 
more  or  less  typical  adrenal  tissue. 

Specimens. — Mr.  J.  Bland  Sutton  showed  a  uterus  four 
years  after  Cesarean  section  in  which  the  sutures  used  to  close 
the  uterus  at  the  time  of  the  operation  were  still  visible. 

Dr.  Lewers  showed  two  specimens  (and  sections  under  the 
microscope)  of  cancer  of  the  cervix  removed  by  operation,  one 
twenty  years  ago,  and  one  eleven  years  ago,  the  patients  at  the 
present  time  remaining  free  from  recurrence. 

Dr.  May  Thorne  showed  a  uterus  removed  by  operation  in 
which  there  was  a  villous  malignant  tumor  as  well  as  a  fibroid 
undergoing  sarcomatous  change. 
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OBSTETRICS. 


Glycogen  Contained  in  the  Maternal  Liver  in  Pregnancy 
and  the  Puerperium,  in  the  Placenta,  and  in  the  Liver  of  the 
Fetus. — E.Opocher  (Annali  di  Ostet.  c  Gin.,  March,  1907)  has 
conducted  two  series  of  experiments  on  rabbits  to  ascertain  the 
amount  of  glycogen  contained  in  the  maternal  and  fetal  livers 
during  pregnancy  and  the  puerperium.  His  conclusions  are 
given  in  a  summary.  In  pregnancy  there  is  an  increased  amount 
of  glycogen  in  the  liver.  This  increase  is  not  regular  and  pro- 
gressive, but  more  marked  during  the  last  months  of  pregnancy 
than  in  the  earlier  part.  If  this  increase  of  glycogen  depends  on 
changes  in  metabolism  in  pregnancy  the  variation  depends  prob- 
ably on  the  amount  of  glycogen  needed  by  the  fetus  in  the  various 
epochs  of  intrauterine  life,  which  is  much  greater  in  the  early 
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months  than  later.  The  reason  for  this  increase  is  to  prepare  an 
amount  of  material  to  be  used  in  lactation  and  for  the  labor  and 
to  aid  the  maternal  system  in  eliminating  the  poisons  which 
accumulate  during  pregnancy.  The  glycogen  in  the  placenta 
which  maintains  an  equilibrium  throughout  pregnancy,  stands  in 
evident  relation  with  the  variations  of  hepatic  glycogen  in  the 
mother  and  the  fetus.  In  the  first  days  of  the  puerperium  the 
reserve  of  glycogen  is  consumed  rapidly,  the  cause  of  its  increase 
having  passed  away. 

Therapeutic  Indications  in  Cancer  of  the  Uterus  Complicat- 
ing Pregnancy.— Oui    (Ann.  de  Gyn.  et  d'Obst,  April,   1007) 
considers  the  influence  of  pregnancy  upon  the  development  of 
cancer,  and  the  influence  of  cancer  on  the  progress  of  pregnancv 
and  on  the  fetus.    The  author  believes  that  it  is  impossible  to  sav 
positively  that  the  occurrence  of  pregnancy  causes  a  more  rapid 
development  of  the  cancer.     For  the  mother  mortality  immedi- 
ately following  labor  and  the  puerperal  state  is  not  the  result  of 
the  cancer  alone,  but  of  infection,  and  may  be  most  favorablv  mod- 
ified by  the  skill  of  the  physician.     For  the  child,  interruption  of 
labor  before  the  arrival  at  term  may  kill  it  in  about  one-quarter 
of  the  cases,  while  a  rapid  and  well-conducted  intervention  will  in 
most  cases  bring  about  successful  delivery  at  term.     As  to  the 
care  of  the  patient  during  pregnancy  we  must  distinguish  between 
operable  and  inoperable  cases.    If  inoperable  onlv  palliative  treat- 
ment for  the  mother  is  to  be  considered.     In  operable  cases   dur- 
ing the  first  two  months,  with  a  small  cancer  distinctly  localized 
hysterectomy  is  permissible.     Later  premature  accouchement  is 
not  permissible.     Curettage  of  fungosities  and  amputation  of  the 
cervix  should  be  proscribed,  since  they  sacrifice  the  child  and  do 
not  help  the  mother.     Hysterectomv  should  be  done  earlv    not 
waiting  for  the  time  of  labor  at  term,  since  the  child  is  se'ldom 
benefited  and  the  mother  will  be  sacrificed  bv  the  loss  of  her  chance 
of  successful  operation.     The  conduct  of  labor  will  depend  on 
whether  a  small  or  a  large  part  of  the  cervix  is  involved  in  the 
cancer.     If  the  cancer  is  small  dilatation  may  be  possible    and 
labor  may  terminate  naturally,  though  slowlv.     All  forcible  ex- 
tractions should  be  proscribed,  a  Cesarean  section  being  done  in 
preference  when  it  is  necessary  to  interfere  to  save  the  child. 
If  the  cancer  is  inoperable,  a  Porro  operation  is  most  successful  in 
prolonging  the  life  of  the  mother.     The  Cesarean  section  must 
be  done  earlv,  before  the  child  has  been  weakened  bv  prolonged 
efforts  at  delivery.     In  operable  cancer  the  section  should  be  fol- 
lowed by  an  immediate  hysterectomy,  which  removes  the  source 
of  possible  puerperal  infection  and  the  growth  at  the  same  time. 

Pregnancy  and  Smallpox.— Queirel  (Ann.  de  Gyn.  et 
d'Obst.,  March,  1907)  states  that  the  occurrence  of  smallpox  in 
a  pregnant  woman  is  very  unfavorable,  as  abortion  is  very  apt  to 
occur,  and  both  fetus  and  mother  may  die.  More  than  fifty  per 
cent,  of  the  mothers  die  in  some  epidemics.     This  is  due  to  the 
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severity  of  the  disease,  which  when  confluent  is  always  fatal. 
When  discrete  it  may  not  cause  abortion.  In  slight  cases  there 
are  no  untoward  effects  on  child  or  mother.  Many  mothers  who 
abort  do  not  die  as  a  result,  but  all  who  die  do  abort,  unless  the 
case  has  been  so  rapid  that  labor  could  not  take  place  before  death 
ensued.  An  interesting-  question  is  why  the  abortion  takes  place. 
After  a  discussion  of  the  various  theories  advanced  to  account 
for  its  occurrence,  the  author  concludes  that  it  is  due  to  the  trans- 
mission of  the  microbe  of  variola  to  the  fetus,  which  causes  sep- 
ticemic phenomena  and  microscopical  lesions  of  the  placenta.  The 
period  of  pregnancy  at  which  the  disease  occurs  has  no  influence 
on  the  induction  of  abortion  or  on  the  gravity  of  the  prognosis. 
As  to  the  treatment  of  the  condition,  the  author  recommends  as  a 
prophylactic  the  vaccination  and  revaccination  of  pregnant  women 
in  times  of  epidemics  of  smallpox,  with  a  view  to  preventing  the 
infection. 

Diagnosis  of  Early  Pregnancy. — L.  J.Ladinski  (Med.  Record, 
April  13,  1907)  describes  as  diagnostic  of  early  pregnancy  the 
following  sign  elicited  by  bimanual  palpation.  Frequently  as  early 
as  the  fifth  week,  but  always  in  the  sixth  week,  there  can  be  felt 
in  the  median  line  in  the  anterior  wall  of  the  body  of  the  uterus 
just  above  the  junction  of  the  body  and  cervix  a  circular  area  the 
size  of  the  tip  of  the  finger,  which  presents  the  sensation  of  an 
elastic  fluctuation.  This  area  increases  in  size  in  a  crescentic 
manner,  until  between  the  third  and  fourth  month,  when  nearly 
the  entire  anterior  body,  with  the  exception  of  the  upper  crescent 
of  the  fundus,  partakes  of  this  change,  and  gives  the  cystic  fluc- 
tuating feel  to  the  examining  finger.  The  change  appears  in  the 
anterior  wall  of  the  uterus  when  the  uterus  is  in  the  normal  posi- 
tion or  slightly  anteverted,  but  in  extremely  retroverted  or  retro- 
flexed  uteri  the  elastic  area  appears  in  the  posterior  wall,  but 
instead  of  being  perceptible  in  the  fifth  or  sixth  week  of  preg- 
nancy is  usually  felt  in  the  sixth  or  seventh  week.  In  incomplete 
abortion  or  subinvolution  there  is  a  change  in  the  consistency  of 
a  similar  area  of  the  uterine  wall,  but  while  in  pregnancy  the  feel 
of  this  area  is  distinctly  elastic  or  cystic,  the  sensation  obtained' 
in  subinvolution  and  incomplete  abortion  is  soft  and  doughy. 

Lymphatic  Glands  in  Pregnancy. — A.  W.  Meyer  (Surg.,  Gyn. 
and  Obst.,  May,  1907)  has  studied  clinically  the  lymph  nodes  of 
59  pregnant  women.  The  axillary  and  inguinal  lymph  nodes  were 
found  palpable  in  98.3  per  cent,  of  all  cases ;  the  submaxillary  in 
74.6;  the  supratrochlear  in  30.5;  the  posterior  auricular  in  10.1. 
Progressive  enlargement  of  the  axillary  lymph  nodes  was  noted  in 
25.4  per  cent,  of  all  cases;  of  the  inguinal,  in  15.2  per  cent.  The 
enlargement  of  the  submaxillary  nodes  was  invariably  due  to 
affections  of  the  teeth,  mouth,  or  throat.  The  suprahyoid  nodes 
were  palpated  in  one  case  only.  No  cause  could  be  found.  A 
more  or  less  marked  enlargement  of  the  axillary  nodes  coincident 
with  lactation  was  observed  in  62.5  per  cent,  of  the  cases  exam- 
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ined  approximately  three  days  post  partum.  No  similar  enlarge- 
ment of  the  inguinal  nodes  was  observed,  save  in  one  case,  in 
which  there  was  a  marked  leucorrhea.  No  general  enlargement 
of  the  lymph  nodes  was  observed.  The  enlargement  noticed  in 
the  axillary,  inguinal,  and  submaxillary  regions  is  thought  to  be 
largely,  if  not  wholly,  due  to  local  causes,  dependent,  in  the  case  of 
the  axilla  and  the  groin,  upon  pregnancy ;  in  the  case  of  the  sub- 
maxillary region,  upon  affections  of  the  teeth,  gums,  mouth,  and 
throat.  In  the  negro  women  the  nodes  were  found  larger,  and 
oftener  became  enlarged,  shown  especially  in  the  axillary,  sub- 
maxillary, supratrochlear,  and  posterior  auricular  regions.  These 
differences  are  thought  to  be  due  mainly  to  larger  and  better  func- 
tionating breasts,  and  to  greater  neglect  of  the  teeth  in  case  of 
the  axillary  and  submaxillary  nodes,  respectively,  and  to  the 
greater  frequency  of  affections  of  the  scalp  in  the  negro  race  as 
regards  the  posterior  auricular  group.  Discrepancy  in  size  be- 
tween the  nodes  on  the  right  and  left  sides  of  the  body  were  com- 
mon in  the  submaxillary  region,  infrequent  in  the  axilla,  and  rare 
in  the  groin.  Fluctuations  in  size  during  the  period  of  observa- 
tion varied  similarly,  save  that  they  were  more  frequent  in  the 
axilla  after  the  onset  of  lacation.  These  fluctuations  in  size  were 
often  sudden  and  marked  in  case  of  the  submaxillary  and  axillary 
nodes,  but  always  gradual  and  slight  in  case  of  the  inguinal  group. 
No  new  formation  of  lymph  nodes  was  observed. 

Exophthalmic  Goiter  in  Relation  to  Obstetrics  and  Gyne- 
cology.— Sir  Halliday  Croom  (Edin.  Med.  Jour.,  May,  1907) 
says  that  while  exophthalmic  goiter  is  a  comparatively  frequent 
disorder  of  women,  its  combination  with  pregnancy  is  very  rare, 
as  is  shown  by  its  absence  from  the  records  of  15,000  hospital 
cases,  while  he  has  seen  only  twelve  personally.  The  influence  of 
pregnancy  upon  exophthalmic  goiter  is  very  uncertain,  and  in  the 
majority  of  cases  it  aggravates  it.  The  effect  of  exophthalmic 
goiter  on  pregnancy  is  practically  nil,  and  most  pregnancies  com- 
plicated with  exophthalmic  goiter  follow  a  regular  even  course. 
Of  the  accidents  that  occur  the  most  frequent  is  hemorrhage,  and 
occasionally  abortion.  The  relation  between  pelvic  disease  and 
exophthalmic  goiter  is  rare,  and  the  effect  of  exophthalmic  goiter 
on  the  reproductive  system  is  in  recent  cases  to  cause  irregular 
menstruation,  mostly  in  the  direction  of  menorrhagia,  while  in 
very  advanced  cases  it  may  cause  amenorrhea.  It  is  apparent, 
therefore,  that  girls  suffering  from  exophthalmic  goiter  need  not 
be  precluded  from  marrying  and  from  pregnancy.  If  pregnancy 
occurs  there  is  no  reason,  except  in  advanced  cases,  to  interrupt 
the  pregnancy,  even  in  spite  of  the  fact  that  the  children  of  women 
with  exophthalmic  goiter  may  be  expected,  according  to  some 
authorities,  to  develop  neuropathic  manifestations. 

Remote  Causes  of  Perineal  Lacerations. — Frank  Hinchey 
(Surg.,  Gyn.,  and  Obst.,  May,  1907),  discusses  this  subject  from 
the  standpoint  of  development.     He  believes  that  disproportion 
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of  the  head  to  outlet  is  due  to  man's  subversion  of  the  law  of  the 
struggle  for  existence  and  the  law  of  sexual  selection,  by  virtue 
of  which  subversion  an  excessive  range  of  variation  is  permitted 
to  obtain.  The  resistance  of  the  perineum  is  due  to  the  necessary 
development  of  a  pelvic  floor  to  support  the  superimposed  viscera, 
in  consequence  of  the  attainment  of  an  upright  posture.  In  devel- 
oping this  floor,  the  levator  and  muscle,  coccygeus  muscle,  and 
pelvic  fascia  draw  forward  the  caudal  vertebrae,  causing  elimina- 
tion of  the  tail,  and  fusion  of  the  lower  sacral  vertebrae,  with 
changes  in  the  innominate  bones. 

Valvular  Disease  of  the  Heart  in  Pregnancy  and  Labor. — 
F.  S.  Newell  (Surg.,  Gyn.,  and  Obst.,  May,  1907)  says  that  any 
organic  heart  lesion,  even  if  perfectly  compensated  under  normal 
conditions  of  life,  should  arouse  apprehension  and  call  for  con- 
stant watchfulness  if  pregnancy  supervenes.  In  case  pregnane}' 
comes  as  a  complication  when  the  heart  lesion  is  imperfectly  com- 
pensated, the  indication  is  for  immediate  relief  by  emptying  the 
uterus,  since  a  heart  which  is  not  able  to  care  for  its  ordinary  work 
has  no  chance  of  supporting  the  added  burden  of  pregnancy. 
When  a  previously  well-compensated  heart  fails  under  the  extra 
work  thrown  on  it  by  pregnancy,  an  attempt  may  be  made  to 
restore  compensation  by  rest  and  appropriate  treatment,  but, 
unless  these  measures  are  promptly  successful,  the  heart  must  be 
relieved  by  the  removal  of  the  extra  burden.  In  any  case  in  which 
an  organic  heart  lesion  can  be  demonstrated,  even  though  it  may 
have  caused  no  symptoms  during  pregnancy,  labor  should  be 
regarded  with  apprehension,  and  every  means  should  be  taken  to 
shorten  the  strain  of  labor,  and  thus  relieve  the  heart  of  its  extra 
burden,  although  it  may  seem  to  be  doing  its  work  satisfactorily. 

Treatment  of  Placenta  Praevia  in  General  Practice. — Johannes 
Fiith  (Zent.  f.  Gyn.,  March  23,  1907)  discusses  the  proper  han- 
dling of  placenta  praevia  outside  of  the  hospital.  Tamponade  was 
the  first  measure  introduced  to  lessen  the  hemorrhage  while  wait- 
ing for  dilatation  of  the  cervix  and  delivery.  Next,  it  was  pro- 
posed to  perform  combined  version,  allowing  the  child's  head  to 
act  as  the  tampon.  Later  the  metreurynter  or  inflated  rubber  bag 
was  used  as  a  tampon,  at  the  same  time  dilating  the  cervix. 
When  the  cervix  is  entirely  closed  the  finger  can  generally  produce 
sufficient  dilatation  to  introduce  the  uninflated  bag.  The  author 
has  collected  726  cases  of  placenta  praevia  delivered  by  the  mid- 
wives  of  Koblenz.  Delivery  occurred  in  137  cases  spontaneously; 
in  484  by  version ;  42  times  by  traction  ;  23  times  by  forceps ;  once 
by  perforation.  Twelve  women  died  before  delivery  was  accom- 
plished. In  27  the  manner  of  delivery  was  not  stated.  Of  the 
mothers,  143  died.  In  186  cases  pains  succeeded  the  first  hemor- 
rhage ;  in  535  there  was  an  interval  of  davs,  weeks,  or  months 
before  labor  came  on.  Of  these  first,  96  were  tamponed ;  90  were 
not.  Of  the  second  category,  349  were,  and  186  were  not  tam- 
poned. Of  these  last  untamponed  women  30  died.  Of  the  750 
children  383  were  born  alive,  367  dead.     In  51  cases  no  physician 
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could  be  gotten  at  the  time  of  hemorrhage.  This  shows  th^t 
there  are  great  difficulties  in  the  way  of  treatment  of  placenta 
previa  outside  of  the  hospital.  Tamponing  is  much  less  danger- 
ous when  it  can  be  carefully  watched.  In  the  author's  ten  case.; 
there  were  always  two  physicians  in  charge.  The  balloon  was 
introduced  in  the  morning,  so  as  to  deliver  at  night. 

GYNECOLOGY   AND   ABDOMINAL   SURGERY. 

Abdominal  Drainage. — Robert  C.  Coffey  {Jour.  Amcr.  Med. 
Assn.,  March  16,  1907)  has  studied  this  subject  by  making  a 
cast  of  the  peritoneal  cavity  of  a  dead  bodv  and  from  this  another 
cast  representing  the  abdominal  cavity.  This  was  then  sawed 
into  sections.  From  these  the  writer  was  able  to  determine  the 
relative  depths  of  various  portions  of  the  abdominal  and  pelvic 
cavities.  He  concludes  that  gravity  is  the  most  important  prin- 
ciple in  peritoneal  drainage,  therefore  drainaee  must  reach  the 
most  dependent  point  of  the  cavity  to  be  drained.  The  patient 
must  be  placed  in  the  position  that  would  naturally  cause  the 
fluids  in  the  peritoneal  cavity  to  gravitate  to  the  drain,  always 
bearing  in  mind  the  anatomy  of  the  three  anatomical  cavities  or 
basins.  Gauze  or  capillary  drainage  is  the  most  widely  applicable 
and  useful  of  all  drains  if  used  in  sufficient  quantity  to  preclude 
its  being  choked  by  debris  and  provided  the  drain  is  as  large  in 
circumference  at  its  exit  as  it  is  at  any  point  within  the  cavity, 
and  provided  it  is  in  contact  with  abundance  of  dressings  on 
the  outside.  Gauze  drainage  is  a  very  dangerous  agent  if  all  the 
foregoing  principles  are  not  kept  in  mind  in  its  application.  If 
a  surgeon  remembers  that  his  drain  ceases  to  be  effective  in  a 
few  hours,  he  places  it  with  the  idea  of  removing  septic  fluid 
in  the  shortest  time  possible  according  to  the  principles  of  drain- 
age, and  usually  gets  results.  If  he  is  deluded  by  the  belief 
that  his  drainage  will  continue  to  work  for  days  and  that  fluid 
will  run  up  hill  to  get  to  the  drain,  he  will  usually  place  his  drain 
accordinglv,  and  is  consequently  disapnointed  in  drainage.  If 
a  surgeon  habitually  removes  gauze  drainage  before  it  is  loosened 
hy  the  natural  process,  a  large  per  cent,  of  his  cases  will  have 
secondary  sepsis,  post-operative  obstruction,  or  post-operative 
hernia.  Drainaee  (except  a  small  precautionary  cigarette  or 
tubular  drain)  can  rarelv  be  safelv  removed  until  the  fifth  or 
bixth  day — manv  times  are  best  left  till  the  end  of  two  or  three 
weeks.  Capillarv  drainage  is  inefficient  for  draining  defined  ab- 
scess cavities.  Tubular  drainage  is  aporopriate  for  defined  ab- 
scess cavities,  but  is  an  uncertain  drain  in  the  free  peritoneal 
cavity  except  when  aided  bv  gravity. 

Painful  Peritoneal  Adhesions. — Henri  Violet  (Gas.  des  Hop., 
April  18.  1907)  says  that  pelvic  peritoneal  adhesions  left  after 
-an  old  peritonitis  may  constitute  alone  an  affection  that  will 
bring  the  patient  to  the  physician.     There  may  result  occlusion 
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of  the  intestine,  acute  or  chronic,  digestive  troubles,  or  simply 
attacks  of  pain.  There  is  often  so  little  relation  between  the  sub- 
jective conditions  and  the  findings  upon  abdominal  examination 
that  the  patient  is  treated  as  a  neuropath.  These  results  may 
come  after  a  violent  attack  of  peritonitis,  of  which  the  patient 
will  give  a  history,  or  there  may  not  be  any  remembrance  of  the 
attack,  so  slight  was  it  and  so  gradual  has  been  the  appearance 
of  the  symptoms.  The  author's  case  presented  intestinal  occlu- 
sion, with  such  severe  abdominal  pains  as  to  incapacitate  the 
patient  for  work,  yet  she  had  no  remembrance  of  the  slight 
attack  of  peritonitis,  due  to  a  blow  on  the  abdomen,  that  had 
been  the  starting  point  of  the  whole  process.  There  were  marked 
adhesions  to  the  omentum  over  the  front  of  the  abdomen,  and 
bridges  of  tissue  which  compressed  the  sigmoid  flexure  and  pro- 
duced partial  occlusion.  The  patient  had  been  treated  for  neu- 
rosis. After  the  liberation  of  the  adhesions  she  found  herself 
entirely  restored  to  health  and  able  to  do  hard  work.  The  results 
of  these  adhesions  may  be  divided  into  three  groups :  Pain  and 
functional  disorders ;  intestinal  strangulation ;  affections  which 
present  all  the  characteristics  of  some  abdominal  disease.  There 
mav  have  been  an  acute  peritonitis  of  the  intestinal  tract,  entirely 
cured  and  leaving  behind  only  adhesions.  There  may  have  been 
tubercular  peritonitis  of  low  degree  evolving  a  fibrous  condition 
and  recovering  entirely,  with  the  exception  of  the  adhesions. 
These  adhesions  become  painful  when  they  interfere  with  the 
intestinal  circulation,  simulating  painful  intestinal  contractions. 
There  may  be  adhesions  about  an  ovarian  tumor.  There  are  al- 
ways adhesions  about  large  umbilical  or  inguinal  hernise.  The 
peritoneum  and  abdominal  organs  are  among  the  most  insensible 
in  the  body.  The  pain  caused  by  intestinal  peritonitis  is  due  to 
rubbing  of  the  intestine  against  the  abdominal  walls ;  but  when 
the  peritoneum  is  inflamed  the  excitabilitv  becomes  marked  and 
much  pain  results.  Distention  and  stretching  of  old  adhesions 
or  twisting  of  the  contained  organs  will  cause  pain.  Menstrual 
congestion  also  causes  sensitiveness.  Treatment  is  separation  of 
the  adhesions  and  prevention  of  their  recurrence. 

Action  of  Morphine  Upon  the  Female  Genital  Organs. — 
Lutaud  (Jour,  dc  Med.  de  Paris,  April  13,  1907)  says  that  in  the 
course  of  a  large  experience  with  chronic  morphine  takers  he  has 
observed  that  it  stops  menstruation  and  produces  an  artificial 
menopause.  Tf  the  drug  is  withdrawn  menstruation  will  again 
appear.  It  also  takes  away  the  possibility  of  conception  and  all 
sexual  desire.  The  same  is  the  experience  with  men.  These 
facts  mav  be  utilized  in  the  treatment  of  women  who  are  the 
subjects  of  menorrhagia  and  metrorrhagia  in  preventing  the  flow 
of  blond.  Such  cases  are  menorrhagia  without  lesions  in  which 
the  flow  of  blood  is  such  as  to  exsanguinate  and  to  threaten  life. 
In  such  cases  the  use  of  morphine  will  preserve  life  and  the 
patient  need   not   necessarily   acquire   the   morphine   habit..      In 


BRIEF   OF    CURRENT    LITERATURE. 


1 39 


fibroids  that  are  inoperable  it  is  possible  by  the  judicious  use  of 
morphine  to  tide  over  the  time  until  the  atrophic  changes  of 
the  menopause  stop  the  hemorrhages.  In  uterine  cancer  the  first 
duty  of  the  physician  is  to  make  his  patient  a  morphine  user. 
It  not  only  makes  life  tolerable  by  stopping  pain  and  hemor- 
rhage, but  in  some  cases  prolongs  life  for  several  years.  Its  effect 
is  to  retard  vital  exchanges  and  secretions,  and  at  the  same  time 
to  delav  the  growth  of  the  neoplasm. 

The  Seroreaction  of  Syphilis.— C.  Levaditi    {La  Presse  Med., 
May  22,  1907)  means  by  the  seroreaction  of  syphilis  a  biological 
reaction   analogous    to   seroagglutination    permitting   the    recog- 
nition of  the  syphilitic  antibodies.    In  man  and  monkeys  the  virus 
of  syphilis  exists  in  cutaneous  or  visceral  lesions,  in  the  blood  and 
the  affected  organs  in  the  form  of  the  organisms  discovered  by 
Schaudinn  and  Hoffmann.     They   also  contain   the   products  of 
these_  organisms,  and  there  are  developed  specific  antibodies  in 
the  tissues.     The  seroreaction  permits  us  to  recognize  the  pres- 
ence of  infection  in  old  cases  when  we  cannot  find  the  micro- 
organisms themselves.     The  method  of  Bordet  and  Genou  is  to 
be_  applied  to  these  researches  in  the  blood,  lymph,  and  cerebro- 
spinal fluid.     Absence  of  hemolysis  indicates' the  fixation  of  the 
complements  by  the  antibodies.     The  antibodies  cannot  be  found 
by  any  observers  in  the  blood  of  individuals  not  infected  with 
syphilis,  but  they  can  be  found  in  the  great  number  of  syphilitic 
persons  in  the  blood  and  tissues.     The  antibodies  have  also  been 
found   in  the  blood  of  infants  affected   with   heredo-syphilis,   in 
the  placenta  of  these  infants,  in  the  primary  and  secondary'  le- 
sions, in  infected  lymphatic  glands,  condylomata,  gummata,  and 
serpigenous  ulcers.     In  monkeys  one-half  of  the  organs  contain 
them.    The  antibodies  of  syphilis  have  been  found  in  the  cerebro- 
spinal  fluids   of  tabetics   and   general   paralytics.        The   mono- 
nuclear leukocytes  take  an  active  part  in  the  formation  of  these 
antibodies.     These  observations  may  lead  to  very  precious  results 
concerning  the  distribution  of  the  syphilitic  virus  in  the  infected 
organs,  the  variations  of  their  condition  in  different  tissues,  and 
their  preservation  for  varying:  lengths  of  time  in  different  cases. 
Thev  may  aid  in  diagnosis  of  latent  syphilis  and  the  knowledge 
of  definite  cure  of  old  cases.     But  the  method  now  in  use  is  too 
slow  and  complicated  to  be  used  for  diagnosis  at  the  bedside. 

Primary  Cancer  of  the  Vagina  and  Its  Operative  Treatment 
—J.  Jacob  {Zent.  f.  Gyn.,  April  13,  1907)  says  that  this  affec- 
tion is  comparatively  rare  and  occurs  in  general  after  the  meno- 
pause. This  rarity  is  due  to  the  small  number  of  glands  in  the 
vaginal  walls  and  the  small  amount  of  vascular  tissues,  as  well 
as  the  ease  of  regeneration  of  the  vaginal  epithelium.  There  is 
much  difference  of  opinion  as  to  its  operative  treatment.  It 
usually  occurs  in  multipara.  It  may  be  diffuse  in  form,  or  be- 
gin with  small  circumscribed  nodules,  which  become  crater-form 
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ulcers.  It  generally  occurs  on  the  posterior  vaginal  wall,  which 
is  most  exposed  to  irritation  and  erosion,  and  in  the  upper  third. 
It  is  one  of  the  most  malignant  types  of  growth,  quickly  involv- 
ing the  underlying  connective  tissue  and  the  neighboring  organs. 
This  rapid  involvement  depends  on  the  small  amount  of  muscu- 
lar tissue  in  its  walls  and  on  the  lymphatic  connections,  which  go 
to  the  broad  ligaments  and  the  rectum.  From  the  vaginal  wall 
the  cancer  soon  passes  to  the  cervix  by  the  lymphatic  glands 
as  well  as  by  implantation  of  cancer  particles.  The  prognosis  is 
very  bad  and  recurrence  frequent.  Treatment  can  only  be  by 
operation,  and  there  are  several  methods  of  approach :  by  vagina, 
by  the  perineum,  and  by  the  sacrum.  The  uterus  must  be  extir- 
pated at  once,  on  account  of  the  facility  of  recurrence  in  it,  as 
well  as  the  possibiltv  of  hematometra  or  hydrometra  if  it  is  left 
behind.  The  author  describes  the  operation  in  two  typical  cases 
of  vaginal  cancer  in  women  forty-four  and  fifty-seven  years  of 
age.  He  used  the  perineal  operation,  by  which,  although  the 
operation  is  long,  the  cancer  is  kept  entirely  outside  the  wound, 
lessening  the  danger  of  implantation;  bleeding  is  not  very  great; 
there  is  room  for  the  operation ;  extirpation  of  the  uterus  is  easy, 
and  there  is  enough  material  left  to  make  a  useful  vagina  in 
married  women. 

Hypertrophic  Stenosing  Tuberculosis  of  the  Urethra  in  the 
Female. — Henri  Hartmann  {Rev.  Fran,  dc  Med.  ct  Cliir..  April 
25,  1907)  states  that  although  tuberculosis  with  stenosis  of  the 
urethra  is  rare  in  the  female  he  believes  that  when  looked  for  it 
will  be  found  to  be  more  frequent  than  has  been  supposed.  The 
case  that  he  describes  occurred  in  a  woman  of  twenty-seven  years 
of  age,  who  had  had  symptoms  of  difficult  and  painful  micturition 
for  many  years.  Treatment  instituted  had  made  her  worse  rather 
than  better.  Examination  showed  a  stenosis  of  the  urethra  from 
the  presence  of  a  tuberculous  mass  about  the  urethral  orifice,  in 
the  midst  of  which  the  small  meatus  was  seen  on  a  rida:e  of 
tuberculous  tissue.  Excision  of  the  prowth  and  reunion  of  the 
mucous  membrane  of  the  urethra  with  that  of  the  vulva  gave 
immediate  and  permanent  relief.  Stenosis  of  the  female  urethra 
from  cicatrization  is  rare.  The  author  believes  this  to  be  the 
first  published   case  of  urethral  tuberculosis. 

DISEASES   OF   CHILDREN. 

Severe  Anemia  in  a  Child. — Charles  E.  Teeter  (Jour,  .liner. 
Med.  Assn.,  Feb.  16,  1907)  reports  what  appears  to  be  a  case  of 
toxemia  of  unknown  origin  in  a  child  six  years  of  age,  producing 
a  rapid  destruction  of  red  cells,  with  marked  stimulation  of  the 
bone  marrow  and  spleen,  the  cells  characteristic  in  the  adult  of 
myelogenous  leukemia  appearing  in  the  blood.  Since  it  is  not 
unusual  in  children,  during  the  initial  rise  of  a  severe  leukocytosis, 
to  find  immature  forms  in  the  circulation,  including  myelocytes 
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and  nucleated  red  cells,  the  author  recognizes  that  this  case  is 
probably  one  of  unusually  high  count  accompanying  a  severe  in- 
fection with  great  destruction  of  red  cells.  The  onset  was  sud- 
den, with  headache,  malaise,  nausea,  and  fever,  followed  by  vom- 
iting and  hematuria,  and  signs  of  pericarditis,  with  some  effusion. 
The  liver  was  somewhat  enlarged ;  the  spleen  was  palpated  two 
inches  below  the  free  border  of  the  ribs.  Blood  examination 
showed  1,530,000  red  cells,  132,800  white,  20  per  cent,  hema- 
globin.  Differential  count  gave  polynuclear  neutrophiles,  58.75 
per  cent.;  lymphocytes,  19.5  per  cent.;  unclassified,  6  per  cent.; 
mononuclears  and  transitional,  4.25  per  cent. ;  basophiles,  5  per 
cent. ;  myelocytes,  10.75  Per  cent. ;  Turke's  cells,  0.25  per  cent. 
There  were  20,000  nucleated  red  cells  per  c.mm.,  of  which  megalo- 
blasts  were  10  per  cent.,  normoblasts  68  per  cent.,  metrocytes  19 
per  cent.,  microblasts  1  per  cent.  Red  cells  subsequently  reached 
1,000,000,  white  132,000,  hemaglobin  still  20  per  cent.  After  the 
eleventh  day  improvement  was  quite  rapid,  and  in  three  months 
the  hemaglobin  reached  100  per  cent,  and  the  child  seemed  per- 
fectly well. 

Pseudo-Rheumatism  Accompanying  Parotiditis. — E.  Sorel 
(Ann.  de  Med.  ct  Chir.  Inf.,  Feb.  1,  1907)  reminds  us  of  the 
many  forms  of  pseudo-rheumatism  accompanying  the  various  in- 
fectious diseases,  such  as  diphtheria,  scarlet  fever,  typhoid,  etc. 
He  adds  the  description  of  a  generalized  pseudo-rheumatism  oc- 
curring in  the  course  of  an  attack  of  mumps.  Bacteriological  and 
microscopic  examinations  of  the  fluid  in  the  joints  were  made. 
There  was  a  marked  effusion  into  the  knee  and  other  joints,  fol- 
lowed by  plastic  exudation.  There  was  no  heart  complication. 
The  bacteriological  investigations  were  negative.  Some  authors 
have  isolated  from  the  secretions  in  mumps  microorganisms  of 
the  micrococcus  tetragenus  type,  which  is  generally  found  in  pure 
culture  in  epidemic  diseases.  The  blood  examination  showed 
many  polynuclears,  lymphocytes,  and  large  mononuclears.  Mono- 
nucleosis was  the  characteristic  of  the  articular  fluid  in  this  case, 
while  in  true  rheumatism  polynucleosis  is  the  rule. 

Treatment  of  Chronic  Coryza  of  Scrofulous  Children. — E. 
F.  Christin  (Le  Progres  Med.,  March  23,  1907)  describes  the 
treatment  of  chronic  coryza  in  children  of  scrofulous  diathesis  by 
the  use  of  the  warm  arsenical  waters  of  the  springs  at  Borboule, 
France.  There  are  many  children  from  six  to  fifteen  years  of 
age  that  are  pale,  with  anxious  expression,  and  suffering  from  a 
continual  mucopurulent  discharge  from  the  anterior  and  posterior 
nares,  without  odor.  This  is  swallowed,  and  runs  over  the  lips. 
Rhinoscopic  examination  shows  an  atrophic  mucous  membrane 
and  masses  of  mucopus.  Posteriorly  there  are  seen  large  pale 
vegetations  and  traces  of  operative  interference.  The  pharyngeal 
tonsil  is  ridged  and  the  hollows  contain  mucopus.  The  glands 
of  the  neck  are  enlarged.     There  are  frequent  complications  re- 
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suiting  from  infection  of  the  auditory  apparatus  and  larynx,  as 
well  as  a  tendency  to  bronchitis  and  tuberculosis.  The  general 
condition  is  the  main  cause  of  the  affection,  not  the  local  lesions. 
The  position  of  Borboule,  on  elevated  ground,  is  of  value  cli- 
matically. The  valley  is  protected  from  the  north  winds  and 
opens  toward  the  south.  The  effect  of  the  arsenical  water  on 
the  general  health  is  marked.  It  is  also  useful  at  the  normal  warm 
temperature  of  the  springs  in  the  form  of  douches  to  the  nasal 
mucous  membrane.  It  produces  a  congestion  of  the  respiratory 
mucous  membrane  and  an  increased  capillary  and  glandular  activ- 
ity which  is  of  great  value  in  such  cases.  The  arsenic  in  the 
water  also  has  an  effect  on  the  mucous  membrane. 

Surgical  Treatment  of  Empyema. — Samuel  Lloyd  (.Ann. 
Surg.,  Mar.,  1907)  says  that  the  usual  operations  for  empyema 
are  based  upon  the  idea  that  when  the  lung  has  once  fully  col- 
lapsed and  become  firmly  adherent  the  pulmonary  pleura  has  lost 
its  expansibility,  so  that  it  will  not  allow  sufficient  reexpansion  to 
allow  the  pulmonary  and  parietal  surfaces  to  come  into  contact. 
In  the  author's  operation  the  opening  in  the  chest  is  made  in  the 
usual  way,  and  should  take  in  from  one  to  three  or  four  ribs,  ac- 
cording to  the  size  of  the  cavity  and  the  difficulty  of  reaching  the 
collapsed  lung.  In  young  children  one  rib  is  usually  sufficient. 
The  piece  removed  should  be  from  2  1-2  to  3  inches  in  length,  and 
as  a  general  rule  the  sixth,  seventh,  and  eighth  are  selected.  The 
pleura  is  incised,  and  the  accumulated  fluid  is  allowed  to  drain 
away  gradually  at  first.  Ether  is  the  anesthetic  of  choice,  for 
the  reason  that  we  can  have  the  patient  under  complete  anesthe- 
sia until  the  ribs  are  removed,  and  the  effects  of  the  ether  narcosis 
last  longer  than  the  other  anesthetics  after  stopping  the  admin- 
istration. Before  opening  the  pleura,  the  anesthetic  should  be 
completely  stopped,  in  order  that  if  we  get  a  sudden  expansion 
of  the  lung  by  its  breaking  away  from  its  retaining  adhesions  we 
may  not  get  an  overdose  of  the  anesthetic,  and  in  order  that  dur- 
ing the  remainder  of  the  operation  the  patient  may  be  gradually 
coming  out  from  the  effects  of  the  anesthetic.  As  soon  as  the 
fluid  has  drained  away,  the  opening  in  the  pleura  is  made  suf- 
ficiently large  to  enable  the  operator  to  make  a  thorough  explora- 
tion of  the  whole  pleural  cavity,  and  to  accurately  locate  the  po- 
sition of  the  collapsed  lung.  If  there  are  large  masses  of 
coagulated  lymph  filling  the  cavity  or  adhering  to  the  pleura,  they 
should  be  at  once  scraped  away,  using  a  curette  if  necessary.  The 
finger  is  then  swept  upward,  if  the  lunr  is  in  the  apex,  until  its 
margin  is  recognized,  and  a  separation  of  the  adhesions  is  carried 
on  in  exactly  the  same  way  that  we  separate  the  adhesions  in  the 
peritoneum.  If  these  adhesions  are  so  firm  that  they  will  not  yield 
readily  to  the  sweep  of  the  finger  along  the  pleural  surfaces,  the 
lung  should  be  raised  and  a  curved  ^eriosteotome  swept  along  the 
parietal  surfaces  until  the  adhesions  are  freed.    During  the  prog- 
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ran  of  this  maneuver  the  sensitiveness  of  the  pleura  asserts  itself, 
and  the  partially  anesthetized  patient  begins  to  cough  with  each 
sweep  of  the  finger  over  its  surface.  With  each  forced  expiration 
expansion  in  the  lung  is  seen  to  take  place,  until  when  the  ad-' 

wm°fiisi  Z   1  y  biroken  up  ^  lung'  with  its  Pleural  co-ri4, 

will  fil  the  pleural  cavity  and  even  press  outward  through  the 
wound  If  the  lung  is  compressed  against  the  side  and  attached 
to  the  diaphragm,  it  is  advisable  to  loosen  the  diaphragmatic  ad- 
hesions first.  As  for  as  possible  the  operator  should  keep  in  con- 
act  with  the  paneta  pleura  during  the  separation  of  adhesions 
to  avoid  tearing  the  lung.  If  a  vessel  is  opened  in  some  portion 
of  the  lung  that  is  not  directly  under  the  field  of  observation  the 
operator  should  at  once  have  the  anesthetist  put  back  his  anes- 
thetic and  bring  the  patient  under  complete  narcosis.  The  Inner 
will  then  again  collapse  and  the  bleeding  will  either  stop  from 
his  alone  or  it  can  be  found  and  controlled  either  by  means  of 
the  i^aquelin  cautery  or  any  other  measure  that  may  seem  ad- 

^  h"    ^V?°n,fS,Mhe  lUUg  iS  fuIly  exPanded>  a  drainage  tube 
with  broad,  flat  ends  like  a  spool  is  inserted,  the  skin  wound  closed 
around  the  tube  and  a  voluminous  dressing  applied      The  after 
treatment  is  the  same  as  in  other  operations  for  empyema. 

Treatment  of  Harelip  and   Cleft  Palate.— G.   V.  I    Brown 
(Jour ■  Amer  Med.  Assn.,  Mar.  2,  1907)  says  that  the  reasons  ad- 
vanced by  the  advocates  of  operation  within  three  months  after 
birth  are  that  there  is  less  nervous  shock  because  the  nervous 
system  of  the  child  is  not  well  developed  and  the  child  is  not 
capable  of  receiving  the  same  impressions  that  it  would  later  in 
lite;  that  there  is  better  reaction  and  less  shock  in  young  children 
because  of  less  alarm  and  dread;  that  there  is  less  deformity,  for 
they  claim  all  the  tissues,  bony  as  well  as  soft,  develop  naturallv 
and  according  to  accepted  types;  and  that  there  is  development 
such  as  will  allow  normal  speech  to  follow  when  the  child  reaches 
speaking  age.     He  says  that  anv  estimation  of  the  mortality  re- 
sults of  early  operations  is  misleading,  as  many  cases  die  of  inan- 
ation  even  without  the  added  strain  of  an  operation      He  calls 
attention  to  the  fact  that  infantile  mortality  and  susceptibility  to 
infection  are  greatest  during  the  first  year,  and  that  in  all  prob- 
ability the  resisting  power  is  greater  after  that  time.     While  it 
is  more  convenient  to  operate  upon  the  cleft  nalate  before  closino- 
the  hp  fissure,  proper  adjustment  and  fixation  of  the  maxillary 
bones  in  their  right  relation  and  better  circulation  for  the  nu- 
trition of  flaps  are  secured  by  closure  of  the  lip  borders  and  an- 
terior portions  of  the  palate,  and  so  this  contributes  to  a  success- 
ful result  when  the  palate  fissure  is  closed.    Early  closure  may  in- 
terfere with  development  of  the  teeth  and  so  cause  facial  deform- 
ity by  influencing  the  shape  of  the  maxillary  bones,  nares   orbits 
and  palate.    Complete  stenosis  of  one  naris  or  partial  of  both  may 
also  result  from  closure  of  the  palatal  fissure  by  immediate  pres- 
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sure.  The  writer  favors  placing  a  strip  of  zinc  oxide  plaster 
across  the  lip  fissure  immediately  after  birth  and  renewing  this 
from  day  to  day  with  increased  tension  as  the  parts  are  brought 
into  closer  opposition.  This  prevents  increase  of  deformity  by 
muscular  action,  brings  the  sides  into  symmetrical  position,  ac- 
customs the  child  to  tension  upon  the  lip  so  that  it  is  less  likely 
to  attempt  to  tear  out  sutures  after  operation,  teaches  it  to  take 
nourishment  more  naturally,  and  by  closing  the  wide  opening 
leads  to  proper  breathing,  which  might  be  difficult  after  the  opera- 
tion if  the  child  had  previously  had  the  larger  air  passage.  The 
writer  thinks  that  several  slight  operations  with  sufficient  intervals 
are  less  dangerous  than  a  single  more  radical  procedure.  The 
anesthetic  should  be  given  only  in  sufficient  quantity  to  avoid 
actual  pain.  Scrubbing  and  alcohol  only  should  be  used  to  dis- 
infect the  mucosa  before  the  operation  and  hydrogen  peroxide 
used  to  clean  the  palate  after  it.  All  the  operations  should  be 
completed  before  speech  habits  are  fixed. 

Cases  Allied  to  Amaurotic  Family  Idiocy. — Amaurotic  fam- 
ily idiocy  presents  the  following  characteristic  features :  Pro- 
gressive mental  weakness ;  inability  to  hold  up  the  head ;  muscular 
wasting  and  cachexia,  which  leads  to  a  fatal  termination  at  the 
age  of  from  two  to  three  years ;  convulsions  and  exaggerated  re- 
flexes ;  amaurosis  with  changes  in  the  eye  grounds.  The  latter 
show  a  white,  bluish  area  in  the  macular  region,  in  the  center  of 
which  is  a  cherry-red  spot.  The  affection  occurs  in  early  infancy 
in  individuals  of  the  same  family  and  often  in  Russian  Hebrews. 
In  two  cases  reported  by  Alfred  Gordon  (Ar.  Y.  Med.  Jour.,  Feb. 
16,  1907)  and  somewhat  resembling  the  above  condition,  both 
patients  were  early  found  to  be  blind.  The  girl,  now  thirteen 
years  old,  is  totally  blind ;  the  boy,  at  nine  years,  is  so  to  a  great 
extent.  Mental  deficiency  was  noticed  since  infancy,  especially 
in  the  girl.  The  patients  are  brother  and  sister,  the  children  of 
Russian  Hebrews.  There  is  optic  nerve  atrophy,  though  the 
cherry-red  spot  in  the  macula  is  absent.  The  writer  thinks  that 
in  amaurotic  family  idiocy  some  profound  anomalies  of  the  duct- 
less glands  may  be  the  real  cause  of  the  anomalous  condition  of 
the  cells  of  the  nervous  system.  In  one  case  which  he  quotes  a 
small  thymus  was  found;  in  another  the  suprarenals  were  pale, 
yellow,  firm,  and  each  contained  a  central  cavity.  Of  his  own 
cases,  one  had  an  enlarged  thyroid  gland ;  in  the  other  it  was  not 
palpable. 
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Operative  progress  in  gynecology,  as  regards  ovarian  surgery, 
"has  been  marked  by  extremes.  A  decade  ago  we  ablated  freely! 
The  pendulum  then  swung  to  conservatism  and  our  efforts  were 
directed  to  the  saving  of  ever}  Ihing.  It  was  a  distinct  advance 
in  our  technics,  as  the  distressing  effects  of  an  artificially  induced 
menopause  were  combated  and  a  halt  was  called  on  promiscuous 
castration.  The  gynecologist  instilled  into  the  minds  of  the  pro- 
fession the  necessity  of  preserving  intact,  as  much  as  possible, 
the  genital  apparatus  of  woman  by  retaining  such  portions  of 
the  diseased  adnexa  as  judgment  dictated  and  pathologic  condi- 
tions allowed.  Ardor  operandi  was  superseded  by  ardor  con- 
servandi,  a  wholesome  phase  indeed  in  the  history  of  the  de- 
velopment of  female  pelvic  surgery. 

Within  the  past  few  years,  however,  there  has  been  a  reaction. 
It  is  now  admitted  that  the  field  of  conservative  surgery  is  limited 
and  that  there  are  ideal  and  selected  cases  onlv  on  which  con- 
servatism should  be  practised.     While  we  all  advocate  conser- 
*Read  before  the  Woman's  Hospital  Society,  April  23.  1907. 
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vatism,  we  now  realize  that  some  ovaries  are  better  left  alone,  or, 
that  in  hopelessly  diseased  conditions,  it  is  not  always  wise  to 
conserve.  In  fact,  we  may  sacrifice  too  little.  We  note  that 
cases  on  which  conservative  work  has  been  performed  have  later 
presented  themselves  for  secondary  operations  because  of  a  re- 
crudescence of  the  original  lesion  due  to  morbid  changes  unrecog- 
nized at  the  primary  operation,  or  because  of  an  attempt  at  the 
first  section  to  save  a  portion  of  a  hopelessly  diseased  structure. 
It  is,  therefore,  with  particular  reference  to  necessary  conserva- 
tive ovarian  surgery,  with  the  absence  of  suppurative  processes, 
that  your  attention  is  invited. 

My  interest  was  strongly  directed  to  a  consideration  of  this 
subject  because  of  the  necessity  of  reopening  the  ab- 
domen in  a  number  of  cases  within  a  year  after  pri- 
mary section.  Four  cases  out  of  twenty-one,  because  of 
symptoms  occurring  with  special  reference  to  the  resected 
ovary,  demanded  interference,  and  in  all  four,  the  ovary 
which  originally  had  been  thoroughly  resected  almost  to  the 
hilum,  was  found  to  be  the  seat  of  increased  cystic  degeneration 
and  much  enlarged.  That  is  to  say,  apparently,  normal  ovarian 
tissue  was  supposed  to  have  been  left  in  situ  at  the  primary 
operation.  Macroscopically  it  gave  every  appearance  of  healthy 
tissue.  It  can  only  be  inferred  that,  microscopically,  this  ap- 
parently healthy  tissue  was  already  undergoing  cystic  degenera- 
tion, which  the  naked  eye  could  not  detect.  My  interest  was 
further  increased  when  I  learned  that  other  operators  had  had 
cases  of  resected  ovaries  return  to  them,  and  on  reopening  the 
abdomen  they  had  found  the  resected  ovary  in  a  state  of  marked 
cystic  degeneration.  Of  these  operators,  I  recall  particularly 
Drs.  Charles  Jewett,  John  O.  Polak,  and  William  E.  Butler.  My 
observations  at  that  time  were  embodied  in  a  paper  read  before 
the  Brooklyn  Gynecological  Society,  June,  1901. 

Before  drawing  any  conclusions,  a  brief  mention  will  be  made 
of  ovarian  histology  and  some  of  its  pathology,  reference  espe- 
cially being  directed  to  the  cortical  layer  under  the  tunica.  In 
the  cortex  are  developed  the  graafian  follicles  due  to  a  process 
of  involution  of  the  germinal  epithelia.  These  follicles,  after 
maturation,  gradually  come  to  the  surface  of  the  ovary,  and, 
there  rupturing,  discharge  their  contents  at  intervals,  usually  coin- 
cident with  menstruation.  It  is  these  follicles  retained  in  the 
ovarian  parenchyma  and  stroma  through  the  agency  of  diseased 
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conditions  that  have  so  much  bearing  on  the  future  of  the  ovary. 
This  retention,  I  think,  is  due  to  one  of  two  conditions — either 
a  perioophoritis,  in  which  the  covering,  as  it  were,  of  the  ovary, 
the  tunica  albuginea,  becomes  thickened  from  an  inflammatory 
process  which  the  ovary  has  either  shared  synchronously  with  the 
other  adnexa,  or  which  has  developed  in  the  tunic  from  circula- 
tory disturbances  in  the  ovary  per  se.  Or  the  retention  may  be 
due  to  a  thickened  and  sclerotic  cortex  from  a  deposit  of  new 
formed  fibrous  tissue,  the  result  of  previous  inflammatory  action 
in  the  ovary.  From  whatever  cause,  the  effect  on  the  follicle  is 
the  same.  This,  after  ripening,  comes  to  the  surface,  and  if  the 
ovary  is  normal  the  usual  physiologic  changes  attend  its  rupture. 
With  a  thickened  tunic  or  cortex,  the  follicle  is  not  allowed  to 
penetrate  this  outside  layer,  as  there  is  not  enough  vis-a-tergo  to 
extrude  it.  The  follicle  therefore  rests,  or  better,  is  arrested.  This 
follicle,  or  graafian  vesicle,  is  filled  with  a  fluid  which  is  secreted 
from  a  lining  membrane  known  as  the  membrana  granulosa.  The 
complete  arrest  of  the  follicle  does  not  check  the  secretion  of  this 
membrane,  which  still  continues,  and  with  but  one  result,  disten- 
tion of  the  follicle  from  the  constantly  forming  yet  imprisoned 
secretion.  This  distention  causes  an  interior  pressure,  no  doubt, 
which  affects  the  blight  of  the  ovum  and  this  perishes.  The 
secretion  still  continues  and  the  useless  follicle  distends  in  pro- 
portion, forming  the  classical  follicular  cystic  degeneration  seen 
in  cystic  ovaries.  Such  is  the  life  history,  I  take  it,  of  these 
arrested  follicles,  which  may  well  be  termed  retention  cysts, 
though  the  morphology  is  dissimilar. 

The  clinical  picture  presented  at  an  operation  is  complete  and 
familiar  to  us  all.  These  cystic  ovaries  have  a  soft,  pultaceous 
feel,  are  semi-fluid  in  consistency  and  on  pressure  exhibit  a  pecu- 
liar tense  feeling.  Cystic  ovaries  should  not  be  mistaken  for  the 
chronic  edematous  ovaritis,  in  which  condition  the  ovary  is  in- 
creased markedly  in  size,  and  its  cut  surface  shows  a  "wet  appear- 
ance." I  can  best  describe  its  appearance  in  color  by  likening 
it  to  putty.  Section  reveals  small  cysts  which  are  not  follicles,  but 
interstitial  collections  of  fluid-pseudo  cysts,  and  due  to  some  de- 
rangement of  the  lymphatics.  There  is  an  absence  of  cyst  wall, 
and  when  opened  they  entirely  disappear.  Personally  I  have  seen 
this  condition  but  twice. 

It  must  also  be  remembered  that  in  the  normal  ovarv  there  are 
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always  to  be  seen  on  its  surface  a  few  small  follicles.  This  is 
physiologically  due  to  the  simultaneous  evolution  of  a  number  of 
ovules.  A  tactus  eruditus  will  easily  differentiate  between  this 
and  a  true  cystic  condition.  It  is  safe  to  assume  that  many  such 
ovaries  have  been  ablated.  Too  strong  emphasis  cannot  be  placed 
on  the  presence  of  symptoms  sufficient  to  warrant  interference  in 
a  slightly  cystic  ovary. 

Palmer  Findley,  in  a  study  of  cystic  degeneration  of  the  ovary 
(Amer.  Jour.  Obstet.,  June,  1904)  propounds  some  pertinent 
questions.  He  says,  "Can  normal  ripe  follicles  constitute  what  is 
known  as  follicular  degeneration  of  the  ovary  ?"  He  quotes  Nagel 
having  us  "believe  that  the  distended  follicles  are  always  physio- 
logical." Findley  says  that  numerous  anatomical  and  clinical  re- 
searches which  have  been  made  by  competent  observers  prove  the 
fallacies  of  Nagel's  reasoning.  He  then  dissects  Nagel's  opinions 
and  justifies  his  own  position  by  reviewing  the  opinions  of  Vir- 
chow,  Gebhard,  Abel,  Klob,  Ziegler,  Ruge,  Pfannenstiel,  Amann, 
Martin,  and  Frakin,  who  are  agreed  that  "follicular  degeneration 
is  the  result  of  chronic  ovaritis,  and  that  these  follicles  do  not  arise 
from  cell  inclusions,  as  stated  by  Nagel,  but  are  the  result  of 
passive  congestion  and  hyperplasia  of  the  stroma."  This  bears 
out  my  own  contention.  Findley  examined  microscopically  one 
hundred  and  eighty  cases  of  cystic  ovaries  and  was  astonished  to 
note  the  scarcity  of  normal  follicles  which  contained  ova.  In  a 
few  sections  none  were  to  be  found,  and  in  nearly  all  they  were 
fewer  in  number  "than  would  appear  to  be  normal."  In  a  small 
percentage  of  cases  fresh  corpora  lutea  were  found,  showing  the 
ovary  capable  of  functionating.  This  would  possibly  explain  why 
a  beginning  and  progressive  amenorrhea  is  so  often  associated 
with  cystic  ovaries.  A  case  of  mine  under  observation  for  seven 
years  bears  out  this  theory  to  a  marked  extent.  Findley  reports 
no  subsequent  enlargement  of  these  resected  ovaries,  but  states 
that  four  of  Dr.  Webster's  cases  have  returned  for  the  removal 
of  a  cystic  ovary  five  months  to  one  and  a  half  years  after  its  or- 
iginal resection.  Findley  believes  in  operations  on  cystic  ovaries 
provided  there  are  symptoms  sufficient  to  warrant  their  removal, 
such  as  pelvic  pain,  tenderness,  dysmenorrhea,  sterility,  or  gen- 
eral nervous  phenomena,  and  says  "only  local  discomfort  justifies 
the  sacrifice  of  part  or  all  of  the  ovaries."  He  adds  such  cases 
are  not  common. 
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Boldt  (Amer.  Jour.  Obstet.,  Vol.  LV.,  No.  4)  says:  "A  ques- 
tion of  much  importance  is,  when  is  an  ovary  in  a  sufficiently 
healthy  condition  to  be  retained?  From  the  observations  so  far 
made  I  have  answered  the  question  to  my  satisfaction.  Ovaries, 
because  they  arc  the  scat  of  small  cystic  degeneration,  need  not 
be  sacrificed." 

Knowing  the  opinions  of  other  observers  and  realizing  the 
pathological  condition  involved,  also  the  chances  of  possible  sec- 
ondary operation,  the  gynecologist  is  often  compelled  to  debate 
whether  to  ablate,  or  conserve,  or  let  alone.  It  redounds  to  his 
credit  that  he  usually  acts  honestly  and  attempts  to  save  if  pos- 
sible. One  of  four  operations  may  be  elected.  First,  simple 
puncture;  second,  puncture  of  the  cysts,  curetting  out  the  cyst 
wall,  cauterizing  the  interior  of  the  cyst  or  dissecting  out  the  cyst 
wall,  and  finally  whipping  over  the  oozing  ovarian  surface  should 
the  hemorrhage  warrant;  third,  excision  of  a  wedge  including  the 
cystic  tissue  and  approximating  the  cut  surfaces  by  suitable  co- 
aptation sutures;  fourth,  ablation. 

A  critique  of  these  methods  would  result,  I  believe,  in  a  con- 
sensus of  opinion  as  to  the  first,  that  it  is  absolutely  unsurgical 
and  analogous  to  tapping  a  hydrocele  or  an  ovarian  cyst,  as  the 
secreting  membrane  of  the  cyst  wall  still  remains  and  will  con- 
tinue its  function.     Personally  I  have  punctured  and  curetted  for 
the  last  time.    A  few  cases  serve  to  illustrate  my  reasons  for  this 
statement.     In  one  acute  mania  followed,  another  demanded  a 
secondary  operation,  which  disclosed  the  treated  ovary  even  more 
cystic  than  at  the  original  operation.     Still  another  occurring  dur- 
ing my  service  at  the  Woman's  Hospital  developed  an  ovarian  ab- 
scess, while  a  fourth  case,  now  under  observation,  after  "treating" 
the  ovary,  had  a  protracted  convalescence  of  many  weeks,  with 
pain  in  the  ovary,  which  grew  large  and  very  tender.     On  sec- 
tioning her  last  May  (for  appendicitis),  four  years  later,  the  ovary 
was  seen  to  be  markedly  cirrhotic,  but  was  left  at  the  patient's  ex- 
pressed request.     She  later  became  pregnant.     Other  operators 
have  expressed  similar  views  regarding  the  clinical  picture  subse- 
quent to  "treating"  an  ovary,  believing  it  better  to  excise  a  wedge. 
Contrary  views  are,  however,  expressed  by  Cesa-Bianchi   {Med. 
Review  of  Reviews,  Vol.  XII.,  No.  8).     He    experimented    on 
guinea  pigs,  rabbits,  cats,  and  dogs.     His  results  would  seem  to 
disprove  the  idea  that  surgical  traumatism  can  affect  the  ovary. 


I50  HYDE:    NOTES  ON  CONSERVATIVE  OVARIAN  SURGERY. 

He  produced  aseptic  injuries  and  inflammations  of  these  ani- 
mals' ovaries,  and  also  grafted,  with  the  idea  of  producing-  cysts, 
and  concludes  that  such  procedures  do  not  produce  cystic  ovaries. 
However,  I  am  not  yet  convinced  that  the  results  of  experimental 
work  on  animals  wholly  coincide  with  our  clinical  observations. 
I  still  believe  that  surgical  irritation  of  the  human  female  ovary 
may  be  sufficient  to  kindle  new  trouble  and  favor  the  development 
of  retained  graafian  follicles  into  follicular  cysts.  This  is  but  a 
surmise,  for  which  I  have  no  absolute  proof. 

R.  L.  Dickinson  punctures  small  follicular  cysts  whenever  he 
has  an  opportunity,  and  says  he  has  no  fear  in  so  doing.  He  has 
never  had  an  unfavorable  result.  L.  Grant  Baldwin  has  punc- 
tured many  times  with  no  unfavorable  results.  W.  E.  Butler  pre- 
fers not  to  puncture  any  cysts.  Boldt  says :  "The  simple  punc- 
ture of  such  cysts  is,  in  my  opinion,  useless,  because  they  soon  fill 
again."    Polak  prefers  excision  of  a  wedge  to  puncture. 

To  return  to  my  criticism  of  the  methods  employed  in  dealing 
with  cystic  ovaries,  we  come  to  the  second,  that  of  puncture  of 
the  cyst,  curetting  the  cyst  wall,  cauterizing,  and,  if  necessary, 
suturing.  As  regards  this  method  if  we  take  time  to  do  all  this, 
why  not  resect  at  once  which  occupies  no  more  time  and  is  a 
more  perfect  and  satisfactory  operation,  both  from  a  surgical  and 
conservative  point  of  view  ?  Besides,  in  simple  puncture,  curet- 
ting and  cauterizing  we  are  not  absolutely  certain  that  all  of  the 
cyst  wall  has  been  destroyed. 

But  two  methods,  in  fact,  remain — excision  of  a  wedge  and 
ablation.  Excision  of  a  wedge  is  surgical,  the  operation  retains 
the  stamp  of  conservatism,  and  with  only  the  smallest  portion  of 
the  ovary  left  its  function  has  not  been  impaired. 

As  regards  ablation,  I  beg  leave  to  assume  the  following  state- 
ments :  Take  a  cystic  ovary  with  a  fair  amount  of  supposedly 
healthy  tissue,  enough,  perhaps,  to  warrant  its  non  removal,  harden 
and  section  it,  study  it  intelligently  under  the  microscope,  and  the 
proof  will  be  abundant  that  macroscopical  pictures  evident  at  the 
operating  table  do  not  coincide  with  later  microscopical  findings. 
It  does  not  need  sections  of  many  different  ovaries  to  prove  this 
assertion.  One  ovary  simply  repeats  the  history  of  numerous 
others,  and  pathologists  have  demonstrated  this  to  their  own  sat- 
isfaction from  examination  of  slightly  cystic  ovaries  which  have 
been  ablated  and  sent  to  them  for  a  report.     We  have  been  told 
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that  many  of  these  ovaries  contain  very  small  cysts — microcysts — 
not  discernible  to  the  naked  eye,  which  remain  in  apparently 
normal  ovarian  tissue  which  has  been  conserved.  They  are  in  a 
condition,  in  time,  to  produce  the  same  lesions,  and  the  same  train 
of  symptoms,  as  the  large  follicular  cysts  previously  removed  by 
exsection.  They  can  enlarge  so  as  to  produce  a  typically  cystic 
ovary.  I  have  positively  demonstrated  to  my  own  satisfaction 
the  presence  of  these  microcysts  by  the  microscope  and  am  satis- 
fied of  their  actual  existence.  These  microcysts  are  situated  in 
inflammatory  tissue  and  are  simply  graafian  follicles  of  small  size. 
The  membrana  granulosa  has  lost  its  typical  character,  and  the 
ova  have  either  disintegrated  or  have  been  destroyed  by  the  in- 
flammatory process  or  from  pressure.  In  short,  they  are  graafian 
follicles  with  a  hyperplastic  cyst  wall  and  minus  healthy  ova,  too 
small  to  be  detected  by  ocular  inspection  and  best  seen  with  a 
low  power  objective.  Since  studying  the  character  of  these  cysts 
I  am  more  of  the  opinion  than  before  that  in  badly  cystic  disease, 
with  symptoms,  it  is  not  conservatism  to  excise  wedges  and  at- 
tempt the  saving  of  the  ovary,  but  that  ablation  is  the  better  alter- 
native. 

Now  the  question  of  either  excision  of  a  wedge  to  conserve  the 
ovary  or  ablation  will  largely  be  determined  by  two  conditions — 
first  the  age  and  social  condition  of  the  patient,  whether  young  or 
a  virgin  and  the  possibility  of  children ;  second,  the  proximity  or 
complete  cessation  of  the  menopause. 

If  near  the  menopause,  and  recognizing  the  retrogression 
changes  incidental  to  the  ovary  at  this  period,  and  also  recogniz- 
ing the  fact  that  ovulation  will  cease  and  atrophic  conditions 
occur  which  will  probably  limit  further  distension  of  any  exist- 
ing follicular  cysts  or  the  formation  of  new  ones — recognizing 
these  phenomena— the  operator  can  afford  under  such  conditions 
to  adopt  a  let-alone  policy,  and  give  Nature  an  opportunity  to 
effect  a  cure.  At  such  a  time,  if  operation  be  demanded,  I  be- 
lieve follicular  cysts  may  be  excised  with  safety,  as  the  atrophic 
changes  occurring  in  the  ovary  will  act  as  a  preventive  to 
further  pathologic  formation. 

But  it  is  in  cases  of  young  unmarried  women  with  future  pros- 
pects, or  sterile  or  recently  married  women  desirous  of  children 
that  the  difficulty  of  election  of  operation  and  technic  arises.  We 
desire  then  to  preserve  all  that  is  possible.    With  one  badly  cystic 
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ovary  and  the  other  sound,  ablation  of  the  diseased  ovary  is  fully 
warranted.  If  both  ovaries  are  hopelessly  cystic  and  there  are 
pronounced  symptoms,  I  still  believe  in  ablation  and  not  attempt- 
ing conservatism  unless  at  the  express  wish  of  the  woman  that 
some  portion  of  one  or  both  ovaries  be  saved. 

As  regards  the  possibilities  of  conception  after  conservative 
ovarian  work,  Coe  says  that  out  of  four  or  five  hundred  cases  he 
can  recall  but  half  a  dozen  women  only  who  became  pregnant 
after  resection.  He  says  he  has  always  been  skeptical  about  the 
statements  made  in  regard  to  the  frequency  of  this  result.  He 
conserves  ovaries  to  avoid  climateric  disturbances  and  not  with 
any  idea  of  possible  procreative  function.  In  Hunter  Robb's 
series  of  419  cases  not  a  single  pregnancy  is  reported,  nor  in  L. 
Grant  Baldwin's  series  of  99.  Dickinson  in  50  reports  no  preg- 
nancies, nor  does  Jewett  in  67.  The  latter  believes  not  more  than 
5  per  cent,  become  pregnant  and  thinks  conservative  ovarian  work 
unfavorable  as  regards  future  pregnancies.  In  Polak's  200  cases 
20  pregnancies  are  reported.  One  of  these  is  interesting.  One 
ovary  was  entirely  and  the  other  three-quarters  removed,  but  a 
fringe  being  left.  This  was  tacked  up  to  the  tube  and  in  ten  years 
she  has  been  pregnant  three  times.  W.  E.  Butler  reports  but  one 
pregnancy  in  50  cases.    Out  of  my  21  cases  one  became  pregnant. 

After  all,  in  conservative  work  we  aim  especially  to  avoid  the 
nervous  phenomena  of  an  artificially  induced  menopause.  That 
the  preservation  of  a  small  portion  of  one  ovary,  the  other  being 
removed,  will  combat  the  hot  flashes,  neuroses  and  other  reflex 
disturbances  so  common  in  castrated  females,  is  well  known,  but 
are  we  not  dropping  back  an  ovary  which  in  the  future  will  gen- 
erate further  trouble?  A.  W.  Johnson  said  that  there  is  no  proof 
that  the  ovary  has  any  other  function  than  the  manufacture  of 
eggs,  and  that  it  is  in  no  sense  a  gland  and  cannot  be  compared 
with  other  glands.  He  thinks  the  nervous  phenomena  of  the 
menopause  are  not  due  to  lack  of  secretion,  and  that  there  is  no 
proof  that  disorders  of  the  menopause  are  caused  by  absence  of 
this  internal  secretion.  (I  might  here  add  that  I  employed  ovar- 
ian extract  in  many  dispensary  cases,  in  which  both  ovaries  had 
been  ablated,  and  in  only  one  did  I  notice  any  results.)  John- 
son further  cites  one  case  to  prove  that  the  ovary  has  little  in- 
fluence on  the  development  of  women.  He  removed  both  ovaries 
of  a  girl  of  eleven  years  of  age  for  cystic  disease  and,  notwith- 
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standing,  she  went  on  to  a  perfect  development.  He  condemns 
the  practice  of  preserving  a  part  of  the  ovary  and  tube  as  simply 
a  postponement  of  the  trouble  (Phila.  Med.  Jour.).  Kelly  says 
that  conservative  work  at  its  best  is  discouraging. 

Reed  says  in  doing  conservative  work  that  such  measures 
should  only  be  practiced  with  the  knowledge  and  consent  of 
the  patient,  who  should  be  informed  frankly  of  the  liability 
of  failure,  and  of  the  probable  necessity  of  subjecting  herself  to 
a  second  and  radical  operation  before  she  can  be  restored  to 
health.  He  further  states  that  he  has  repeatedly  excised  cysts  of 
the  ovaries,  stitched  up  the  incision,  and  dropped  the  ovary  back. 
"The  results  of  these  operations  have  not  always  been  satisfac- 
tory and  no  guarantee  can  be  given  the  patient  that  she  will  be 
free  from  pain."  In  six  such  cases  operated  on  by  him  all  ap- 
plied for  relief  before  the  expiration  of  three  months  for  radical 
removal  of  the  organ. 

Many  a  surgeon  has  halted  during  an  operation  and  asked  his 
colleague,  "Shall  I  remove  this  ovary  or  not?"  Pozzi  remarks 
that  "upon  the  multiplicity  of  these  follicles  and  particularly 
upon  their  volume,  and  upon  the  concomitant  lesions,  our  judg- 
ment of  the  morbid  condition  should  be  based." 

Sentiment  in  some  women  plays  an  important  part  in  the  re- 
strictions placed  upon  the  operator.  Oftentimes  he  is  pledged  not 
to  remove  anything  or  to  save  something.  In  the  latter  case  he 
can  excise  a  wedge  and  close  the  abdomen.  Other  women  have 
no  hesitancy  in  saying  that  they  do  not  mind  whether  their  ovaries 
are  left  or  not,  provided  an  operation  cures  them  of  their  pain. 
In  such  cases  the  way  is  clear  with  badly  double  cystic  disease. 
Still  other  women,  while  they  prefer  preservation  of  the  ovaries, 
are  willing  to  defer  to  the  operator's  judgment  as  to  the  respon- 
sibility of  removal  or  not. 

If  it  were  possible  to  demonstrate  satisfactorily  at  operation 
whether  the  apparently  healthy  portion  of  a  badly  cystic  ovary 
were  the  seat  of  microscopical  cysts  which,  if  left,  would  produce 
further  cystic  disease,  there  would  be  little  hesitancy  in  ablating 
such  an  organ.  In  cases  where  cystic  ovaries  are  buried  in  in- 
flammatory exudates  and  conservative  work  is  performed,  no 
surgeon  can  guarantee  the  future  status  of  such  an  organ.  He 
knows  he  is  taking  chances  in  dropping  back  an  ovary  conserved 
under  such  discouraging  conditions.     "Persistent  symptoms"  is  a 
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term  which  best  expresses  the  subsequent  condition  on  their  re- 
turn. 

The  influence  which  largely  determines  our  choice  of  exsection 
rather  than  ablation  in  double  cystic  disease  with  symptoms  in 
young  women  is  not  so  much  loss  of  their  ovaries  and  procreativc 
power  as  it  is  that  we  subject  them  by  the  early  induction  of  the 
menopause  to  all  the  severe  nerve  storms  which  accompany  ex- 
tirpation. While  the  aim  of  every  surgeon  is  to  save  and  not  to 
mutilate,  do  we  not  infinitely  add  to  a  woman's  discomfort  when 
by  conservatism  practiced  on  hopelessly  cystic  ovaries  we  per- 
haps subject  her  later  to  a  secondary  operation  for  the  relief  of  a 
condition  which  she  supposed  was  forever  gone  after  the  first 
section  ?    Do  we  go  far  enough  in  such  cases  ? 

It  is  well  known  that  there  is  no  proof  that  the  sexual  function 
is  destroyed  after  double  oophorectomy.  In  fact,  some  patients 
report  an  increase.  The  general  system  is  better  influenced  within 
certain  limits  by  the  removal  of  two  badly  cystic  ovaries,  pro- 
vided symptoms  warrant  their  removal.  It  is  a  popular  fallacy 
that  a  woman,  after  loss  of  both  ovaries,  becomes  gross  and  ac- 
quires a  masculine  voice  and  a  hairy  face.  All  of  us  have  data 
to  disprove  such  erroneous  ideas.  Intrapelvic  conditions  are  al- 
ways modified  if  not  cured  by  ablation,  but  menstruation  is  ar- 
rested and  the  menopause  precipitated.  On  the  other  hand,  every 
surgeon  has  seen  the  unusually  severe  nervous  phenomena  follow- 
ing total  ablation  and  can  appreciate  what  some  women  suffer. 
Their  neuroses  range  from  mild  neurasthenia  to  acute  mania, 
from  depression  to  acute  melancholia.  Digestive  disturbances 
are  common,  while  the  hot  flashes  followed  by  the  sweats  are  at 
times  a  source  of  embarrassment. 

Ely  Van  de  Warker  remarks :  "A  woman's  ovaries  belong 
to  the  Commonwealth.  She  is  simply  their  custodian."  He  says 
he  has  yet  to  see  a  woman  made  better  by  the  removal  of  her 
ovaries,  and  thinks  from  his  after  results  that  "the  ablation  of  so- 
called  diseased  ovaries  was  the  result  of  a  blunder  in  physiological 
surgery."  He  thinks  (Amer.  Jour.  Obstet.)  gynecologists 
know  nothing  of  sexual  physiology  and  that  what  we  do  know  of 
the  ovaries  is  from  clinical  experience  only.  He  believes  small 
multiple  cysts  of  the  ovary  do  not  appear  to  give  rise  to  any 
symptoms,  and  that  thousands  of  ovaries  have  been  sacrificed  on 
their  account.    He  quotes  Coe  as  saying  that  "the  reaction  against 
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the  wholesale  extirpation  of  normal  or  slightly  cystic  ovaries 
which  occurred  many  years  ago  was  succeeded  by  a  general  re- 
sort to  conservative  surgery,  which  though  a  long  way  in  advance 
was  itself  carried  to  extremes.  The  same  ovaries  which  were 
formerly  removed  were  now  punctured,  burned,  resected,  and 
otherwise  tampered  with,  when,  as  we  now  know,  they  had  bet- 
ter be  let  alone." 

Reed,  in  writing  of  conservatism  and  radicalism  in  gynecology 
(referring  to  the  swing  of  the  pendulum  from  promiscuous  abla- 
tion to  marked  conservatism),  says:  "Reactionary  tendencies  may 
go  to  dangerous  extremes.  This  is  sometimes  exemplified  in  an 
effort  to  conserve  an  organ  at  the  expense  of  the  general  health 
of  the  patient.  On  this  point  it  is  well  to  be  governed  by  the 
rule  tersely  enunciated  by  Dr.  Seth  Gordon,  that  conservative 
gynecology  demands  saving  health  rather  than  diseased  and  use- 
less organs." 

I  have  endeavored  to  present  all  sides  of  this  question.  Real- 
izing that  the  opinions  of  other  operators  as  to  recurrences  would 
prove  interesting  and  add  to  our  present  knowledge,  I  mailed  a 
circular  letter  to  many  men  of  wide  experience.  The  results  com- 
piled from  their  replies  are  here  appended.  A  few  asked  for  more 
time  in  which  to  look  up  their  records.  Some  wrote  that  they 
had  had  no  experience  whatever  in  this  line  of  work,  and  from 
five  no  replies  were  received. 

Hunter  Robb  (Amer.  Jour.  Obstet.,  Feb.,  1907;  no  letter  sent) 
reports  a  series  of  419  cases,  in  which  572  ovaries  were  operated 
on  conservatively.  He  reports  ten  secondary  operations  for  re- 
lief of  recurring  symptoms  in  the  same  ovaries,  with  thirteen 
cases  under  observation  for  pelvic  discomfort.  In  ten  of  the 
latter  symptoms  disappeared  within  a  year  and  three  are  still 
complaining.  Nothing  is  said  as  to  whether  in  these  thirteen 
cases  the  symptoms  were  referable  to  the  ovaries  or  not. 

L.  Grant  Baldwin  reports  a  series  of  99  cases  of  conservative 
work  on  the  uterine  appendages,  with  one  case  only  returning 
within  a  year  for  removal  of  a  previously  conserved  ovary  be- 
cause of  recurring  symptoms. 

Charles  Jewett  reports  a  series  of  67  cases  in  which  6  returned 
for  secondary  operation. 

Boldt  says  he  can  recollect  "four  instances  in  which  he  found 
it  necessary  to  reopen  the  abdominal  cavity."    Two  of  the  patients 
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had  ovarian  cysts  of  considerable  size,  and  in  the  other  two  cases 
the  ovaries  were  simply  in  a  state  of  chronic  inflammation,  some- 
what larger  than  they  were  at  the  time  the  abdomen  was  first 
opened.  In  the  latter  cases  the  ovaries  were  cystic  at  the  first 
operation.  He  adds,  however,  that  "nothing  in  the  way  of  sur- 
gery had  been  applied  to  any  of  the  patients  at  the  time  of  the 
first  operation." 

Brothers  can  only  recall  "one  or  two"  cases  out  of  many  re- 
quiring secondary  operation. 

Clement  Cleveland,  William  S.  Stone,  Janvrin,  R.  H.  Pomeroy, 
and  John  Aspell  report  no  cases.  J.  O.  Polak  has  done  conserva- 
tive work  in  nearly  two  hundred  cases,  and  thirty-one  required 
secondary  operation.  He  says  that  much  of  his  work  has  been 
successful  in  preserving  the  ovarian  function  and  twenty  of  his 
cases  became  pregnant.  "On  the  other  hand,  much  of  it  has  been 
a  dismal  failure  in  alleviating  the  ovarian  symptoms."  He  has 
come  to  believe  that  the  only  cases  in  which  conservatism  gives 
good  results  are  those  in  which  the  ovary  is  the  seat  of  a  single 
good-sized  cyst.  Where  the  cystic  degeneration  is  general,  even 
when  a  large  portion  of  the  ovary  has  been  resected,  leaving  noth- 
ing but  the  hilum,  recurrence  has  been  his  experience. 

R.  L.  Dickinson  in  fifty  cases  reports  four  secondary  opera- 
tions and  no  pregnancies.  He  says  he  has  no  fear  of  puncturing 
an  ovary  to  "treat"  it,  and  does  it  constantly,  with  not  one  recur- 
rence. 

Howard  Taylor  in  forty-four  cases  of  resected  ovaries  remem- 
bers operating  a  "number  of  times  for  the  cystic  condition  that 
sometimes  follows  a  resection." 

J.  Riddle  Goffe  reports  but  one  case  of  secondary  operation  in 
which  the  resected  ovary  was  found  to  be  cystic  and  also  contain- 
ing pus. 

Joseph  Brettauer  says  the  number  of  cases  in  which  he  has 
done  conservative  surgery  is  very  small  and  in  no  instance  has  he 
been  obliged  to  reopen  the  abdomen. 

Albert  M.  Judd  writes  that  he  has  operated  conservatively  on 
the  ovaries  fifty  times,  with  two  recurrences.  All  were  ward 
cases,  because,  as  he  says,  he  did  not  care  to  do  conservative  work- 
on  private  patients,  knowing  the  possibility  of  recurrence.  He 
does  not  know  how  manv  of  the  other  fortv-nine  have  come  into 
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the  hands  of  other  operators,  and  so  does  not  know  the  per  cent, 
of  recurrences. 

I  wrote  Dr.  Kelly  some  four  years  ago,  and  in  his  reply  he 
stated  that  he  had,  up  to  that  time,  not  reopened  the  abdomen 
because  of  return  of  symptoms  after  a  resection  of  the  ovary. 

Brooks  Wells  writes:  "I  have  seldom  had  any  permanent 
trouble  following  resection  of  the  ovary,  although  I  have  had  a 
large  number  of  cases,  yet  I  have  grown  increasingly  cautious 
when  it  comes  to  leaving  any  portion  of  a  tube  or  ovary." 
In  a  recent  discussion  on  this  subject  in  the  New  York  Obstet- 
rical Society  he  said  he  believed  in  conservative  work,  but  that 
the  patient  should  be  informed  as  to  the  scope  of  the  operation 
and  the  chances  she  runs  for  a  secondary  operation. 

J.  Dougal  Bissell,  in  a  series  of  "several  hundred  cases,"  re- 
ports only  two  secondary  operations.  In  one  case  the  ovary  was 
found  "to  be  hard,  nodular,  and  firmly  imbedded."  In  the  other 
the  conserved  ovary  was  "cystic  and  three  times  the  size  of  a 
normal  ovary." 

H.  C.  Coe  reports  about  twelve  cases  of  secondary  operation  in 
an  unnumbered  series. 

H.  Grad  reports  one  case  in  which  both  ovaries  were  resected, 
Two  years  later  he  had  to  section  the  patient  for  appendicitis,  and 
on  examining  the  uterine  adnexa  found  on  the  right  side  a  small 
ovarian  cyst,  while  the  left  ovary  was  ten  times  the  size  of  the 
piece  left  two  years  previously. 

W.  P.  Pool  reports  one  case  of  resection  which  three  months 
later  returned  and  was  reopened ;  originally  only  half  the  ovary 
was  left.  This  was  found  to  have  developed  into  a  small  cystoma. 
In  one  of  Polak's  cases  the  resected  ovary  was  found,  at  the  sec- 
ondary operation,  to  have  developed  into  a  cystoma  the  size  of  a 
lemon. 

Bache  Emmet  writes  that  he  has  had  a  number  of  secondary 
operations  following  resection,  but  cannot  recall  the  exact  num- 
ber. In  all  his  cases  he  resected  what  "appeared  to  be  most  dis- 
eased" and  left  "as  much  as  appeared  healthy."  Nearly  all  the 
recurrences  were  "mainly  one  cyst  development,"  the  ovary  was 
much  increased  in  size,  and  monocystic. 

George  McNaughton,  in  an  unnumbered  series,  not  over  fifty 
cases,  has  had  six  recurrences  and  no  pregnancies.  He  has  ceased 
"treating"  ovaries,  as  he  has  had  trouble  following  such  pro- 
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cedure.  He  says  he  cannot  tell  accurately  whether  the  six  re- 
currences represent  all,  as  he  has  lost  track  of  some  of  the  others 
which  might  have  found  their  way  into  other  surgeons'  hands. 

To  epitomize : 

The  microscope  has  demonstrated  the  presence  of  so-called 
microcysts  in  ovarian  tissue  apparently  healthy  to  the  naked  eye. 

Hopelessly  diseased  ovaries  with  symptoms  present,  I  believe, 
are  better  ablated,  unless  at  the  direct  request  of  the  patient  that 
a  portion  of  either  ovary  be  saved. 

Pregnancy  does  not  occur  as  often  as  thought,  not  more  than 
5  per  cent. 

An  artificially  induced  menopause  is  avoided  by  conservative 
work,  but  this  is  the  only  result  that  conservatism  can  positively 
promise. 

There  is  no  consensus  of  opinion  among  gynecologists  as  to  the 
future  of  a  conserved  ovary.  Many  believe  it  doubtful.  The 
operator  takes  a  chance  in  dropping  back  a  conserved  ovary.  Se- 
lected cases  are  ideal,  that  is,  where  the  ovary  is  the  seat  of  a 
monocyst. 

All  patients  should  be  told  of  the  possibility  of  a  recurrence. 

Slightly  cystic  ovaries  should  be  left  alone,  unless  there  are 
symptoms  present,  as  pain,  dysmenorrhea,  or  nervous  phenomena. 
Excision  of  a  wedge  is  preferable  to  the  so-called  "treating  an 
ovary." 

Incomplete  records  show  that  not  more  than  5  per  cent,  return 
for  secondary  operation. 

In  conclusion  it  is  evident  we  lack  complete  records.  The 
compilation  of  such  a  set  of  statistics  rests  on  an  insecure  basis, 
because  many  women  who  have  had  conservative  work  on  their 
ovaries  and  who  may  present  themselves  for  secondary  operation 
might  not  return  to  the  original  operator.  In  this  manner  accu- 
rate histories  are  lost.  We  need  percentages  to  establish  a  success- 
ful theory.  We  wish  to  know  how  many  women  out  of  every 
hundred  or  thousand  require  secondary  operation,  and  after  what 
period  of  time.  All  we  now  know  is  that  there  are  recurrences 
and  that  conservatism  prevents  a  premature  climacteric. 

There  are  many  mooted  points  presented  in  this  essay.  I  do 
not  wish  to  assume  a  too  arbitrary  position,  although  I  have  a 
definite  personal  opinien  which  perhaps  is  not  shared  by  many. 
While  positive  conclusions  cannot  be  deduced,  the  results  are  not 
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entirely  negative.  No  dictum  has  been  established.  Whether  we 
excise  or  ablate,  or  let  alone,  depends  on  the  particular  surgeon. 
We  all  have  our  own  views  of  this  question.  Theories,  statistics, 
discussions,  or  literature  have  little  weight  as  opposed  to  any  one 
surgeon's  judgment,  which  alone  dictates  sacrifice  of  an  ovary  or 
its  conservatism.  But  no  operator  can  assure  himself  that  after 
conservative  work  later  interference  will  not  stare  him  in  the 
face. 
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Visiting  Physician  to  the  Rhode  Island  Hospital  and  to  Providence  Lying-in  Hospital. 


At  the  meeting  of  this  Society  in  December,  1902,  the  reader 
presented  a  paper  on  "Puerperal  Eclampsia,"  considering  at 
some  length  the  etiology  and  treatment,  and  reporting  nineteen 
cases.  The  paper  to-day  presented  is  intended  to  be  supple- 
mentary to  the  former  report,  and  I  propose  to  review  briefly 
the  progress  of  our  knowledge  both  as  to  etiology  and  treat- 
ment, during  the  past  three  years.  I  have  to  report  a  second 
series  of  thirty-seven  cases,  making  with  the  cases  already  re- 
ported a  total  of  fifty-six. 

Much  has  been  written  of  late  regarding  puerperal  eclamp- 
sia, and  yet  with  all  the  considerable  amount  of  investigation 
and  experimentation  with  a  view  to  the  etiology,  but  little  real 
advance  has  been  made  since  the  last  report. 

Zweifel  reported  in  1904  certain  observations  which  he  had 

*Read  before  the  Rhode  Island  Medical  Society,  March  1,  1906. 
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made,  and  concludes  that  the  disease  is  due  to  a  poison  formed 
within  the  maternal  organism,  and  circulating  in  the  blood. 
He  believes  that  this  poison  is  an  organic  acid  which  may  be 
oxygenated,  and  failing  this,  produces  eclampsia,  and  he  sug- 
gests that  lactic  acid  may  be  the  acid  which  produces  the 
eclamptic  symptoms. 

Ewing  of  Cornell  has  devoted  a  considerable  amount  of 
study  to  the  pathology  and  etiology  of  eclampsia,  and  the 
allied  toxemia  of  pregnancy  In  an  exhaustive  report  in  1905 
he  calls  attention  to  the  frequency  of  changes  in  the  liver  in 
fatal  cases  of  eclampsia,  these  being  found  in  95  per  cent,  of 
all  eclamptics.  He  believes  that  the  disease  is  due  to  a  func- 
tional disorder  of  the  liver,  with  lesions  in  its  substance,  and 
that  the  other  symptoms  are  sequences  rather  than  precursors. 

It  has  been  suggested  that  the  morbid  process  was  due  to  a 
failure  of  the  normal  hypertrophy  of  the  thyroid  gland,  during 
pregnancy,  and  a  consequent  deficiency  in  the  internal  secre- 
tion of  this  organ.  It  has  been  observed  that  the  majority  of 
the  patients  having  eclampsia  do  not  present  enlargement  of 
the  thyroid  as  is  usual  in  pregnancy,  and  one  writer  states  that 
in  twenty  out  of  twenty-five  cases  in  which  thyroid  hyper- 
trophy did  not  occur,  albumin  appeared  and  convulsions  de- 
veloped. This  theory  has,  however,  not  been  sufficiently 
studied  as  yet  to  be  accepted  as  absolutely  true,  and  indeed 
clinical  results  have  not  in  all  cases  borne  it  out. 

Another  purely  theoretical  view  of  eclampsia  was  suggested 
by  Yeit,  to  the  effect  that  the  disease  was  due  to  a  freeing  of 
the  syncytial  elements  and  their  presence  in  the  blood.  Ex- 
periments carefully  made  have  not  confirmed  this  view,  and 
most  writers  have  rejected  it. 

In  the  former  paper  acetone  was  suggested  as  possiblv  the 
causative  factor,  but  during  the  past  three  years  but  little  has 
been  written  of  this,  and  it  is  no  longer  considered  as  having 
any  relation  to  the  disease. 

This  brief  of  new  suggestions  as  to  the  etiology  of  eclampsia 
will  show  at  once  that  but  little  real  progress  has  been  made.  We 
have  for  some  years  believed  that  the  condition  was  due  to  a 
toxin,  but  we  are  still  as  much  in  the  dark  as  to  the  nature  of 
this  toxin  as  we  were  five  years  ago.  We  may  state,  however, 
that  it  is  probable  that  the  toxin  is  of  fetal  origin,  that  it  cir- 
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culates  in  the  maternal  blood,  and  that  it  irritates  the  nerve 
centers,  causing  the  convulsive  seizures.  The  very  multitude 
of  the  theories  indicates,  however,  how  great  is  our  ignorance 
as  to  the  true  nature  of  the  condition. 

We  should  scarcely  expect  that  any  new  observation  should 
be  made  as  to  the  symptomatology  of  a  disease  known  and 
studied  so  carefully  for  so  many  years.  We  have,  however, 
had  our  attention  called  to  the  leucocyte  count  in  cases  of 
puerperal  eclampsia.  But  little  has  as  yet  been  written  upon 
this  subject,  and  the  first  article  which  I  have  seen  was  by 
Lobenstein,  in  August,  1904.  He  concludes  from  the  observa- 
tion of  fourteen  cases  that  there  is  a  leucocytosis  in  eclampsia, 
varying  in  degree,  according  to  the  severity  of  the  case,  or  in 
other  words,  the  toxicity  of  the  patient.  Our  own  observations 
in  eight  cases  at  the  Lying-in  Hospital,  begun,  it  may  be  added, 
nearly  a  year  prior  to  the  publication  of  Lobenstein's  paper, 
are  in  accord  with  his  conclusions.  Every  one  of  our  cases  in 
which  a  white  count  was  done  showed  a  leucocytosis.  The 
question  naturally  suggests  itself  whether  this  is  due  to  the 
convulsions,  or  rather  to  the  toxemia.  My  own  obervations 
in  one  case  of  toxemia  without  convulsions  inclines  me  to  re- 
gard the  toxemia  as  the  true  cause  of  the  high  white  count. 
One  writer  has  stated  that  the  majority  of  cases  occur  in  the 
winter  months.  This  is  not  our  experience,  however.  Of  the 
thirty-seven  cases  here  reported,  fourteen  occurred  during  the 
six  months,  October  to  March,  and  twenty-three  in  the  sum- 
mer months. 

Several  writers  have  stated  that  the  blood  pressure  is  very 
greatly  increased  in  eclampsia,  especially  in  the  postpartum 
cases.  The  cause  of  this  is  either  a  change  in  the  quality  of 
the  blood,  or  a  vasomotor  disturbance.  We  have  made  no  ob- 
servations as  to  this  in  any  of  our  cases,  although  many  of 
them  presented  a  so-called  tense  pulse. 

Treatment. — Certain  new  methods  of  treatment  have  been 
suggested  since  the  last  report,  but  none  of  them  have  borne 
the  test  of  time  and  experience.  Edebohls,  in  his  enthusiasm 
for  his  operation  of  renal  decapsulation,  suggested  this  opera- 
tion for  eclampsia  and  reported  several  cases  with  a  very  small 
mortality.  It  would  seem  evident,  however,  that  this  radical 
procedure  was  not  based  on  the  accepted  theory  of  the  dis- 


162  partridge:  puerperal  eclampsia. 

ease.  If  the  condition  is  a  general  toxemia  with  local  evidences 
in  the  kidney,  simply  as  a  concomitant  part  of  the  symptom 
complex,  it  could  hardly  be  expected  that  any  operation  on 
these  organs  could  relieve  the  general  condition  and  as  a  mat- 
ter of  fact  the  operation  has  not  been  received  with  favor  by 
obstetricians. 

Lumbar  puncture  was  employed  by  Henkel  in  1904,  in  a 
series  of  sixteen  cases.  This  procedure  was  advised  on  the 
theory  that  the  convulsions  were  due  to  an  increased  intra- 
cranial tension.  The  mortality  in  these  sixteen  cases  was 
not  materially  lower  than  the  average  mortality  in  the  same 
clinic,  and  Henkel  states  as  his  opinion  that  the  quantity  of 
cerebrospinal  fluid  is  in  very  slight  degree  a  causative  factor  in 
the  production  of  convulsions. 

Upon  the  theory  that  the  deficiency  in  the  internal  secre- 
tion of  the  thyroid  gland  is  the  cause  of  eclampsia,  several 
observers  have  treated  these  cases  with  thyroid  extract.  In 
one  series  of  forty-one  cases,  reported  by  Sturmer,  the  mor- 
tality was  only  12.2  per  cent.  This  treatment  is,  however,  as 
already  observed  in  regard  to  the  theory  itself,  still  sub  judice. 
It  has  at  least  some  hopeful  points. 

Cesarean  section  has  been  advised  for  the  relief  of  this  con- 
dition, but  has  not  received  favorable  comment.  When  it  is 
considered  that  the  patients  suffering  from  eclampsia  are  in 
a  condition  of  poor  resistance  and  in  most  cases  not  well  pre- 
pared to  withstand  the  shock  of  an  abdominal  operation,  and 
moreover  that  this  operation  is  simply  a  means  of  delivery 
which  can  in  the  vast  majority  of  cases  be  better  done  per 
vaginam,  the  reason  for  the  lack  of  favor  extended  to  this 
method  of  treatment  will  be  apparent. 

For  several  years  much  stress  has  been  laid  upon  the  advan- 
tage of  the  use  of  saline  solution,  either  by  rectum  or  subcu- 
taneously,  or  intravenously,  in  the  treatment  of  eclampsia,  and 
nearly  all  of  the  cases  here  reported  have  been  given  saline  in 
some  one  of  these  ways.  We  have  felt  very  sure  that  it  was 
a  most  valuable  method  of  treatment.  Within  the  past  two 
years,  however,  attention  has  been  called  to  the  value,  in  the 
treatment  of  renal  disease,  of  the  withholding  of  chlorides. 
Several  writers  have  observed  that  there  is  an  inverse  relation- 
ship between  the  excretion  of  chlorides  in  the  urine  and  the 
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development  of  edema.  As  a  result  of  these  operations  it  has 
been  stated  that  saline  solution  tended  to  increase  the  dropsy 
rather  than  to  decrease  it.  If  this  be  so,  inasmuch  as  practi- 
cally all  cases  of  puerperal  eclampsia  present  edema,  the  ques- 
tion arises  whether  or  not  the  administration  of  saline  is  the 
right  procedure.  So  far  as  I  have  seen,  nothing  has  been  writ- 
ten upon  this  phase  of  the  subject.  It  is  possible  that  the 
edema  of  ordinary  nephritis  and  that  of  eclampsia  are  not 
identical  in  causation.  If  such  be  the  case,  the  theory  of  de- 
chloridation  would  not  apply  to  the  last  condition.  Here  is 
evidently  a  field  for  further  study.  My  own  feeling  is  that 
with  our  present  knowledge  of  the  subject  we  should  be  on 
our  guard  against  giving  an  excessive  amount  of  saline  to 
these  patients.  A  moderate  amount  may  do  good,  by  diluting 
the  toxins,  without  danger  of  increasing  the  edema.  And 
as  a  matter  of  fact  in  all  our  cases  in  which  saline  solution 
has  been  administered,  the  edema  has  very  promptly  disap- 
peared. This  would  tend  to  show  that  the  saline  did  not  in 
these  eclamptics  increase  the  dropsy,  or  do  any  real  harm. 

Most  writers  still  insist  upon  immediate  delivery,  manually 
if  necessary,  as  the  most  important  single  method  of  treatment. 
Herman,  however,  still  adheres  to  his  former  opinion  that  ab- 
solute non-interference  is  the  best  policy  in  all  cases  and  quotes 
statistics  which  apparently  bear  out  this  view.  His  radical 
opinion  is  not,  however,  shared  by  any  other  writer  of  note. 
As  an  aid  to  the  rapid  dilatation  of  the  cervix,  the  Bossi  dilator 
has  been  strongly  recommended.  This  is  a  four-bladed  instru- 
ment which  when  introduced  into  the  cervix  may  be  so  manip- 
ulated as  to  make  pressure  in  four  directions  simultaneously, 
thus  reducing  the  risk  of  severe  laceration.  It  is,  however,  a 
most  powerful  instrument,  and  for  that  reason  its  use  has  not 
been  adopted  so  universally  as  was  expected  when  it  was  first 
introduced,  and  most  obstetricians  now  prefer  to  dilate  the 
cervix  by  means  of  the  hand,  which  is  sensitive,  and  which  cart 
be  used  in  a  much  more  delicate  way  than  is  possible  with  any 
mechanical  device. 

The  cases  here  reported  were  all  treated  at  the  Providence 
Lying-in  Hospital,  and,  as  is  often  the  case  in  hospital  work, 
several  of  the  patients  were  in  extremis  on  entrance.  Others 
of  them  were  not  sent  to  the  hospital  until  the  convulsions 
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had  been  occurring  for  some  time.  These  facts  will  serve  in  a 
measure  to  explain  the  high  mortality.  The  cases  were  in  no- 
wise selected  cases.  I  have  included  in  this  report  only  those 
cases  in  which  convulsions  actually  occurred.  We  have  had 
under  our  care  at  the  hospital  a  considerable  number  of  pa- 
tients presenting  symptoms  of  toxemia,  more  or  less  pro- 
nounced, but  these  I  have  purposely  omitted  because  they  are 
not  so  seriously  ill,  and  under  careful  treatment  nearly  always 
recover.  I  have  notes  of  thirty-seven  cases,  observed  since 
December,  1902.  These  thirty-seven  cases  occurred  in  883 
labors,  or  one  case  to  each  23.8  cases.  Of  these,  thirty,  or  81. 1 
per  cent.,  were  married,  and  seven,  or  18.9  per  cent.,  were 
single.  Twenty-five,  or  67.5  per  cent.,  were  primipara,  and 
twelve,  or  32.4  per  cent.,  were  multipara.  The  average  age  was 
27.2  years.  Of  the  thirty-seven  mothers,  twelve  died,  giving 
a  mortality  of  32.1  per  cent.  Of  the  thirty-four  children  living 
in  utero  at  entrance,  fourteen  died,  a  mortality  of  41. 1  per  cent. 
Three  were  macerated  when  delivered. 
Convulsions  occurred  as  follows : 

Antepartum    20 — 54      per  cent. 

Postpartum    8 — 21.6 

Interpartum    9 — 24.3 

The  mortality  in  each  class  was  as  follows : 

Antepartum    8 — 66.6 

Postpartum    4 — 33.3 

Interpartum    None. 

There  was  one  case  of  twins. 

In  nineteen  cases,  or  51.3  per  cent.,  the  convulsions  ceased 
with  delivery.  In  four  cases  they  seemed  to  increase  in  sever- 
ity. In  the  twelve  fatal  cases  the  average  number  of  convul- 
sions was  twelve.  In  the  twenty-five  nonfatal  cases  the  aver- 
age number  was  4.6. 

The  statistics  regarding  the  total  fifty-six  cases  observed  I'p 
to  the  present  time  are  briefly  as  follows  : 

Married    j.5 — 80.3  per  cent. 

Single     [  1 — 19.7 

Primipara    34 — 60.7 

Multipara    22 — 39.3 

Average  age   17.1  yrs. 

Maternal  mortality  [7  or  30.3       " 

Fetal    mortality    \6  or  31.3       " 
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Total  number  of  deliveries,  1.577,  or  one  case  in  every  28. 1 
cases. 

Convulsions : 

Antepartum    33 — 58.9  per  cent. 

Interpartum    13 — 23.2         " 

Postpartum    10 — 17.8 

Mortality : 

Antepartum     12 — 70.5 

Interpartum    None. 

Postpartum     5 — 29.5         " 

Convulsions  ceased  on  delivery  in  thirty  cases,  53.6  per  cent. 
Nearly  every  case  was  delivered  manually  as  soon  as  pos- 
sible after  entrance. 

I   am   indebted  to   my  colleagues  on   the  visiting  staff  for 
allowing  me  to  report  cases  occurring  in  their  services. 

242  Broad  Street. 


POLYCYSTIC     LUTEIN     DEGENERATION     OF     THE 

OVARIES. 


SOLOMON  WIENER,  M.D., 
New  York. 

(With   two  illustrations) 

About  twelve  years  ago  Marchand  and  L.  Fraenkel  first  drew 
attention  to  the  striking  frequency  of  cystic  degeneration  of  the 
ovary  in  cases  of  hydatid  mole. 

In  1901  Stoeckel  deduced  from  a  careful  histological  study  of 
a  number  of  collected  cases  that  these  cysts  were  the  product  of 
increased  activity  and  proliferation  of  the  lutein  cells.  It  re- 
mained for  Ludwig  Pick  of  Berlin  in  1903,  in  his  classic  article 
"Zur  Frage  der  Eierstockveraenderungen  bei  Blasenmole,"  to 
definitely  establish  the  fact  that  here  was  a  new,  distinct  patho- 
logical entity.  He  suggested  for  it  the  name  "degeneratio  poly- 
cystica  ovariorum  luteinalis." 

Thus  far  this  very  interesting  condition  of  the  ovary  has  been 
found  only  in  cases  of  hydatid  mole  and  chorioepithelioma.  More- 
over, in  every  case  of  either  of  these  two  morbid  manifestations 
of  the  excessive  activity  of  the  chorionic  epithelium,  in  which  the 
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ovaries  were  subjected  to  microscopic  examination  by  Pick, 
Runge,  and  Stoeckel  (working  independently),  this  polycystic 
lutein  degeneration  was  invariably  present.  In  some  cases  it  was 
unilateral  and  in  others  bilateral. 


Fig  x. —Polycystic  lutein  degeneration  of  the  ovary.  From  a  case  of 
chorioepithelioma  of  the  uterus  operated  at  the  Landau  Frauenkhnik 
in  Berlin  Low  power,  haemalaun  eosin.  This  section  shows  all 
three  layers  of  the  wall  of  a  cyst.  The  lutein  cells  are  seen  forming 
the  lining  membrane  and  scattered  through  the  connective  tissue 
The  separation  of  the  lining  membrane  from  the  underlying  tissues  is 
an  artefact 

Wherein  do  these  changes  in  the  ovary  consist,  and  what  is 
their  significance  ? 


DEGENERATION    OF    THE    OVARIES. 


167 


Briefly,  the  organ  is  converted  into  a  series  of  larger  and  smaller 
cysts.  The  gross  appearance  is  that  of  an  ordinary  multilocular 
cystoma.  The  ovary  may  be  only  very  slightly  increased  in  size, 
or  in  exceptional  instances,  as  in  the  truly  remarkable  case  de- 
scribed by  Stoeckel,  it  may  even  attain  the  size  of  the  head  of  an 
adult  man.  In  a  typical  case  the  individual  cysts  are  about  the 
size  of  a  walnut.  They  are  bunched  together  very  much  like  a 
cluster  of  large  grapes  without  stems,  the  whole  organ  being  as 


Fig-  2. — The  same  as   Fig.  1,  more  highly  magnified,  showing   the  char- 
acter of  the  cells  of  the  lining  membrane  more  distinctly. 

large  as  an  orange.  The  surface  is  somewhat  opalescent.  On 
section  there  is  the  same  opalescent  appearance,  closely  resembling 
a  multilocular  cystoma,  with  partial  disappearance  of  the  septa 
and  fusion.  Usuallv  the  stroma  has  been  entirely  crowded  out, 
although  it  may  still  be  in  evidence  even  to  the  naked  eve.  The 
cysts  have  frequently  a  thin,  purely  serous  content,  with  an 
adherent  not  characteristically  colored  lining.  There  may  be  a 
distinct  fine  yellowish-brown   lining   membrane,  however.     The 
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well-known  macroscopic  appearance  of  a  corpus  luteum  has 
entirely  disappeared,  and  only  the  microscope  reveals  the  presence 
of  lutein  cells,  and  the  true  significance  of  the  changes  present. 

Microscopically,  all  the  tissues  are  found  to  be  more  or  less 
edematous.  If  any  ovarian  stroma  remains  there  are  lutein  cells 
scattered  throughout  it,  singly,  in  connected  or  isolated  strands, 
or  in  small  heaps.  The  wall  of  the  cysts  may,  for  convenience  of 
description,  be  divided  into  three  layers.  Passing  from  within  the 
lumen  outward  we  find  first,  lining  the  cyst,  a  layer  made  up  of 
many  rows  of  large  cells;  their  size  varies  from  15-20  microns; 
they  are  mostly  round,  but  may  be  cylindrical  or  cubical.  The 
cell-body  is  pale,  rather  faintly  stained  with  eosin,  and  often  of  a 
somewhat  yellowish  hue.  The  nucleus  is  round,  large,  stains  quite 
deeply,  and  is  mostly  in  the  center  of  the  cell. 

From  this  description  it  will  be  readily  seen  that  these  cells  are 
to  all  intents  and  purposes  identical  with  lutein  cells,  with  the 
single  exception  that  they  may  be  a  trifle  smaller,  a  fact  readily 
explained  by  their  being  subjected  to  the  increased  pressure  of  the 
accumulating  cyst  contents. 

Outside  of  this  cellular  layer  is  a  layer  of  loose  connective 
tissue,  often  markedly  edematous,  made  up  of  moderately  long 
fibers  crossing  in  all  directions ;  this  layer  is  rich  in  blood-vessels, 
and  scattered  through  it  here  and  there  are  lutein  cells,  either 
singly  or  in  groups.  They  may  extend  from  the  lining  membrane 
into  this  connective  tissue  layer  in  strands,  or  they  may  be  heaped 
up  into  isolated  groups,  structurally  resembling  carcinoma  sim- 
plex. 

Thirdly,  we  have  the  outermost  layer  forming  the  enveloping 
capsule  of  the  cyst.  This  consists  of  long,  wavy  fibers  of  dense 
connective  tissue ;  it  is  very  similar  to,  and  practically  continuous 
with,  the  tunica  albuginea  of  the  ovary. 

These  three  layers,  lining  of  lutein  cells,  loose  connective  tissue 
rich  in  blood-vessels  and  containing  lutein  cells  and  outer  dense 
fibrous  layer,  are  by  no  means  always  so  sharply  differentiated. 
Often  the  entire  cyst  wall  is  greatlv  thinned  out.  and  consists  only 
of  a  lining  of  one  or  two  rows  of  lutein  cells  and  a  thin  connective 
tissue  capsule.  In  several  of  the  cases  studied  by  the  above- 
mentioned  observers,  the  ovary  on  superficial  examination  was 
either  apparently  normal,  or  showed  very  slight  cystic  changes 
such  as  are  so  commonly  met  with  in  the  well-known  microcystic 
degeneration,  and  only  the  microscope  revealed  the  true  nature  of 
things — a  typical  polycystic  lutein  degeneration. 
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It  is  a  curious  fact  that  while  this  condition  has  been  one  of 
absorbing  interest  to  pathologists  and  abdominal  surgeons  on  the 
continent  for  a  number  of  years  past,  and  already  a  very  fair  num- 
ber of  positively  authenticated  cases  are  on  record,  the  subject 
has  been  all  but  overlooked  in  America.  No  mention  is  made  of  a 
distinctive  cystic  condition  of  the  ovary  in  cases  of  hydatid  mole 
or  chorioepithelioma  in  the  American  text-books,  and  an  extended 
search  of  the  literature  has  failed  to  reveal  a  single  case  recognized 
as  such  and  verified  by  microscopical  examination.  I  have,  how- 
ever, come  across  two  published  cases  which  are  so  extremely 
suggestive  of  having  been  unrecognized  polycystic  lutein  degen- 
eration that  it  seems  well  worth  while  to  recount  them  here, 
especially  as  this  may  serve  the  useful  purpose  of  indicating  the 
line  along  which  future  observations  are  to  be  carried  out. 

The  first  is  a  case  of  hydatid  mole  reported  by  Kreutzman  in 
1898.  After  the  removal  of  the  mole  from  the  uterine  cavity  a 
large  cystic  intraabdominal  mass  was  felt  on  bimanual  examina- 
tion. Because  of  this  a  laparotomy  was  done  and  both  ovaries 
were  found  converted  into  cystic  masses  the  size  of  a  normal 
kidney.  These  were  removed  after  ligation  of  their  pedicles. 
Unfortunately  no  microscopical  examination  was  made. 

The  second  is  a  case  of  chorioepithelioma  of  the  uterus  devel- 
oping after  the  expulsion  of  a  hydatid  mole  and  subsequent 
repeated  curettage  for  persistent  metrorrhagia.  This  case  was 
reported  by  Ladinski  in  1902,  who  did  a  panhysterectomy  for  the 
chorioepithelioma,  in  the  course  of  which  bilateral  ovarian  cysto- 
mata  the  size  of  a  fist  were  encountered.  No  microscopical  exam- 
ination is  reported. 

In  view  of  these  facts  it  would  seem  highly  desirable  to  have 
more  light  shed  on  this  still  somewhat  obscure  subject,  and  there 
devolves  upon  the  surgeon  the  strict  duty  in  every  case  of  hydatid 
mole  in  which  it  is  feasible,  and  in  every  case  of  chorioepithelioma 
which  comes  to  operation  or  autopsy,  to  place  a  whole  or  part  of 
the  ovarian  substance  into  the  hands  of  a  competent  pathologist 
for  careful  study.  Even  if  the  ovaries  seem  quite  normal  on 
inspection,  or  if  they  have  the  typical  appearance  of  microcystic 
degeneration  or  simple  cystoma,  the  crucial  test  of  the  microscope 
should  be  applied ;  for  in  this,  as  in  so  many  other  important  con- 
ditions, it  alone  must  of  necessity  be  the  last  court  of  resort. 

This  whole  subject,  rich  in  suggestion,  opens  up  the  view  to  a 
train  of  interesting  possibilities.    While  these  must  of  necessity  be 
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limited  for  the  present  to  the  realms  of  speculation,  they  promise 
to  be  productive  of  much  knowledge  of  positive  value  in  the 
future. 

Does  polycystic  lutein  degeneration  of  the  ovary  occur  under 
any  other  circumstances?  At  present  we  can  only  say  probably 
not.  Is  it  always  a  concomitant  of  hydatid  mole  and  chorioepithe- 
lioma?  This  question  can  only  be  answered  after  a  much  larger 
number  of  cases  have  been  studied ;  it  would  seem  probable  that 
it  is.  Finally,  what  is  the  real  inner  significance  of  this  marked 
overproduction  of  lutein  substance  ?  Is  it  not  conceivable  that  the 
lutein  cell  has  a  specific  highly  differentiated  function  which,  when 
manifested  to  an  excessive  degree,  exerts  that  etiological  influence 
upon  the  chorionic  epithelium  which  causes  it  suddenly  to  take 
on  such  baneful  and  rapidly  malignant  characteristics  ?  In  other 
words,  does  the  lutein  substance  physiologically  influence  or  con- 
trol the  growth  and  functions  of  the  Langhans  cells  and  syn- 
cytium ? 

It  can  hardly  be  styled  far-fetched  to  presume  that  there  may 
be  some  such  intimate  relationship.  Be  that  as  it  may.  the  positive 
fact  remains  that  these  changes  do  occur  hand  in  hand.  To  quote 
Pick,  "Certain  it  is  that  in  chorioepithelioma  and  hydatid  mole  a 
definite  change  is  to  be  found  in  the  ovaries,  or.  generally  speak- 
ing, an  overproduction  of  lutein  substance/' 

BIBLIOGRAPHY. 

1.  Baumgart :  Zentralbl.  f.  Gyn.,  1902. 

2.  Fraenkel,  L. :  Zeitrschrift  f.  praktische  Aerste,  [898,  Xo. 
16. 

3.  Fraenkel,  L. :  Archiv  f.  Gyn.,  Vol.  48. 

4.  Fraenkel,  L. :  Archiv  f.  Gyn.,  Vol.  49. 

5.  Fraenkel,  L. :  Archiv  f.  Gyn.,  Vol.  56. 

6.  Fraenkel,  L. :  Archiv  f.  Gyn.,  Vol.  57. 

7.  Kreutzman  :  American  Journal  of  Obstetrics,  Vol.  37, 
page  761. 

8.  Ladinski :  American  Journal  of  Obstetrics,  1902. 

9.  Marchand  :   Zcitschrift  f.  GcburtsJiilfc  11.  Gyn.,  Vol.  32. 

10.  Marchand:  Zcitschrift  f.  GcburtsJiilfc  u.  Gyn.,  Vol.  34. 

11.  Marchand :  Monatschrift  f.  Gcburtshilfc  it.  Gyn..  Vol.  1. 

12.  Neumann  :  Zentralbl.  f.  Gyn.,  1897. 

13.  Orthman  :  Zentralbl.  f.  Gyn.,  1897. 

14.  Pick:  Zentralbl.  f.  Gyn.,  Vol.  27,  page  1033. 

15.  Pick:  Berlin  klin.  ]\'ochcnsclirift,  Vol.  39. 

16.  Poten  and  Vasmer :  Archiv  f.  Gyn..  Vol.  61. 

17.  Runge,  E. :  Archiv  f.  Gyn.,  Vol.  49. 

18.  Stoeckel,  W. :  Festschrift  f.  H.  Fritsch.  1901. 
1001   Madison  Avenue. 


butler:   hyoscine  anesthesia  in  obstetrics.  171 


HYOSCINE  ANESTHESIA  IN  OBSTETRICS. 


BY 

GEORGE  F.  BUTLER,  M.D., 
Wilmette.  111. 


Professor    and    Head    of    the    Department    of    Therapeutics    and    Professor    of    Clinical 
Medicine,  Chicago  College  of  Medicine  and  Surgery,  etc. 


Despite  the  discouraging-  reports  of  early  observers,  the  new 
method  of  securing  anesthesia  in  obstetrics  is  being  widely  tested 
and  rapidly  coming  into  favor.  The  most  important  report  that 
has  yet  been  made  is  that  of  Gauss,  assistant  to  Prof.  Kroenig, 
Director  of  the  University  Women's  Clinic  at  Freiberg.  This 
report  gives  statistics  of  1,000  cases. 

The  object  sought  is  the  production  of  a  peculiar  state  of  half- 
narcosis  known  as  Dacmmerschlaf,  or  twilight-sleep.  From  this 
the  patient  may  be  awakened  at  any  moment  if  desired,  but  does 
not  retain  recollection  afterwards.  The  method  has  proved 
abundantly  satisfactory  in  giving  relief  from  the  labor  pains.  A 
still  greater  value  is  found,  however,  in  the  prevention  of  nervous 
and  mental  disease  in  the  mother,  by  sparing  her  the  psychic  trau- 
mata of  childbirth.  These  are  known  to  be  the  chief  exciting 
causes  of  nervous  and  mental  diseases  in  women,  besides  being  an 
important  factor  in  marital  unhappiness  and  race  suicide.  If 
these  claims  are  substantiated  we  can  scarcely  afford  to  neglect 
any  means  by  which  they  may  be  accomplished. 

Gauss  insists  upon  the  importance  of  absolutely  pure  alkaloids. 
Scopolamine  is  apt  to  be  contaminated  with  bodies  which  seriously 
modify  its  action.  This  seems  to  be  not  the  case  with  hyoscine 
derived  from  hyoscyamus.  Whether  the  two  be  therapeutically 
identical  or  not,  it  has  been  found  that  hyoscine,  although  much 
more  expensive,  can  be  readily  obtained  in  a  state  of  chemical 
purity,  to  which  very  little  of  the  scopolamine  in  the  markets 
approximates. 

The  first  injection  is  given  when  the  pains  become  really  severe, 
and  consists  of  three  to  four  decimilligrams  of  hyoscine,  with  one 
centigram  of  morphine.  Half  an  hour  later  the  patient  is  shown 
some  test  object,  and  in  thirty  minutes  more  is  asked  if  she 
remembers  what  was  shown  her.    On  this  Gauss  lays  stress,  since 
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the  capacity  to  remember  regulates  the  dosage,  rather,  than  the  cries 
of  the  patient  which  are  less  significant.  When  the  patient  remem- 
bers the  test  object  a  second  injection  is  given  of  scopolamine 
alone,  unless  the  pain  is  excessive,  and  only  then  is  the  morphine 
repeated.  Usually  four  injections  suffice,  at  intervals  of  not  less 
than  one  hour,  generally  two  to  four  hours,  the  total  dose  of 
hyoscine  averaging  three-fourths  of  a  milligram,  the  highest  total 
dose  being  1.2  milligrams.  The  ears  are  stopped  to  exclude 
noise  and  the  cries  of  the  child  are  not  permitted  to  reach  the 
mother. 

The  secrets  of  success  lie  in  the  choice  of  good,  fresh  prepara- 
tions, beginning  with  small  doses,  and  careful  testing  of  the  mem- 
ory power  as  a  means  of  regulating  the  doses.  The  causes  of 
failure  are,  forcing  the  effect  by  large  doses  too  often  repeated, 
beginning  the  process  too  early  in  the  labor,  or  leaving  it  until 
there  is  not  sufficient  time  for  the  effect  to  develop ;  or,  finally, 
regulation  of  the  dosage  by  the  patient's  cries. 

Observations  on  the  first  500  cases  showed  that  in  451  the 
uterine  pains  were  not  affected,  in  8  they  were  weaker,  and  in  36 
stronger  than  before  the  injection.  In  the  8  cases  too  much  mor- 
phine had  been  given.  Gauss  denies,  therefore,  that  the  duration 
of  labor  is  excessively  prolonged,  as  stated  by  Hocheisen. 

In  444  cases  the  abdominal  muscles  acted  spontaneously,  in  16 
only  when  stimulated,  in  38  badly.  In  the  second  five  hun- 
dred cases  better  results  were  obtained  by  excluding  morphine 
after  the  first  dose.  The  percentage  of  cases  requiring  operation 
was  the  same  as  that  reported  from  the  Berlin  Clinic  without  this 
anesthetic. 

In  regard  to  the  effects  on  the  mother,  Gauss  found  the  women 
complain  of  thirst  as  hyoscine  lessens  mucous  secretions.  No  bad 
results  ensued.  There  was  no  vomiting  unless  this  had  commenced 
before  the  injection.  Dizziness  was  rare,  headache,  diarrhea,  and 
constipation  almost  never  occurred.  Hallucinations  and  delusions 
of  transitory  character  were  occasionally  noted. 

In  the  second  500  cases  23  of  the  women  had  heart  disease,  but 
of  these  none  had  a  cardiac  attack.  Sometimes  scopolamine  gave 
rfee  to  alarming  rapidity  and  irregularity  of  the  pulse,  especially 
where  too  much  scopolamine  had  been  given.  The  symptoms, 
however,  were  not  sufficient  to  cause  alarm.  In  this  country  the 
addition  of  cactin  seems  to  obviate  any  danger  in  this  direction. 

Kxaminations  of  the  urine  failed  to  show  that  anv  tendencv  to 
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nephritis  was  aroused ;  in  fact,  cases  already  albuminous  generally 
improved  after  the  injections.  Of  the  first  500  cases  three  had 
eclampsia,  one  commencing  before  the  injection.  All  three  recov- 
ered. Of  four  other  cases  occurring  in  the  district,  without 
hyoscine,  three  died. 

No  effect  on  the  secretion  of  milk  could  be  detected. 

As  to  the  infant,  Gauss  declares  that  hyoscine  does  the  child 
in  utero  no  injury  whatever.  Of  the  five  still-born,  he  attributes 
one  death  indirectly  to  the  injections,  because  the  child  was  born 
so  easily  that  the  attendants  did  not  notice  it,  and  it  was  found 
dead.  No  reason  is  given  to  indicate  that  the  death  was  due  to 
any  direct  effects  of  the  drugs.  The  children  often  show  a  peculiar 
intoxication,  most  frequent  when  the  morphine  has  been  repeated. 
Respiration  is  slow,  with  cyanosis,  for  about  twenty  minutes  if  not 
treated,  when  normal  respiration  is  established.  The  heart  action 
slows  during  the  intervals  of  respiration.  At  first  these  children 
were  treated  as  though  asphyxiated,  but  this  was  found  to  be 
unnecessary.  Light  massage  of  the  heart  was  the  treatment  rec- 
ommended. Of  the  first  500  children  65  were  born  asphyxiated, 
of  which  cases  47  were  easily  explained  otherwise.  In  18  no 
satisfactory  explanation  was  found,  but  there  was  no  evidence 
that  they  were  due  to  scopolamine-morphine.  In  some  cases  the 
mother  was  not  yet  under  its  influence  when  the  child  was  born, 
and  in  all  the  symptoms  of  scopolamine  intoxication  were  wanting. 
Five  of  the  children  died,  two  of  aspiration  pneumonia,  two  of 
cerebral  injuries,  and  one  never  breathed.  Gauss  was  certain 
scopolamine  was  not  to  blame  in  the  latter  case.  In  the  second 
500  cases,  only  half  as  many  were  asphyxiated,  and  the  Infant 
mortality  was  less  than  during  the  previous  ten  years  at  that 
clinic. 

The  most  unfavorable  report  yet  given  on  this  method  is  by 
Hocheisen.  In  his  list  of  100  cases  he  had  five  of  post-partum 
hemorrhage,  18  of  the  children  had  slow  respiration,  15  had 
asphyxia,  and  1  died  in  the  birth,  the  cause  not  being  stated. 
Nevertheless,  his  verdict  was :  "Good  result  usually,  but  dan- 
gerous in  private  practice,",  Hocheisen  did  not  use  the  memory 
test,  but  Gauss  attributes  his  bad  results  mainly  to  use  of  bad 
preparations.  He  secured  a  sample  of  the  scopolamine  used  by 
Hocheisen  and  tested  it  on  ten  patients.  It  was  strongly  narcotic, 
and  caused  one  case  of  deep  coma  with  injury  to  uterine  and  ab- 
dominal contractions,  three  severe  post-partum  hemorrhages,  on-? 
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deeply  asphyxiated  child,  strong  excitation  four  times,  vertigo  and 
vomiting,  once  each. 

Not  a  single  woman  died  in  such  a  way  that  the  blame  should 
be  laid  upon  the  anesthetic.  In  the  second  500  cases  but  one  death 
ocucrred,  and  that  from  rupture  of  the  uterus.  No  case  of  dan- 
gerous hemorrhage  occurred,  the  average  loss  of  blood  being  far 
below  the  normal  average.  No  delay  was  experienced  in  the  birth 
of  the  placenta,  manual  extraction  being  required  in  only  1  per 
cent.  Disease  of  the  mothers  after  the  birth  was  not  higher  than 
usual.  The  forceps  was  applied  49  times  in  the  first  500  cases. 
25  times  in  the  second  500,  the  verdict  being  that  the  anesthetic 
permitted  this  operation  to  be  avoided  when  it  would  otherwise 
have  been  necessary. 

The  total  mortality  of  the  children  in  these  1,000  cases  was  29, 
as  compared  with  49  before  this  method  of  anesthesia  was  intro- 
duced. 

In  addition  to  the  reports  above  mentioned,  the  following  have 
been  collected  from  periodical  literature,  comprising  all  the  writer 
has  been  able  to  collect.  In  all  these  scopolamine  was  employed 
alone  or  with  morphine,  chloroform,  or  ether. 

J.  H.  Winterberg  (Pacific  Medical  Journal,  July,  1906),  50 
cases,  verdict  good. 

J.  W.  Hassler  (Surgery,  Gynecology,  and  Obstetrics,  May, 
1906),  42  cases,  verdict  bad. 

J.  W.  Hamilton  (St.  Louis  Clinique,  January,  1906),  51  cases, 
verdict  good. 

Roith  (Malaby,  S.  Calif:  Practitioner,  November,  1906),  230 
cases,  verdict  good. 

Penkerk  (Malaby,  S.  Calif:  Practitioner,  November,  1906), 
140  cases,  verdict  good ;  spinal  anesthesia  combined. 

Lehmann  (Medical  Bulletin,  January,  1907),  70  cases,  verdict 
good. 

Bakes  (Wood:  American  Medicine,  December,  1906),  200 
cases,  verdict  good ;  one  death  from  anesthetic. 

Bios  (Wood:  American  Medicine,  December,  1906),  105  cases. 

Bonheim  (Wood:  American  Medicine,  December,  1906),  70 
cases. 

DeFontaine  (Wood:  American  Medicine,  December,  1906),  30 
cases. 

Dirk  (Wood:  American  Medicine,  December,  1906),  260  cases; 
two  deaths  from  anesthetic. 

Flatau  (Wood:  American  Medicine,  December,  1906),  30 
cases ;  one  death  from  anesthetic. 
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Grevenson  (Wood:  American  Medicine,  December,  1906),  69 
cases. 

Hartog  (Wood:  American  Medicine,  December,  1906),  123 
cases. 

Israel  (Wood:  American  Medicine,  December,  1906),  332 
cases ;  two  deaths  from  anesthetic. 

Korff  (Wood:  American  Medicine,  December,  1906),  200 
cases. 

Landau  (Wood:  American  Medicine,  December,  1906),  17 
cases ;  one  death  from  anesthetic. 

Marmetschke  (Wood:  American  Medicine,  December,  1906), 
17  cases. 

Monod  (Wood:  American  Medicine,  December,  1906),  3  cases. 

Morris  (Wood :  American  Medicine,  December,  1906),  10  cases. 

Ries  (Wood:  American  Medicine,  December,  1906),  72  cases. 

Schickelberger  (Wood:  American  Medicine,  December,  1906), 
11  cases. 

Seelig  (Wood:  American  Medicine,  December,  1906),  65  cases. 

Snelz  (Wood:  American  Medicine,  December,  1906),  5  cases. 

Sudeck  (Wood:  American  Medicine,  December,  1906),  1  case; 
one  death  from  anesthetic. 

Terrier  (Wood:  American  Medicine,  December,  1906),  26 
cases. 

Yon  Steinbuechel  (Wood:  American  Medicine,  December, 
1906).  20  cases,  verdict  good. 

Yolkman  (Wood:  American  Medicine,  December,  1906),  20 
cases. 

Weisinger  (Wood:  American  Medicine,  December,  1906),  200 
cases. 

Wild  (Wood:  American  Medicine,  December,  1906),  8  cases. 

Witzel  (Wood:  American  Medicine,  December,  1906),  3  cases. 

Wood  {American  Medicine,  December,  1906),  15  cases. 

Zaner  (Wood:  American  Medicine,  December,  1906),  64  cases. 

Zahradzicky  (WTood:  American  Medicine,  December,  1906), 
232  cases ;  one  death  from  anesthetic. 

Gwathmey  {Journal  American  Medical  Association,  October 
2"j,  1906),  over  500  cases,  verdict  good. 

Preller  {Medical  Record,  March  2,  1907),  120  cases,  verdict 
good. 

Busse  {Muench.  Med.  Woch.,  Lancet  Clinic,  March  2,  1907), 
150  cases,  verdict  good. 
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Laurendeau  (La  Presse  Me dicale,  November  18,  1905,  p.  749), 
15  cases,  verdict  good. 

Kroenig,  1,000  cases,  verdict  good;  spinal  anesthesia  added. 

G.  Torrance  {Alabama  Medical  Journal,  April,  1907),  4  cases, 
verdict  good ;  spinal  anesthesia  added. 

Kreuter  {Journal  American  Medical  Association,  May  4,  1907), 
100  cases,  verdict  good. 

Bass  {Miiench.  Med.  Woch.,  March  12,  1907),  107  cases,  ver- 
dict good. 

R.  R.  Smith  {Detroit  Medical  Journal,  March,  1906),  30  cases, 
verdict  good. 

C.  U.  Collins  {St.  Louis  Medical  Review,  February  16,  1907, 
p.  181),  300  cases,  verdict  good. 

C.  M.  Nicholson  {St.  Louis  Medical  Review,  February  16, 
1907,  p.  181),  50  cases,  verdict  bad;  used  scopolamine  alone. 

C.  M.  Nicholson  {St.  Louis  Medical  Review,  February  16,  1907, 
p.  181),  246  cases,  verdict  good;  morphine  and  ether  added. 

G.  T.  Van  Voorhees  (Personal  Communication),  over  500 
cases,  verdict  good. 

Ziffer  (Holt:  Am.  Jour.  Clin.  Med.,  May,  1907,  p.  573),  31 
cases,  verdict  good. 

Reining  (Holt:  Am.  Jour.  Clin.  Med.,  May,  1907,  p.  573),  36 
cases,  verdict  safe. 

Weingarten  (Holt:  Am.  Jour.  Clin.  Med.,  May,  1907,  p.  573), 
over  50  cases,  verdict  safe. 

Wartapetian  (Holt:  Am.  Jour.  Clin.  Med.,  May,  1907,  p.  573), 
verdict  bad. 

Ploss-Bartels  (N.  Y.  Med.  Monats.,  December,  1907),  45  cases, 
verdict  good. 

In  the  above  no  distinction  is  made  between  obstetrical,  surgical, 
and  medical  cases.  In  the  following  list  tablets  containing 
hyoscine  hydrobromide  gr.  1/100.  morphine  sulphate  gr.  1/4,  and 
cactin  (a  simple  concentration  from  Cactus  Grandiilora) ,  gr.  1/67 
(Abbott)   were  employed: 

Torgny  Anderson  (Personal  Communication),  Xebr.,  20  cases, 
verdict  good. 

C.  W.  Bainham  (Personal  Communication),  Ark..  27  cases, 
verdict  good. 

J.  P>.  Murphy  (Personal  Communication),  Okla.,  10  cases,  ver- 
dict good. 

E,  T.  Krebs  (Personal  Communication  1.  Nev.,  12  cases,  verdict 
good. 
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E.  E.  Flagg  (Personal  Communication),  Okla.,  30  cases,  verdict 
good. 

91  others  reported  (Personal  Communications)   157  cases,  ver- 
dict good. 

Many  of  these  reported  "some  cases,"  "several,"  '"a  number," 
or  "many."    Where  the  number  was  not  stated  they  were  credited 
with  but  one  each.     All  these  were  obstetric  cases.     In  not  one 
case  has  a  death  of  the  mother  been  reported,  which  could  in  anv 
way  be  attributed  to  the  anesthetic;  nor  of  a  child,  although  onr 
babe  was  still-born,  the  cause  being  unknown.     No  death  was 
reported  from  scopolamine  excepting  the  nine  recorded  in  the  first 
schedule,  all  of  which  were  taken  from  Wood's  table,  and  it  seems 
somewhat  remarkable  that  no  more  should  have  been  reported 
In  but  one  case  does  Wood  give  the  grounds  on  which  the  deat<- 
was  attributed  to  the  anesthetic,  and  in  that  we  are  asked  to  believe 
that  advanced  fatty  degeneration  resulted  from  a  single  adminis- 
tration of  the  anesthetic.     Meanwhile  this  method  is  bein-  em- 
ployed by  the  rank  and  file  of  the  profession  with  an  enthusiasm 
that  partakes  of  recklessness.     It  seems  difficult  to  believe  that 
many  hundreds  of  thousands  of  these  tablets  can  be  placed  in  the 
hands  of  physicians  in  general,  not  only  the  skilled  anesthetists  of 
our  great  clinics  but  practicians  of  every  degree  of  capability, 
and  yet  not  a  solitary  death  occur  from  this  potent  combination. 
The  writer  has  corresponded  with  many  who  are  using  the  tablets 
and  has  not  been  able  to  trace  a  death  to  them.    He  would  gladly 
receive  reports  that  would  enable  him  to  form  a  fair  and  impartial 
estimate  of  this  therapeutic  weapon  that  promises  so  much  if  it 
be  truly  as  innocuous  as  it  appears. 
1213  Forest  Avenue. 

SIXS  OF  OMISSION  AND  SINS  OF  COMMISSION   IN 
GYNECOLOGY.- 

BY 

G.   H.  BALLERAY,   M.D.. 
Paterson,  N.  J. 

There  are  two  classes  of  practitioners  who  engage  in  the  prac- 
tise of  gynecology— the  general  practitioner  and  the  so-called 
specialist.  Both  classes  have  a  great  number  of  sins  to  answer 
for.     The  sins  of  omission  are  to  be  credited  to  the  general  prac- 

*Read  before  the  New  York  Academy  of  Medicine.  May  16.  1907. 


178         balleray:   sins  of  omission  and  commission. 

titioner— he  leaves  undone  the  things  which  he  ought  to  do  The 
sins  of  commission  are  the  sins  of  the  specialist— he  does  the 
things  which  he  ought  not  to  do. 

The  sins  of  omission  begin  in  the  lying-in  room,  and  many 
of  the  diseases  that  the  child-bearing  woman  suffers  from 
are  due  to  the  negligence  of  the  medical  attendant  dur- 
ing the  three  or  four  weeks  immediately  following  de- 
livery. Lesions  of  the  genital  tract,  the  result  of  parturition,  are 
overlooked,  or,  if  recognized,  are  treated  as  if  of  slight  im- 
portance. The  vaginal  canal  is  not  douched,  but  the  lochial  dis- 
charge is  allowed  to  become  offensive  and  remain  in  contact  with 
the  solutions  of  continuity  in  the  cervix  uteri,  vagina,  and 
perineum.  If  the  woman  does  not  develop  acute  sepsis  from  this 
exposure,  she  is  allowed  to  leave  her  bed  about  the  ninth  day.  She 
at  once  assumes  the  perpendicular  position  and  generally  returns 
at  once  to  her  usual  occupation.  In  addition  to  this  she  encloses 
her  chest  and  abdomen  in  an  unyielding  cuirass — that  abomina- 
tion known  as  the  corset.  Now  what  is  the  condition  of  that 
woman,  and  what  will  her  condition  be  a  few  weeks  or  months 
hence?  Her  present  condition  is  this:  The  vaginal  outlet — 
owing  to  the  non-union  of  the  perineal  wound — is  two  or  three 
times  its  normal  size;  the  vagina  has  not  undergone  involution; 
the  uterus  is  large  and  heavy  and  the  cervix  is  lacerated.  As  soon 
as  the  woman  gets  on  her  feet  the  large,  heavy  uterus  sags  down 
in  the  pelvis.  The  uterine  ligaments  have  not  yet  recovered  their 
tonicity  and  offer  but  little  resistance  to  the  descent  of  the  uterus, 
and  the  relaxed  condition  of  the  vagina  and  loss  of  the  perineal 
body  favor  the  further  prolapse  of  the  organ.  If,  in  addition  to 
this,  as  is  generally  the  case,  she  wears  a  tight  corset,  and  allows 
her  bowels  to  become  constipated,  she  has  done  nearly  all  she 
could  do  to  bring  about  complete  procidentia  of  the  womb.  The 
soft  condition  of  the  uterine  muscular  fiber,  shortly  after  deliv- 
ery, favors  flexion  of  the  organ  whenever  any  force  is  applied  in 
such  a  way  as  to  press  the  fundus  either  forwards  or  backwards. 
If  flexion  is  produced  it  induces  venous  stasis  and  interferes  with 
the  process  of  involution,  and  leads  to  catarrhal  endometritis,  sal- 
pingitis, and  chronic  invalidism.  Now,  it  may  be  asked,  what  has 
the  medical  attendant  done  to  produce  this  deplorable  condition? 
In  reply  I  might  say  lie  lias  done  nothing.  Then  why  blame  him 
for  doing  nothing?    Had  he  repaired  the  lacerations  of  the  perin- 
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eum  and  vagina  and  kept  the  woman  in  the  recumbent  posture  for 
about  four  weeks,  during  which  time  she  received  three  large, 
hot  vaginal  douches  daily,  the  laceration  of  the  cervix  would  have 
healed  perfectly,  and  the  involution  of  the  uterus  would  have 
progressed  so  far  that  the  patient  could  have  assumed  the  erect 
posture  and  engaged  in  her  ordinary  occupations  without  detri- 
ment. Why  not  sew  the  lacerations  of  the  cervix  as  well  as  the 
lacerations  of  the  perineum  and  vagina?  Because  it  is  unneces- 
sary. The  writer  knows  by  experience  that  all,  or  nearly  all,  re- 
cent lacerations  of  the  cervix  will  heal  spontaneously,  if  the  pa- 
tient retains  the  recumbent  posture  for  a  month  and  the  vagina  is 
kept  thoroughly  clean.  The  latter  condition  is  essential  to  suc- 
cess, for,  as  the  late  Dr.  Goodell  very  strongly  expresses  it,  "It  is 
expecting  a  good  deal  of  nature  to  suppose  that  she  will  heal  a 
lacerated  cervix  which  is  constantly  steeped  in  a  puddle  of  stink- 
ing lochia." 

Primary  suturing  of  a  lacerated  perineum,  even  when  the 
laceration  involves  the  sphincter  ani  and  rectovaginal  sep- 
tum, has,  in  the  writer's  hands,  proved  a  very  successful  opera- 
tion ;  and  he  thinks  that  it  should  be  practiced  in  every  case — 
unless  the  tissues  have  been  so  contused  by  a  delivery  character- 
ized by  the  exercise  of  so  much  more  force  than  intelligence,-  that 
more  or  less  sloughing  is  almost  inevitable.  In  such  a  condition 
the  interests  of  the  patient  will  be  best  served  by  the  use  of  large, 
hot  vaginal  douches,  until  the  superficial  sloughs  have  separated 
and  healthy  granulations  appear.  The  edges  of  the  tear  may 
then  he  brought  together  by  silkworm  gut  suture.  If  the  edges 
of  the  laceration  are  then  kept  closely  in  apposition,  good  union 
wili  frequently  result. 

Lacerations  of  the  cervix  frequently  occur  without  any  ac- 
companying lesion  of  the  vagina  or  perineum.  In  fact, 
some  authors  claim  that  in  all  primiparse  the  cervix  is  more 
or  less  lacerated.  If  that  statement  is  true  it  is  a  sad  commentary 
either  on  our  obstetrical  skill,  or  on  the  degeneration  of  tissue 
which  results  from  our  so-called  civilization.  However,  in  view 
of  the  frequency  of  laceration  of  the  cervix  during  delivery  every 
puerperal  woman  should  be  subjected  to  the  treatment  above  in- 
dicated, viz.,  rest  in  bed  in  the  recumbent  posture,  and  thorough 
cleansing  of  the  vaginal  canal.  The  temperature  of  the  water 
used  for  douching  the  vagina  should  be  from  no°  to  u6°  F.,  and 
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at  least  two  gallons  should  be  used  each  time  a  douche  is  given. 
When  the  patient  gets  on  her  feet  she  should  wear  the  weight 
of  her  skirts  suspended  from  her  shoulders — not  from  the  upper 
part  of  her  abdomen.  No  corset  should  be  worn — only  a  simple 
corset  waist,  which  can  be  crumpled  in  the  hand  as  easily  as  a 
pocket  handkerchief,  and  which  yields  readily  to  the  movements 
of  the  thorax  and  abdomen. 

Some  practitioners  think  that  a  woman  is  benefited  by  sitting 
up     soon     after     labor — rising    to     answer     the     calls     of     na- 
ture,    etc.        They     claim     that     the     erect     posture      favors 
the    escape    of    the    lochia,    and    that    free    use    of    the    muscles 
tends  to  give  them  tone.    They  refer  to  the  lower  animals  and  tell 
us  that  the  mare  and  the  cow  get  upon  their  feet  immediately 
after  delivery  and  go  about  the  field  as  usual  and  suffer  no  incon- 
venience from  doing  so.     Now  that  is  true,  but,  so  far  as  my 
observation  goes,  the  mare  and  the  cow  are  not  often  seen  mean- 
dering about  the  meadow  on  their  hind  legs  only.     If  that  was 
their  usual  attitude  I  believe  that  they  also  would  frequently  suf- 
fer from  the  various  uterine  affections  which  are  unhappily  so 
common  in  the  human  female.     So  far  as  the  use  of  the  muscles 
for  the  purpose  of  giving  them  tone  is  concerned,  I  might  say 
that  I  do  not  believe  that  the  period  immediately  following  deliv- 
ery is  the  proper  time  for  a  woman  to  practice  calisthenics.     The 
laceration  of  the  cervix  is  often  the  first  link  in  the  chain  of  evils 
which  I  have  described.     If  it  has  not  healed  by  the  time  the 
woman  leaves  her  bed,  the  probability  is  that  it  will  never  heal 
spontaneously ;  hence  the  importance  of  treatment  which  will  favor 
its  healing  during  the  puerperium.     It  cannot  be  too  strongly  in- 
sisted upon  that  in  the  treatment  of  recent  lacerations,  the  result 
of   labor,   rest   and   cleanliness  are   of  the   greatest   importance. 
Neither  alone  is  capable  of  effecting  a  cure.     A  woman  with  a  re- 
cent laceration  of  the  cervix  may  remain  in  bed  a  month  after 
delivery  and  yet  the  laceration  will  not  heal  if  vaginal  douches 
have  not  been  used.     On  the  other  hand,  if  a  woman  whose  cer- 
vix uteri  has  been  torn  in  labor  rises  from  her  bed  at  the  end 
of  a  week,  the  laceration  in  all  probability   will  not  heal  even 
though  vaginal  injections  are   regularly  employed.     Every    ac- 
coucheur, whether  engaged  in  private  or  hospital  work,  should 
feel  it  incumbent  upon  him  to  endeavor  to  obtain  early  healing 
of  all  lacerations  the  result  of  parturition,   for  there  can  be  no 
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doubt  that  fully  one-half  of  all  the  cases  that  fall  into  the  hands 
of  the  operative  gynecologist  have  their  origin  in  the  lesions  in- 
cident to  childbirth.  The  worst  cases  of  procidentia  uteri,  with 
prolapse  of  the  bladder  and  rectum,  generally  owe  their  existence 
to  unhealed  lacerations  of  the  cervix  and  perineum.  These  cases 
are  the  bane  of  the  gynecological  surgeon  and  cause  him  to  fully 
appreciate  the  force  of  the  old  saving,  "An  ounce  of  prevention  is 
worth  a  pound  of  cure." 

Cancer  of  the  cervix,  which  constitutes  fully  90  per  cent,  of 
all  cases  of  cancer  of  the  uterus,  never  occurs  except 
in  cases  in  which  some  form  of  traumatism  has  been 
applied  to  the  cervix — no  traumatism,  no  cancer.  The  writer  does 
not  believe  that  there  is  a  well-authenticated  case  of  cancer  of  the 
truly  virginal  cervix  on  record.  In  the  cases  reported  as  such  the 
observer  has  probably  been  deceived  by  the  statements  of  a  woman 
who  had  every  motive  for  concealing  the  truth.  Neglected  lacera- 
tions of  the  cervix  uteri,  the  result  of  parturition,  are  responsible 
for  the  occurrence  of  cancer  of  that  portion  of  the  uterus.  For- 
tunately, however,  not  every  case  of  laceration  of  the  cervix 
terminates  in  cancer.  There  is  undoubtedly  in  certain  individuals 
a  condition  of  the  tissues  which  predisposes  to  cancer,  and  this 
condition  of  the  tissues  is  transmitted  to  the  individual  by  heredity. 
If,  however,  laceration  of  the  cervix  predisposes  to  cancer,  the 
importance  of  securing  healing  of  all  such  lacerations  is  obvious. 

It  should  be  an  invariable  rule  in  hospital  and  private  practice 
for  the  physician  to  carefully  examine  every  woman  whom  he  has 
attended  in  labor  before  she  is  allowed  to  resume  the  ordinary 
duties  of  life,  to  ascertain  if  she  is  suffering  from  any  lesion  of 
the  genital  canal.  Should  any  lesion  of  importance  be  detected,  it 
should  be  repaired  without  delay  in  order  to  prevent  the  evils 
which  will,  almost  to  a  certainty,  follow  in  its  wake.  That  there 
are  difficulties  in  carrying  out  this  rule  in  private  practice,  es- 
pecially in  the  lower  walks  of  life,  the  writer  knows  full  well ;  but 
if  a  woman  is  made  to  understand  that  her  health  in  the  future 
and  her  usefulness  in  the  household  may  depend  upon  the  result 
of  such  examination,  her  objections  will  be  readily  overcome.  It 
is  only  necessary  for  the  profession  to  be  imbued  with  the  neces- 
sity of  this  examination  in  order  to  make  it  popular,  and  after 
it  has  become  so  the  average  woman  will  not  only  submit  to  it 
without  objection,  but  will  consider  herself  slighted  if  it  is  omitted. 
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One  of  the  greatest  difficulties  in  the  way  of  carrying  out  this 
rule  in  private  practice  at  the  present  day  is  the  ill-conceived 
amour  propre  of  the  attending  physician.  He  is  apt  to  feel  that 
the  revelation  of  the  fact  that  a  lesion  of  the  genitals  exists  will 
be  regarded  by  the  patient  and  her  friends  as  an  evidence  of  lack 
of  savoir  fairc  on  his  part.  As  a  matter  of  fact,  however,  the 
physician  who  is  honest  and  truthful  generally  wins  the  confi- 
dence and  esteem  of  his  patients  and  the  respect  of  his  professional 
brethren,  whereas  the  charlatan  who  claims  to  be  perfect  in  all 
things  succeeds,  as  a  rule,  in  time,  in  bringing  upon  himself  the 
contempt  which  he  deserves.  When  the  operative  gynecologist  is 
consulted  in  cases  of  this  kind,  he  should  explain  to  the  patients 
that  lesions  of  the  genital  tract  sometimes  occur  in  childbirth  even 
under  the  most  skillful  treatment.  It  is  no  reflection  upon  the 
medical  attendant  if  a  woman  sustains  an  injury  to  her  genital 
canal  during  labor,  providing  that  he  has  acted  with  ordinary 
skill  and  judgment;  but  it  is  a  disgrace  to  him  if  he  fails  to  in- 
form her  of  the  fact  and  thus  prevents  her  from  securing  the 
benefit  which  would  result  from  an  early  repair  of  the  injury. 

As  a  factor  in  the  causation  of  pelvic  disease  in  women,  gonor- 
rheal infection  occupies  a  prominent  position.  At  least  40  per  cent, 
of  all  women  suffering  from  diseases  peculiar  to  their  sex  owe  their 
invalidism  to  the  baneful  influence  of  the  gonococcus.  That 
nearly  all  women  could  be  promptly  cured,  in  the  early  stage  of 
the  disease,  if  properly  treated,  does  not  admit  of  a  doubt.  That 
they  are  not  cured  is  often  owing  to  the  apathy  of  the  general 
practitioner.  The  nature  of  the  disease  is  often  overlooked,  or,  if 
recognized,  the  disease  is  treated  in  a  slip-shod  manner.  If  gon- 
orrhea, while  limited  to  the  vulva  and  vagina,  were  vigorously  at- 
tacked, its  extension  could  be  checked  almost  to  a  certainty,  and 
gonorrheal  endometritis  and  pyosalpinx  would  be  almost  un- 
known. If  the  time  ever  comes  when  the  family  physician  will 
take  the  trouble  to  examine  into  the  nature  of  every  case  of  puru- 
lent vaginal  discharge — instead  of  assuming  that  the  woman  has 
only  the  "whites" — and  will  resort  promptly  to  efficient  measures 
of  treatment,  we  will  meet  very  few  of  those  cases  of  destructive 
inflammatory  lesions  of  the  female  pelvic  organs,  which  are  un- 
happily so  common  to-day. 

The  enormous   mortality  from  cancer  of  the  uterus   is   fairly 
chargeable     to     the     general     practitioner.        It     is     he     who 
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sees  the  case  first,  and  it  is  owing'  to  his  ignorance  and  care- 
lessness that  the  case  does  not  come  under  the  care  of  a  com- 
petent operator  before  the  disease  has  reached  the  inoperable 
stage.  It  is  to  be  hoped  that  the  time  is  not  far  distant  when  the 
family  physician  will  familiarize  himself  with  the  means  of  making 
a  diagnosis  of  the  disease  in  its  incipiency,  and,  having  done  so, 
will  apply  his  knowledge  to  the  case  in  hand,  instead  of  attribut- 
ing all  the  symptoms  to  "change  of  life,"  and  allowing  the  patient 
to  drift  unconsciously  into  a  condition  for  which  the  only  relief  is 
death.  As  before  stated,  the  Sins  of  Commission  are  the  sins  of 
the  operative  gynecologist — he  does  the  things  which  he  ought  not 
to  do.  At  times  he  is  thoroughly  honest  in  his  conviction  that  he 
is  doing  right — but  in  many  cases  mutilating  operations  are  per- 
formed which  are  entirely  unjustifiable,  and  have  absolutely  no 
raison  d'etre  except  in  the  love  of  eclat  and  the  undying  fond- 
ness which  some  men  cherish  for  operative  gynecology. 

The  writer  has  seen  the  uterus  removed  for  a  myoma  the  size 
of  a  walnut,  and  he  has  seen  it  removed  in  cases  in  which,  after 
its  removal,  he  would  have  defied  the  most  expert  pathologist  to 
detect  any  lesion  which  could  have  been  offered  as  a  reasonable 
excuse  for  the  mutilation.  Ovaries  have  been  sacrificed  by  the 
hundred  in  cases  in  which  no  organic  disease  existed — the  justi- 
fication for  the  operation  being  found  in  ill-defined  pelvic  aches, 
which  were  dependent  upon  an  impoverished  state  of  the  blood 
and  a  condition  of  malnutrition  of  the  nervous  system — the  pains 
and  aches  in  the  pelvic  region  being  but  local  manifestations  of 
the  general  neurasthenia.  Why  does  not  the  general  surgeon 
remove  the  testicles  of  his  male  patients  for  similar  conditions? 
The  time  has  come  when  a  protest  should  go  forth  from  all  hon- 
est gynecologists  against  such  unjustifiable  practice.  Let  it  be 
understood  that  the  mere  possession  of  mechanical  skill  does  not 
constitute  the  ideal  gynecologist ;  to  skill  and  knowledge  must  be 
conjoined  a  refined  morality,  based  upon  the  sacred  principle, 
"Do  unto  others  as  ye  would  that  they  should  do  unto  you." 

115  Broadway. 
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1  wish  to  lay  before  you  at  this  time  the  histories  of  some 
labors  complicated  by  contracted  pelves  and  some  conclusions 
to  which  my  observations  of  them  have  led  me.  My  series  em- 
braces twenty-seven  labors.  Four  of  the  women  I  confined  twice. 
There  were,  therefore,  twenty-three  patients.  Complete  pelvic 
measurements  were  not  taken  in  all  cases,  and  where  these  were 
wanting  the  diagnosis  was  made  from  the  length  of  the  diagonal 
conjugate  and  the  nature  of  the  labor. 

These  cases  present  themselves  to  the  obstetrician  under  two 
entirely  different  sets  of  circumstances.  He  may  not  see  the  pa- 
tient until  labor  is  more  or  less  advanced,  or  he  may  be  consulted 
beforehand.  The  greater  number  of  my  cases  fall  under  the 
first  heading. 

It  is  not  my  purpose  to  cite  more  than  two  or  three  illustra- 
tive cases.  The  first  that  I  have  chosen  is  that  of  C.  W.,  October 
20,  I-para,  Canadian,  whom  I  delivered  at  St.  Michael's  Hos- 
pital on  February  20,  1905.  I  do  not  know  how  long  she  had 
been  in  labor,  but  three  hours  after  she  came  to  the  hospital  the 
liquor  amnii  was  found  to  be  all  away  and  both  feet  presenting 
in  the  os.  Delivery  was  proceeded  with  and  the  head  delivered 
with  difficulty  by  shoulder-jaw  traction  and  suprapubic  pressure. 
Her  measurements  were : 

Interspinous,  29  cm.;  diagonal  conj.,  11  cm.  Intercristal,  28 
cm.;  post,  interspin.,  10  cm.  External  conjugate,  15.5  cm.; 
true  conjug.,  8.5  cm. ;  true  transverse,  10.5  cm. 

The  measurements  of  the  child's  head  were : 

Occipito-front.,  13  cm.;  bitemporal,  8  cm.;  sub-occip.-breg..  10 
cr.i  ;  biparietal,  10  cm.;  bimastoid,  8  cm. 

The  measurements  of  the  child's  head  were  taken  as  soon  as 

*Read  at  a  meetine;  of  the  Toronto  Clinical   Society. 
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the  effects  of  moulding  had  passed  off;  the  internal  measurements 
by  Skutsclrs  internal  pelvimeter.  Mother  and  child  both  did 
well. 

The  next  case  is  that  of  Mrs.  B.,  V-para,  English,  aet.  31, 
whom  I  confined  at  the  Burnside  on  February  7,  1906.  She 
came  to  the  hospital  after  twelve  hours  of  severe  labor.  The 
liquor  amnii  had  escaped  an  hour  before  she  began  to  feel  pain. 
Her  pains  were  violent,  the  head  was  not  engaged,  the  position 
was  O.  D.  P.,  the  os  was  the  size  of  a  crown  piece  and  dilatable. 
I  dilated  the  os  manually,  easily  did  podalic  version,  and  deliv- 
ered. Jt  was  difficult  to  get  the  arms  down  and  one  clavicle  was 
fractured  in  the  process.  Shoulder- jaw  traction  and  suprapubic 
pressure  were  tried  ineffectually  for  a  minute  or  two,  but  finally 
the  head  came  through  the  brim  suddenly.  The  measurements 
werr  : 

Interspinous,  25  cm. ;  diag.  conjug.,  10.5  cm.  Intercristal,  26 
cm. :  true  conjug.,  8.2  cm. :  external  conjug.,  19  cm. ;  true  trans- 
verse; ti  cm. 

The  baby's  measurements  were : 

Oc.  ment.,  15  cm.;  biparietal,  9.5  cm.;  oc.  front.,  12  cm.;  bi- 
temporal, 7.5  cm.    Sub-oc.-breg.,  11  cm.;  bimastoid,  8  cm. 

It  was  a  male  and  weighed  eight  pounds  one  ounce.  The  arm 
was  bound  to  the  side  for  ten  days,  by  which  time  the  clavicle 
had  united.  Mother  and  child  left  the  hospital  well  at  the  end  of 
two  weeks.  This  woman's  previous  labors  were  difficult  instru- 
mental cases,  except  one,  which  was  rapid  and  unaided.  Two 
girls  were  born  alive.  One  boy  was  born  dead,  and  one  boy  died 
on  the  tenth  day. 

These  cases  prove  that  when  the  head  comes  last  a  living,  full- 
term,  full-sized  child  may  be  delivered  through  a  pelvis  with  a 
conjugate  of  from  3.25  to  3.50  inches,  with  a  slightly  shortened 
transverse ;  and  that  such  a  degree  of  contraction  is  occasionally 
no  bar  to  a  normal  natural  labor. 

In  the  first  case  the  child  presented  by  the  breech.  In  the 
second  the  head  was  presenting,  but  not  engaged  after  some 
hours  of  severe  labor.  In  the  latter  case  the  question  arises: 
Why  not  apply  the  forceps?  Before  answering  this  question  let 
me  give  you  the  history  of  another  case  or  two : 

Mrs.  C.j  seen  in  consultation.  The  patient  had  been  forty 
hours  in  labor ;  all  the  liquor  amnii  had  drained  away,  and  a 
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marked  retraction  ring  was  present ;  there  was  a  huge  caput  suc- 
cedaneum;  the  head  was  in  the  O.  L.  A.  position,  tightly  jammed 
against  the  brim,  but  not  entering  it,  and  the  fetal  heart  was  beat- 
ing strongly.  The  Barnes-Simpson  forceps  had  been  applied  by 
the  attending  physician,  but  had  slipped  off.  I  applied  the  Porter 
Mathew  axis-traction  forceps,  and  they,  too,  slipped.  We  were 
then  confronted  with  that  most  horrible  of  all  obstetrical  opera- 
tions— craniotomy  upon  a  living  child.  Rather  than  do  this  I 
decided  to  try  version,  and  accomplished  it  with  great  difficulty. 
The  child's  heart  beat  for  some  little  time  after  delivery,  but  it 
did  not  survive.    The  mother  made  an  uninterrupted  recovery. 

Mrs.  C,  seen  in  consultation.  This  woman  has  some  hip-joint 
trouble,  and  her  pelvis  is  unilaterally  contracted.  To  her  first 
confinement  I  was  called  after  she  had  been  a  long  time  in  labor. 
I  applied  Porter  Mathew  axis-traction  forceps,  and,  after  a  long, 
hard  pull  delivered  a  dead  baby.  To  her  next  labor  I  was  called 
early  and  found  the  liquor  amnii  present  and  the  os  dilatable.  I 
dilatetf  the  os  manually  and  easily  did  a  version,  bringing  the 
occiput  into  the  widest  part  of  the  pelvis.  The  child  was  deliv- 
ered with  difficulty  but  safely. 

Mrs.  W.,  seen  in  consultation.  This  patient  was  a  I-para  who 
had  been  a  long  time  in  labor.  The  position  was  O.  L.  A.,  the 
head  not  engaged.  Axis-traction  forceps  were  applied  and  con- 
siderable traction  made,  but  the  head  would  not  engage.  In 
making  an  examination  after  this  trial  I  noticed  a  suspicious 
grating  of  the  bones  of  the  head.  However,  I  proceeded  to  do  a 
version  and  delivered  the  child.  It  breathed  and  cried  at  once, 
but  within  an  hour  it  died,  apparently  of  cerebral  hemorrhage. 
The  occipital  bone  was  fractured,  I  think,  by  the  forceps.  Such 
has  been  my  experience  almost  invariably.  When  the  head  is 
above  the  brim  it  is  impossible  to  draw  it  into  a  contracted  pelvis 
with  forceps  and  have  the  child  live.  Herman  says :  "The  choice 
between  forceps  and  turning,  when  the  head  is  in  a  favorable 
position,  depends  mainly  upon  the  extent  to  which  the  head  is 
engaged  in  the  brim."*    With  this  I  entirely  agree. 

Why  not  try  forceps  first  and,  if  they  fail,  then  do  a  version? 

Because,  unless  the  greatest  diameter  of  the  head  has  already 
moulded  through  the  brim,  they  nearly  always  do  fail. 

Because  the  application  of  the  forceps  furthers  the  escape  of 
the  liquor  amnii  and  thereby  renders  a  subsequent  version  more 

♦"Difficulty  Labor,"  p.  204. 
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difficult ;  furthermore,  forcible  trial  of  the  forceps  exposes  the 
infant  to  great  danger  of  fracture  of  the  skull;  and,  lastly,  the 
best  time  to  apply  the  forceps  is  after  the  head  has  moulded 
through  the  brim,  whereas  turning  should  be  done  early,  before 
the  liquor  amnii  is  lost.     Allow  me  to  summarize  the  results : 

All  the  mothers  made  good  recoveries.  Eight  infants  were 
born  dead  and  nineteen  alive.    Of  the  eight  infants  born  dead : 

One  was  in  the  case  of  the  patient  above  referred  to,  who  had 
been  a  long  time  in  labor.  The  forceps  had  been  tried  unsuc- 
cessfully and  the  version  was  very  difficult. 

One  was  in  the  case  above  referred  to,  in  which  the  forceps 
alone  were  used. 

One  was  in  the  case  of  a  woman  brought  in  from  the  country 
after  a  long  labor.  The  cord  was  prolapsed  and  the  child  dead. 
Craniotomy  was  done. 

Two  were  cases  in  which  the  lack  of  dilatation  of  the  soft 
parts  seemed  to  me  to  be  responsible  for  the  result. 

One  was  a  face  presentation.  The  patient  had  been  in  more 
or  less  severe  labor  for  three  days. 

In  one  the  forceps  were  tried  first  and  were,  I  think,  respon- 
sible for  the  death  of  the  child. 

One  was  a  miscarriage. 

In  only  one  of  the  eight  was  the  prophylactic,  or  early  version, 
done.  In  this  case,  had  more  time  been  spent  in  distending  the 
vagina  and  perineum,  or  had  the  labor  been  permitted  to  go  on 
for  a  time  as  a  breech  case  after  the  version  was  done,  the  result 
might  have  been  different.  I  venture  to  think  that  these  results 
are  very  good  in  a  series  of  cases  of  pelvic  contraction  so  great 
that  the  induction  of  premature  labor,  symphyseotomy,  pubi- 
otomy,  and  Cesarean  section  have  been  variously  recommended 
for  them  at  different  clinics. 

A  few  observations  on  the  value  of  external  mensuration 
would  seem  to  be  in  order. 

Of  one  hundred  women  who  had  no  contraction  of  the  con- 
jugate the  average  measurements  of  the  interspinous.  inter- 
cristal,  and  external  conjugate  diameters  compare  with  the  aver- 
ages of  my  contracted  pelvis  series  as  follows : 

Uncontracted.       Contracted. 

Interspinous     25.40  cm.  24.03  cm. 

Intercristal    27.96  cm.  26.23  cm. 

External    con  jug 19.6     cm.  T7-23  cm. 
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The  average  difference  between  the  interspinous  and  intercristal 
diameters  was,  in  the  uncontracted  pelves,  2.56  cm.,  and  in  the 
contracted  2.20  cm. 

It  would  seem  from  these  averages  that  external  menstrua- 
tion should  give  us,  as  a  rule,  some  knowledge  as  to  internal 
contraction,  and  as  a  matter  of  fact  it  does.  The  measurements 
vary,  however,  within  somewhat  wide  limits,  e.g. : 

Uncontracted.  Contracted. 

Max.  Min.  Max.  Min. 

Interspinous    29      cm.     22  cm.  29      cm.     19.5  cm. 

Intercristal    31.5  cm.     25  cm.  28      cm.     23      cm. 

Extern,    conjug 22      cm.     16  cm.  19.5  cm.     15      cm. 

Occasionally  in  a  patient  whose  external  measurements  would 
seem  almost  certainly  to  indicate  an  internal  contraction  the  in- 
ternal measurements  are  found  to  be  normal.  The  following  is  a 
case  in  point : 

A.  M.,  I-para,  confined  at  the  B.  H.  on  March  25,  1906.  There 
was  no  difficulty  in  the  labor,  which  was  over  in  ten  hours.  The 
infant  weighed  6  pounds  31-2  ounces.  In  this  case  the  external 
measurements  were : 

Interspinous,  26  cm. ;  transverse  outlet,  10  cm. ;  intercristal, 
27  cm.;  pubococcygeal,  11. 5  cm.;  external  conjug.,  15-5  cm.; 
post-interspinous,  7.5  cm. 

Between  the  summits  of  the  crests  23.5  cm.  The  internal 
measurements,  taken  with  a  Skutsch  pelvimeter,  were : 

True  conjugate,  10.6  cm.;  true  transverse,  II. 5  cm.;  diagonal 
conjugate,  12.0  cm. 

On  the  other  hand  the  conjugate  may  be  shorter  than  the 
normal  without  marked  alteration  in  the  external  measurements. 

I  sav  marked  alteration  because  the  measurements  vary  within 
such  wide  limits  in  normal  pelves.  External  mensuration,  there- 
fore, should  be  confirmed  by  internal  mensuration,  and  by  other 
signs  to  be  hereafter  referred  to.  The  diagonal  conjugate  (the 
distance  from  the  anterior  surface  of  the  promontory  to  the  un- 
der border  of  the  subpubic  ligament)  is  a  surer  guide.  It  can- 
not always  be  taken,  however.  In  a  lady  who  was  referred  to  me 
for  examination  recently  the  vagina  was  so  short  that  I  could  not, 
even  with  the  patient  under  chloroform,  reach  the  promontory. 

A  very  valuable  indication  is  given  by  the  failure  of  the  head 
to  engage  in  the  brim  at  the  onset  of  labor  when  the  patient  is  a 
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primipara  and  the  position  normal.  The  type  of  contracted  pelvis 
nu  t  with  was  the  simple  flat  pelvis  in  all  the  women  but  two.  Of 
these  one  had  a  kyphoscoliotic  pelvis  and  the  other  a  pelvis 
obliquely  contracted  as  a  result  of  old  hip-joint  disease. 

In  conclusion  I  might  remark  that  careful  mensuration  has  led 
me  to  the  conclusion  that  minor  degrees  of  contraction  of  the 
pelvis  are  more  frequent  on  this  continent  than  a  perusal  of  the 
obstetric  literature  would  lead  one  to  suppose.* 

Interspinous,  25  cm.;  diag.  conjug.,  10.5  cm.;  intercristal,  26 
cm.:  true  conjug.,  8.0  cm.;  extern,  conjug.,  18  cm. 

The  measurements  of  the  baby's  head  were : 

Trachelo-breg.,  11  cm.;  bitemp.,  8  cm.;  occip.-ment,  13.5  cm.; 
bipariet,  9  cm.;  occip.-front.,  12  cm.;  bimastoid,  7  cm.;  sub- 
occip.-breg.,  9  cm. 

^  The  version  was  easy,  but  the  delivery  difficult.  The  infant 
lived,  apparently  in  fair  health,  for  five  days,  and  then  suddenly 
died.  The  autopsy  showed  subdural  hemorrhage,  hemorrhage 
into  the  suprarenal  capsules,  and  two  large  hematomata  on  the 
under  surface  of  the  liver,  one  of  which  had  apparently  ruptured, 
causing  death  by  internal  hemorrhage.  The  conclusion  from  this 
case  would  be  that  this  method  of  delivery  is  not  applicable  when 
the  conjugate  is  shorter  than  8.0  cm.  The  mother  in  this  case 
had  an  uninterrupted  recoverv. 
54  Avenue  Road. 
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In  considering  this  subject  I  will  not  deal  with  preventive  treat- 
ment, as  that  does  not  directlv  concern  diseased  conditions,  but 
pertains  to  the  management  of  healthy  subjects  with  a  view  of 
preventing  disease. 

Since  there  has  been   a  general   acceptance  of  the    fact   that 

*Note.— Since  the  above  was  written  I  have  had  several  more  labors  in 
contracted  pelvis  to  conduct.  Of  these  the  most  interesting  was  that  of 
±5.  Fl.,  aet.  37  iv.  para.  Her  first  two  children  were  girls,  'delivered  />  v. 
by  forceps.  The  third  was  a  boy,  delivered  by  Cesarean  section  after 
failure  of  attempts  at  forceps  delivery. 

fRead    before     the     Washington     Obstetrical     and     Gvnecological     So- 
ciety, Feb.   15,  1907.  " 
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puerperal  infection  does  not  differ  from  ordinary  wound  infection, 
reference  to  etiology  will  be  limited  to  two  points  influencing 
intelligent  application  of  remedies.  First,  sapremia,  the  condition 
produced  by  the  absorption  of  preformed  ptomaines ;  second,  sep- 
ticemia, or  septic  infection,  the  entrance  into  the  circulation  of 
various  forms  of  infecting  microorganisms. 

In  sapremia,  putrefactive  changes  in  secundines  or  blood  clots, 
remaining  in  the  cavity  of  the  uterus  are  the  causes  of  the  poisons 
absorbed.  I  trust,  therefore,  you  will  pardon  the  mention  of 
some  conditions  predisposing  to  incomplete  evacuation  of  the 
uterus.  In  many  cases  it  is  due  to  hastened  delivery  of  the  after- 
birth by  expression  and  traction  upon  the  cord  before  the  pla- 
centa has  separated  from  the  uterus.  This  has  a  tendency  to  pro- 
duce marked  tonic  spasm  of  the  womb,  a  condition  recognized 
by  a  prolonged  and  marked  contraction  that  reduces  the  uterus 
much  below  its  normal  size.  Continuation  of  such  an  abnormal 
strain  upon  the  muscles  of  the  uterus  results  in  exhaustion  and 
relaxation,  with  slight  hemorrhage  in  the  cavity.  On  the  coagula- 
tion of  the  blood  the  uterus  is  stimulated  to  renewed  contraction, 
but  with  insufficient  force  to  expel  the  clots.  The  uterus  again 
relaxes  and  more  or  less  inertia  follows,  renewed  hemorrhage  in 
the  cavity  of  the  uterus  takes  place,  and  the  clots  increase  in 
size.  This  is  repeated  from  time  to  time,  the  uterus  growing 
larger  as  it  fills  with  blood.  The  woman  becomes  more  and  more 
exhausted,  and  the  uterus  tired  from  overwork,  so  that  there  is 
finally  complete  inertia.  Then,  one  of  two  things  follows,  either  a 
severe  hemorrhage  or  retention  of  the  clots,  and  later  sapremia. 
Smaller  clots  may  be  retained  in  tonic  contractions  of  the  uterus 
when  one  or  more  of  the  uterine  sinuses  are  not  completely  freed 
from  placental  tissue,  a  condition  unfavorable  to  the  forma- 
tion of  coagula  in  the  ends  of  the  veins. 

Another  cause  for  retained  portions  of  placenta  is  deformity 
of  the  womb.  While  this  occurs  only  in  a  small  percentage  of 
cases,  I  think  it  is  encountered  more  often  than  is  generally 
presumed.  I  refer  to  the  bicornate  uterus,  and  especially  to  slight 
depressions  in  one  or  the  other  angles  of  the  uterus.  These  are 
often  so  slight  that  the  unevenness  of  the  fundus  may  not  be  de- 
tected by  the  hand  grasping  it  through  the  abdominal  walls.  Yet 
there  may  be  pockets  from  one  to  two  inches  in  diameter,  more 
or  less  hemispherical  in  shape.     Sometimes  the  plugs  of  placenta 
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removed  from  them  will  look  like  half  a  baseball,  or  other  sperical 
objects  of  smaller  sizes. 

It  is  important  in  examining  the  uterus  to  notice  carefully 
the  degree  of  firmness  exhibited  at  various  points  on 
the  inner  surface  of  the  womb,  for  depressions  may  be 
so  filled  with  placental  tissue  that  the  surface  appears  to  lie 
in  a  continuous  plain  with  the  other  parts  of  the  uterine  mucosa. 
But  pressure  with  the  end  of  the  finger  will  detect  a  boggy  sen- 
sation characteristic  of  placental  tissue.  It  will  also  be  noticed 
that  during  contraction  the  uterine  tissue  of  the  placental  site 
becomes  firm  and  resisting,  while  plugs  of  placental  tissue  in 
pocket  deformities  have  a  tendency  to  bulge  into  the  uterine  cavity 
and  are  but  slightly  increased  in  tension  or  density.  The  placental 
site  may  also  be  distinguished  from  such  masses  by  the  inter- 
lobular bands  that  form  trabecular  over  its  surface.  They  resist 
considerable  pressure  by  the  finger,  while  the  spaces  between 
them  are  soft  and  spongy  in  the  intervals  between  contractions. 

Again,  I  have  seen  in  the  bicornate  womb  where  the  tubo- 
uterine  opening  was  much  relaxed,  portions  of  the  placenta  ex- 
tending into  the  Fallopian  tube. 

In  the  uterus  bicornis  unicollis  with  the  fetus  in  one  cavity  and 
the  afterbirth  in  the  other,  I  saw  a  case  in  which  that  portion 
of  the  amniotic  sack  filling  the  fetal  side  was  left  intact.  The 
true  condition  was  not  suspected  because  the  sack  of  the  pla- 
cental side  was  apparently  large  enough  to  contain  both  fetus  and 
afterbirth.  In  this  instance  the  attending  physician  did  not  recog- 
nize the  double  character  of  the  womb. 

While  sapremia  is  not  usually  marked  until  the  third  day,  or 
after,  it  may  prove  fatal  in  thirty-six  or  forty-eight  hours  where 
large  quantities  of  toxins  are  rapidly  absorbed.  I  have  observed 
this  in  twenty-four  hours  retention  of  separated  placenta  and 
membranes.  The  odor  accompanying  such  decomposition  was 
not  present  and  toxins  were  not  as  virulent  as  they  might  have 
been  a  few  days  later,  but  the  enormous  quantity  absorbed  was 
sufficient  to  saturate  the  patient. 

The  treatment  consists  in  complete  removal  of  all  debris  found 
in  the  cavity  of  the  uterus  as  soon  as  the  first  chill  has  subsided. 
This  is  best  done  with  the  finger,  sweeping  its  nalmer  surface 
over  the  entire  surface  of  the  cavity  of  the  uterus, 
breaking  into  a  pulp  all  particles  that  are  too  large  to  be  easily 
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removed,  and  then  washing  them  out  with  a  brisk  stream  of  sterile 
water.  Pieces  adhering  closely  to  the  placental  site  that  cannot 
be  removed  by  side  to  side  motion  of  the  finger  may  be  dislodged 
by  the  finger  nail,  forcing  it  from  below  upwards  in  the  long 
axis  of  the  uterus.  In  like  manner  shreds  of  membrane  may 
be  detached,  so  that  the  use  of  the-  curette  is  rarely  required, 
except  to  hook  out  large,  loose  masses,  and  even  then  lithotomy 
forceps,  shaped  after  the  pattern  of  obstetrical  forceps,  will  be 
found  much  more  serviceable. 

If  the  finger  does  not  readily  reach  the  fundus,  the  entire  hand 
should  be  carried  into  the  vagina  and  the  uterus  telescoped  down 
upon  the  examining  finger  by  suprapubic  pressure. 

In  septicemia,  the  infection  enters  the  circulation  either 
through  the  lymphatics  or  blood-vessels.  It  may  be  mild 
or  fatal,  according  to  the  intensity  or  degree  of 
invasion.  Mild  cases  are  usually  confined  to  superficial 
invasion  of  the  tissues  of  the  uterus,  but  grow  more  serious  as, 
extension  into  deeper  structures  occurs,  resulting  in  septic  soften- 
ing of  uterus,  abscesses,  peritonitis,  thrombophlebitis,  or  pyemia. 
Extension  takes  place  through  the  lymphatics  and  blood- 
vessels, and  less  frequently  along  the  mucosa  to  the  Fallooian 
tubes  in  which  septic  foci  may  form. 

The  infecting  agent  is  most  frequently  the  streptococcus  or  the 
staphylococcus,  and  less  frequently  the  gonococcus,  the  colon,  or 
diphtheria  bacillus,  gas  producing  bacilli,  etc. 

Superficial  invasion  may  become  extremely  serious  when  sufri- 
cientlv  intense  to  cause  necrosis  and  sloughing  of  tissue.  There 
is  then  a  mixed  toxemia;  septicemia  plus  sapremia. 

The  treatment  of  septicemia  is  systemic  and  surgical.  In  both 
the  vital  forces  should  be  fostered. 

By  systemic  treatment  I  refer  to  remedies  that  are  intended 
to  combat  the  disease  through  the  agency  of  the  circulation. 

The  two  principal  agents  are  Crede's  collargol,  or  other  silver 
preparation,  and  antistreptococcus  serum. 

Collargol  is  supposed  to  act  as  a  systemic  antiseptic.  It  is 
used  by  inunction,  hypodermic,  and  intravenous  injections.  It 
has  a  few  adherents  in  Europe,  and  they  claim  where  it  fails  that 
it  is  because  insufficient  dosage  is  employed.  This  argument  i> 
hardlv  logical,  for  some  cases  will  recover  without  treatment, 
and  others  are  hopeless  at  an  early  stage.  Collargol  has  excited 
mi  enthusiasm  in  America,  and  I  have  no  knowledge  of  its  value. 
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Antistreptococcus  serum  has  not  sustained  the  claims  made 
for  it.  This  is  shown  by  the  report  of  a  committee  appointed  by 
the  American  Gynecological  Society  in  1899  to  investigate  the 
subject.  Their  report  in  substance  was  that  it  has  no  curative 
effect  on  puerperal  infection.  The  same  conclusions  are  reached 
by  all  individuals  that  I  have  been  able  to  consult.  Whitridge 
\\  llliams  says  it  may  be  prophylactic,  but  is  not  a  curative  remedy 
when  used  after  the  process  of  infection  is  well  established,  and 
that  it  is  not  an  antitoxine,  but  acts  by  stimulating  leucocytosis. 
At  best  its  application  is  limited,  for  it  is  offered  for  use  in  pure 
streptococcic  infection  only.  Certainly  the  serum  cannot  accom- 
plish results  in  advanced  thrombophlebitis  or  peritonitis.  My  tes- 
timony is  unfavorable  to  it. 

Disappointed  then  in  the  methods  of  systemic  treatment,  we  are 
forced  to  rely  upon  surgical  relief.  For  an  intelligent  application 
of  remedies,  an  accurate  diagnosis  is  necessary,  not  so  much  as  to 
the  character  of  infection,  even  though  it  is  desirable  to  know 
the  kind  of  infection  we  have  to  deal  with,  but  as  to  the  tissues 
involved,  the  extent  of  invasion,  and  location  of  infected  centers. 
For  instance,  mild  cases  are  usually  confined  to  superficial  in- 
vasion, or  practically  to  the  uterine  cavity,  the  mucosa,  and  imme- 
diately underlying  tissues.  Deep  invasions  may  involve  the 
uterine  muscularis,  uterine  ligaments,  peritoneum,  pelvic  veins 
and  lymphatics,  tubes,  ovaries.  Less  virulent  infection  may  involve 
the  deeper  tissues  with  minor  constitutional  impression  than  in- 
tense toxicity  of  limited  penetration.  Therefore,  it  h  pertinent 
to  consider  the  intensity  of  infection  as  well  as  the  extent  of  in- 
vasion. 

Septic  infection  may  be  antepartum  or  postpartum.  The  ante- 
partum form  has  its  origin  usually  in  separations  of  the  placenta, 
resulting  in  hemorrhage  and  accumulation  of  clots,  forming  a 
fertile  culture  medium.  Mild  cases  frequently  recover  after 
evacuation  of  the  uterus  with  proper  precaution,  but  otherwise 
they  should  be  treated   as  superficial   postpartum   invasions. 

Where  the  process  is  extensive  and  a  large  surface  of  the 
placental  site  is  involved,  the  condition  becomes  extremely  serious. 
Labor  is  slow  because  uterine  contractions  are  inefficient.  This 
is  due  to  septic  softening,  rendering  the  muscularis  involved 
incapable  of  contracting.  The  remaining  portion  of  the  uterus 
becomes  exhausted,  more  or  less  inertia  follows,  and  instrumental 
delivery  is  often  required. 
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If  there  is  much  involvement  of  the  deeper  uterine  tissues, 
the  womb  fails  to  contract  after  delivery,  and  form  the  usual 
hard  globular  mass  found  behind  the  pubic  bone.  On  the  con- 
trary, it  is  soft  and  flabby,  and  feels  like  .an  empty  bag  lying  in 
the  hollow  of  the  sacrum  and  extending  above  the  brim  of  the 
pelvis.  Its  outlines  are  difficult  to  determine.  The  discharges 
collect  in  the  relaxed  uterus,  and  infection  extends  to  other  parts 
of  the  organ.  Constitutional  symptoms  are  pronounced  and  the 
patient  rapidly  grows  worse.  With  streptococcus  infection,  the 
production  of  pus  may  be  copious,  and  if  the  process  extends  to 
the  peritoneum,  marked  depression  with  low  temperature  and 
rapidly  increasing  pulse  and  varied  delirium  are  noticeable  symp- 
toms. The  condition  is  grave  and  demands  heroic  measures,  as 
treatment  to  the  cavity  of  the  uterus  is  ineffectual  aside  from  ac- 
celerating drainage. 

Hysterectomy,  therefore,  is  demanded  in  the  first  few  days  after 
delivery,  in  face  of  the  warning  that  this  form  of  infection  is 
liable  to  excite  peritonitis  by  contamination  during  the  operation. 
In  the  class  of  cases  under  consideration,  peritonitis  is  present  in 
a  very  violent  form,  and  a  few  hours  delay  may  mean  the  death 
of  the  patient,  for  they  usually  terminate  fatally  in  the  first  week. 
Hysterectomy  to  be  of  any  service  must  be  done  promptly,  even 
where  diagnosis  of  peritonitis  is  doubtful,  for  the  liability  to 
occurrence  and  extension  of  thrombophlebitis  into  the  pelvic  veins 
is  very  great.  When  hysterectomy  is  delayed  until  this  takes 
place,  either  pyemia  supervenes  or  the  removal  of  thrombosed 
veins  adds  to  the  magnitude  of  the  operation. 

I  am  so  convinced  of  the  necessity  of  early  surgical  interference 
in  advanced  antepartum  sepsis  that  I  do  not  hesitate  to  recommend 
its  prompt  execution.  Delay  increases  mortality  and  discredits 
the  operation. 

POSTPARTUM    INFECTION. 

The  milder  form  of  postpartum  infection,  when  practically 
confined  to  the  cavity  of  the  uterus,  vields  readily  to  the  Carosa 
treatment,  but,  in  the  advanced  process,  involving  deeper  tissues 
of  the  uterus,  this  is  useless.  It  depends  upon  three  principles  for 
its  effectiveness:  First,  promotion  of  drainage  and  the  preven- 
tion of  the  accumulation  of  discharges  in  the  wily  of  the  uterus 
by   filling   the   latter    with    gauze ;   second,    the   antiseptic   effect 


noble:   treatment  of  puerperal  infection.  195 

of  the  alcohol  used;  third  the  dehydrating-  and  hardening  of  the 
epithelium  and  other  superficial  tissues,  which  to  a  certain  extent 
prevent  absorption  of  septic  matter. 

While  little  confidence  can  be  placed  in  the  antiseptic  action 
of  irritating  or  coagulating  fluids,  such  as  strong  solutions  of 
bichloride  of  mercury  and  carbolic  acid,  alcohol  is  serviceable. 
The  treatment  consists,  first,  in  a  thorough  cleansing  of  the  va- 
gina and  uterine  cavity ;  second,  introduction  into  the  uterus  of 
a  small  sterile  catheter,  to  the  tip  of  which  is  stitched  a  narrow 
strip  of  sterile  gauze.  The  latter  is  loosely  packed  around  the 
catheter  until  the  cavity  is  filled  (without  pressure).  The  cer- 
vical canal  is  not  packed,  but  a  piece  of  the  tape  is  left  projecting 
in  the  vagina  to  facilitate  removal.  The  end  of  the  catheter 
is  then  brought  out  through  a  sterile  dressing,  and  protected  by  a 
second  dressing,  the  removal  of  which  renders  access  to  the 
catheter  easy  without  interfering  with  the  pads  next  to  the  vulva. 
Through  the  catheter  one  or  two  drachms  of  fifty  or  seventy-five 
per  cent,  alcohol  is  injected  every  twenty  or  thirty  minutes  for 
the  first  twenty-four  or  forty-eight  hours,  and  as  the  tempera- 
ture declines  the  intervals  between  injections  are  gradually 
lengthened.  The  dressing  is  left  in  place  from  four  or  five  days 
to  a  week.  At  the  end  of  that  time  the  infection  is  under  good 
control.  But,  if  the  temperature  shows  a  disposition  to  rise, 
the  treatment  is  again  resumed. 

If,  with  careful  application  of  this  treatment,  the  temperature 
and  pulse  continue  to  increase,  it  is  evidence  that  the  process  of 
infection  has  extended  beyond  the  uterine  cavity  and  that  local 
treatment  is  useless. 

Irrigation  of  the  uterus  is  often  abused  by  a  lack  of  discretion 
in  its  use,  and  when  admissible  may  be  harmful  from  careless- 
ness or  rough  handling  of  the  syringe  nozzle  by  abrading  the 
mucosa  or  breaking  through  the  exudate  underlying  the  infected 
area.  In  this  way  atria  for  renewed  absorption  are  formed. 
This  is  liable  to  occur  in  the  use  of  metallic  or  other  hard  instru- 
ments. To  be  effectual,  a  bold  stream  of  sterile  water  should  be 
used  at  short  intervals,  the  time  being  so  regulated  that  the 
patient's  temperature  is  not  allowed  to  rise.  It  acts  mechanically 
and  can  accomplish  no  good  in  deep  seated  infection,  therefore 
its  usefulness  is  confined  to  superficial  invasions  when  the  mucosa 
is  covered  with  necrotic  or  sloughing  tissue.     This  condition  is 
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recognized  by  the  escape  of  dirty  looking  debris,  with  perhaps 
some  offensive  discharge,  patulous  os  uteri,  and  the  absence  of 
the  marked  flabby  condition  of  extensive  invasion  of  the  mus- 
cularis  uteri.  Little  or  no  interference  with  involution  of  the 
uterus  (firm  uterus,  contracted  os,  healthy  discharges)  indicates 
that  the  uterine  cavity  is  practically  free,  that  infection  is  deep 
seated,  and  the  use  of  the  douche  is  contraindicated.  When  irri- 
gation does  not  control  the  fever,  we  know  the  treatment  is  mis- 
directed. 

At  best  flushing  is  neither  as  safe  nor  as  reliable  as  the  Carosa 
treatment,  and  is  more  troublesome  and  annoying  to  the  phy- 
sician and  patient. 

When  infection  involves  deeper  structures,  the  process  may 
follow  two  or  three  courses:  (A)  If  in  the  direction  of  the  peri- 
toneum, peritonitis  may  result,  (B)  but  when  the  infection  be- 
comes more  or  less  sterile,  it  may  be  localized  in  the  walls  of 
the  uterus  forming  intramural  abscesses.  (C)  When  it  invades 
the  sinuses  in  the  placental  site  thrombophlebitis  to  a  greater  or 
less  degree  results. 

Peritonitis  usually  occurs  in  the  more  violent  forms  of  infection, 
because  in  milder  cases  hematic  opsonisis  modifies  the  process, 
consequently  the  symptoms  develop  in  a  few  days,  whereas  cir- 
cumscribed abscesses  are  not  detected  until  the  second  or  third 
week,  or  later.  In  puerperal  peritonitis  prompt  action  is  neces- 
sary. A  few  cases  do  recover  under  simple  abdominal  section  and 
drainage,  others  under  vaginal  incision  and  iodoform  gauze 
packing;  but  the  later  treatment  has  an  exceedingly  limited  field 
of  application,  because  of  its  indirectness  in  reaching  the  septic 
centers.  If  the  peritonitis  is  confined  to  the  posterior  wall  of 
the  uterus,  gauze  packing  may  excite  adhesive  inflammation  and 
pouring  out  of  enough  exudate  into  and  beneath  the  peritoneum 
to  block  the  lymphatics,  but  its  application  requires  exactness  of 
diagnosis,  so  that  its  practical  employment  is  narrowed  down  to 
the  drainage  of  pus  collections  and  free  fluids  in  the  pelvis. 

Hysterectomy  in  peritonitis  is  unpromising,  upon  one  hand, 
from  the  fact  that  it  is  delayed  too  long,  resulting  in  high  mor- 
tality. While  upon  the  other  hand,  early  operations  are  attended 
with  less  mortality,  we  recognize  a  liability  to  an  unnecessary 
sacrifice  of  the  uterus  in  some  cases.  It  is  hard,  therefore,  to 
draw  a  line  of  distinction,  and  where  one  has  the  courage  of  his 
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conviction,  it  is  almost  impossible  to  convince  the  patient  and 
her  friends  that  the  operation  is  needful. 

Abscess  occurs  at  the  end  of  the  second  week  or  a  little  later, 
after  the  most  acute  symptoms  of  sepsis  have  passed.  The  cavity 
of  the  uterus,  therefore,  is  apparently  free  from  serious  infec- 
tion or  debris.  The  temperature  curve  is  septic  and  devoid  of 
chills,  unless  complicated  with  thrombophlebitis. 

If  the  pelvic  cavity  is  not  obstructed  with  exudates  these  ab- 
scesses may  be  felt  through  thin  or  relaxed  abdominal  walls. 
When  the  abscess  is  single  a  rounded,  slightly  flattened  outline 
may  be  felt  on  the  peritoneal  surface  of  the  uterus,  which,  to  the 
sense  of  touch,  feels  something  like  a  small,  deeply  seated  fibroid 
tumor,  but  is  more  elastic,  and  the  outlines  are  not  so  sharply 
marked.  When  the  Fallopian  tubes  and  cavity  of  the  uterus 
are  not  infected  and  the  uterus  is  firm  in  texture,  diagnosis  is 
not  likely  to  be  confused  with  other  diseased  conditions,  except 
thrombophlebitis.  The  latter  is  marked  by  chills,  sharp  rise  in 
temperature,  and  rapid  decline  to  normal.  This  is -repeated  once 
or  twice  in  twenty-four  hours.  In  the  interval  the  patient's 
condition  is  apparently  good  (except  late  in  the  disease).  In 
the  late  cases  frequent  pulse,  pyemic  temperature  curve  and  gen- 
erally bad  condition  are  noticeable.  The  absence  of  hard,  cord- 
like ridges  along  the  course  of  the  veins  is  a  valuable  sign  in 
excluding  this  complication. 

I  have  collected  nineteen  cases,  all  of  which  have  been  verified 
either  by  operation  or  autopsy.  Of  this  number  four  were  post- 
mortem findings,  four  hysterectomies,  with  one  death,  and  eleven 
others  that  were  incised  and  drained  with  eleven  recoveries.  The 
location  of  the  abscess  was  mainly  in  the  region  of  the  fundus, 
or  at  points  quite  accessible  through  abdominal  incisions.  They 
were  either  subperitoneal  or  just  under  the  outer  muscular  layer 
of  the  uterus.  This  is  accounted  for,  perhaps,  by  the  fact  that 
the  main  blood  supply  to  the  uterus  is  through  this  layer  of  mus- 
cle, consequently  the  vascularity  of  the  parts  favored  phagocytic 
action  at  this  point,  and  the  spread  of  infection  becoming  modified, 
suppuration  resulted  at  the  place  where  the  barrier  appeared.  If 
such  is  not  the  case  suppurating  centers  should  be  found  in 
deeper  parts  of  the  uterine  walls  with  equal  frequency. 

In  one  case  there  was  thrombophlebitis  of  the  pampinaform 
plexus,  uterine  and  ovarian  veins  of  the  right  side.     The  condi- 
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tion  was  such  the  veins  required  ligation  and  excision  as  high 
as  the  brim  of  the  pelvis.  The  case  had  four  retention  abscesses 
between  the  coils  of  the  intestines.  Another  had  five  abscesses 
similarly  situated.  In  the  latter  a  prominent  surgeon  tried  to 
drain  through  the  vagina,  making  two  attempts,  but  failed.  When 
I  opened  the  abdomen,  the  utter  hopelessness  of  drainage  by 
that  route  was  apparent.  The  pus  centers  were  too  high  in 
the  abdomen  and  the  fundal  abscess  so  inaccessible  that  the  fingers 
could  never  have  reached  it  from  below,  or,  if  perchance  the 
uterine  abscess  could  have  been  reached,  it  very  likely  would  not 
have  been  detected,  as  its  elevation  above  the  surrounding  sur- 
face was  so  limited.  These  abscesses  can  be  better  handled 
through  an  abdominal  incision,  even  if  it  should  be  desirable 
to  drain  below. 

The  expectant  plan  of  treatment  promises  nothing.  They  all 
die.  The  only  means  of  relief,  therefore,  is  through  surgical 
intervention. 

Hysterectomy  has  given  me  a  mortality  of  twenty-five  per  cent., 
which  perhaps  would  have  been  greater  if  a  larger  number 
of  cases  had  been  treated.  All  drainage  cases  recovered ; 
eleven  in  number,  eight  in  my  hands,  three  in  others.  This  is 
good  showing  when  compared  with  the  high  mortality  of  puer- 
peral hysterectomy. 

It  is  but  a  reasonable  conclusion  to  say  that  an  abscess  of  the 
uterus  in  the  puerperal  woman  should  be  treated  as  similar  pus  col- 
lections elsewhere ;  that  is,  on  general  surgical  principles ;  ex- 
ceptions, however,  should  be  made  in  cases  of  multiple  abscesses 
where  the  chances  of  successful  draining  are  doubtful.  Be- 
sides, the  uterine  musculature  is  so  much  involved  in  septic  in- 
flammation nothing  short  of  hysterectomy  will  answer. 

As  thrombus  of  the  pelvic  veins  occurs  in  six  or  seven  per 
cent,  of  puerperal  infection,  with  high  mortality,  considerable 
saving  of  life  may  be  made  by  early  recognition  of  the  disease 
and  prompt  interference.  It  may  begin  early,  but  usually  the 
symptoms  are  not  clearly  defined  until  late.*  The  infection 
follows     the     uterine,     ovarian,     round     ligament,     and     hypo- 

*  Exceptionally  the  symptoms  of  intra  mural  abscess  may  appear  earlier. 
In  Blot's  case  (A.  J.  C.  Med.,  1905,  p.  368),  the  chill  came  on  the  third  day, 
and  on  the  ninth  the  thrombus  had  advanced  to  such  an  extent  resection  of 
the  left  side  of  the  uterus  and  the  corresponding  broad  ligament  was 
required. 
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gastric  veins,  and  the  coagulations  may  extend  far  enough  to 
block  the  inferior  vena  cava. 

The  disease  is  often  complicated  with  septic  conditions  of  other 
parts,  such  as  involvement  of  tubes,  ovaries,  suppuration  in  the 
parenchyma  of  the  uterus,  parauterine  tissues,  or  the  clot  itself 
may  be  permeated  with  pus,  the  latter  escaping  directly  into  the 
circulation. 

The  size  of  the  thrombus  does  not  always  correspond  to  the 
gravity  of  the  symptoms.  Intense  infection  of  a  small  thrombus 
may  cause  more  marked  symptoms  than  a  large  clot  of  less  viru- 
lence. This  was  illustrated  in  a  case  of  mine  at  the  Grady  Hos- 
pital. The  clot  was  confined  to  the  vein  of  the  right  round  liga- 
ment and  was  only  three-sixteenths  of  an  inch  in  diameter  and 
two  inches  in  length.  The  symptoms  were  violent,  but  were 
immediately  and  completely  relieved  by  removal  of  the  vein. 
Upon  the  other  hand,  in  another  case  with  involvement  of  the  pam- 
pinaform  plexus,  uterine  and  ovarian  veins  of  the  right  side,  the 
symptoms  did  not  differ  materially  from  a  mild  case  of  puerperal 
infection  of  the  uterine  mucosa. 

The  symptoms,  according  to  Heiderman,  are  headache,  slight 
irregular  rise  in  temperature,  small  frequent  pulse  (gradually  but 
steadily  increasing),  dysuria,  and  ischuria,  sudden  pain  in  the  side, 
pains  in  bending  hip  (in  femoral  vein  under  Pourpart's  ligament), 
lassitude,  and  vertigo  on  leaving  bed.  Howard*  says 
"temperature  and  pulse  rise  rapidly,  rigors  supervene,  followed 
by  profuse  sweating ;  tongue  is  dry ;  appetite  is  lost,  and  there  may 
be  delirium.  To  these  symptoms  are  soon  added  those  of  pyemia ; 
rapid  oscillations  of  temperature,  rigors,  sweating,  and  dissemi- 
nation suppurations."  M order's  symptom  is  gradually  and  steadily 
increasing  pulse  (climbing).  In  bad  cases  it  is  a  most  important 
one.  Vany  states  that  the  pulse  and  temperature  curve  vary. 
They  may  go  up  in  successive  bounds  as  the  temperature  comes 
down.  Each  forward  leap  of  the  pulse  curve  corresponds  to  a 
new  extension  of  the  clot. 

In  all  cases  reported,  the  chill  is  a  prominent  feature.  It 
usually  comes  on  in  the  second  or  third  week,  showing  a  tendency 
to  slow  extension  and  pathogenic  invasion  of  clot,  but  may 
rje  deferred,  as  in  one  of  Duret's  cases,  to  the  fortieth  day,  or 
-perhaps  later.     If  the  external  or  common  iliac  vein  is  involved. 

♦Howard's  Hunterian  Lectures. 
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there  will  be  swelling  of  the  leg,  and  the  duration  of  the  disease 
may  be  prolonged  as  much  as  seventy-four  days  or  more.  But 
there  are  cases  of  very  short  duration,  which  are  sometimes 
masked  by  complication,  and  may  be  entirely  overlooked  on  ac- 
count of  the  absence  of  suggestive  signs  and  symptoms. 

While  the  above  symptoms  are  commonly  met  with  in  the  dis- 
ease, they  represent  cases  that  are  influenced  more  or  less  by 
the  process  of  suppuration,  and,  therefore,  differ  materially  from' 
those  that  characterize  uncomplicated  and  nonsuppurating,  but 
infected  thrombi.  I  have  observed  that  the  latter  give  the  fol- 
lowing chain  of  symptoms : 

The  disease  may  or  may  not  be  preceded  by  signs  and  symptoms 
of  slight  septic  disturbances  for  the  first  week  or  two.  These 
manifestations,  whenever  present,  become  less  marked  and  may 
entirely  disappear,  leaving  the  patient  apparently  convalescent. 
In  the  second  or  third  week  the  first  pronounced  symptom  is  the 
chill,  which  is  well  marked  if  infection  is  intense.  This  is  ac- 
companied by  rapid  pulse  and  sharp  rise  of  temperature  to 
103 °  to  105 °,  terminating  in  rather  rapid  decline  to  or  near  nor- 
mal. These  symptoms  usually  occur  once  in  twenty-four  hours. 
but  mav  be  repeated  in  shorter  intervals  of  time.  In  the  interval 
the  patient  is  apparently  in  a  normal  condition,  except  that  she  is 
left  weaker  after  each  attack.  The  change  may  be  slight,  con- 
sequently one  may  be  deceived  into  the  belief  that  each  chill  will 
be  the  last  before  convalescence  begins,  but.  on  the  contrary, 
the  pulse  shows  gradual  loss  in  tension  and  volume  and  an 
increase  in  rapidity   (climbing). 

'  The  pelvis  may  be  negative  on  examination  if  the  thrombus 
is  small,  but  when  large  or  late  in  the  disease  the  veins  feel  like 
tortuous  cords  to  the  fingers. 

When  the  infection  extends  through  the  walls  of  the  vessels, 
the  paravascular  tissue  may  be  hard  and  nodular,  the  general 
direction  of  the  exudate  taking  the  course  of  the  vessels,  which 
is  a  material  aid  in  diagnosis.  Such  exudates  are  not  markedly 
sensitive  or  painful  to  pressure  in  bimanual  examinations. 

Diagnosis  of  uncomplicated  puerperal  thrombosis  of  the  pelvic 
veins  is  made  by  taking  into  consideration  the  above  symptoms 
with  the  result  of  careful  pelvic  examinations.  The  value  of 
the  latter  consists  mainly  in  the  ability  to  exclude  other  condi- 
tions.    If.  in  the  examination  of  the  pelvis,  the  process  of  invo- 
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lution  of  the  uterus  appears  not  to  have  been  materially  interfered 
with ;  that  is,  if  the  uterus  is  firm  and  reasonably  small  for  the 
period  of  puerperium,  if  the  cervical  canal  is  not  patulous,  and 
no  unhealthy  discharge  is  escaping  from  it,  it  is  reasonable  to  sup- 
pose that  the  uterus  is  not  involved.  Serious  infection  of  the 
uterus  may  then  be  excluded,  and  the  same  may  be  said  of  the 
Fallopian  tubes  and  ovaries  when  they  are  not  palpable  or 
buried  in  exudate. 

Thrombosis  due  to  laceration  of  the  vagina  is  comparatively 
rare.  This  source  of  origin,  therefore,  can  usually  be  disre- 
garded, especially  if  the  lesion  is  slight  in  extent ;  but  if  the  tear 
extends  high  up  in  the  vagina  or  deep  into  the  ischiorectal  fossa, 
the  lateral  vaginal  plexus  of  veins  may  become  involved. 
When  this  occurs  they  are  covered  up  at  an  early  stage  of  the 
disease  by  exudate,  and  in  the  place  of  cordlike  vessels  being  felt 
on  the  side  of  the  vagina,  a  nodulous  ridge  may  lead  up  to  the 
base  of  the  broad  ligament.  When  this  condition  is  found,  if 
other  parts  of  the  pelvis  are  free,  localization  of  the  thrombus 
in  the  lateral  vaginal  veins  can  be  safely  determined. 

In  differentiating  between  thrombosis  and  intramural  abscess  of 
the  uterus,  uncomplicated  by  peritonitis  and  adhesions,  in  the  latter 
small  rounded  flat  elevations  upon  the  surface  of  the  uterus  may  be 
felt  in  patients  with  very  thin  or  relaxed  abdominal  walls.  Such 
cases  present  the  ordinary  septic  pulse  and  temperature  curves, 
and  do  not  have  the  distinct  interval  of  nonsuppurating  thrombus. 
When  complicated  by  adhesions,  or  diseases  of  the  appendage 
with  tense  abdominal  walls,  exclusion  of  intramural  abscess  and 
detection  of  tortuous  veins  are  extremely  difficult  or  impossible. 

Suppurating  thrombosis  will  very  likely  be  overlooked  when 
complicated  with  peritonitis,  or  pus  tubes,  unless  symptoms 
of  pyemia  supervene,  or  the  pulse  shows  a  tendency  to  become 
climbing  in  character. 

The  treatment  is  mainly  surgical,*  for  when  a  diagnosis  is  made 
most  cases  are  well  advanced  into  the  third  or  fourth  week, 
which  is  ample  time  to  test  temporizing  treatment,  and  mild  cases 
either  show  signs  of  improvement  earlier  or  go  unrecognized  alto- 
gether. 

Any  puerperal  case  with  pelvic  lesions,  variable  temperature. 

*In  this  I  do  not  include  all  cases  of  phlegmasia  alba  dolens,  for  often 
this  does  not  depend  upon  local  (or  pelvic)  lesions,  but  upon  other  causes. 
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and  climbing  pulse  of  three  to  four  weeks'  duration  without 
signs  of  improvement  justifies  an  operation  of  some  kind,  espe- 
cially if  the  uterus  proves  negative  as  the  source  of  trouble.  If 
a  mistake  is  made  in  diagnosis,  and  the  locus  infectus  is  found 
in  the  Fallopian  tubes,  or  abscesses  in  other  parts  of  the  pelvis,  no 
surgical  error  is  committed,  for  they  too  are  in  need  of  serious 
attention. 

There  are  several  plans  of  procedure :  First,  excision  of  throm- 
bosed veins ;  second,  ligation  of  thrombosed  veins ;  third,  hysterec- 
tomy. In  addition  to  these,  attention  to  the  complicating  con- 
ditions must  be  given. 

Some  bad  cases  with  small  but  intensely  infected  clots  may 
be  quickly  relieved  by  removal  of  small  veins.  Upon  the  other 
hand,  cases  of  apparently  mild  type  may  have  great  involvement 
of  veins  requiring  extensive  excision,  therefore  the  magnitude 
of  this  operation  cannot  be  determined  beforehand.  Prolonged 
cases  with  extensive  involvement  require  trying  operations  and 
are  less  able  to  stand  them. 

Guicciardi's  objection  to  excision  of  veins  is  the  liability  of 
reinfecting  the  wound  by  soiling  the  parts  with  clot.  How 
great  the  liability  to  this  accident  is  I  cannot  say,  but  in  two  of  my 
cases  in  which  the  veins  were  lacerated  by  digging  the  clots  out 
of  the  broad  ligament  with  the  fingers,  the  temperature  range 
for  two  or  three  days  was  quite  irregular,  and  reached  high 
marks  at  short  intervals  (i03°-i05°),  but  some  of  this  tempera- 
ture may  have  been  due  to  the  extensive  surface  involved.  Each 
of  these  had  numerous  abscesses  in  the  uterus  and  ovaries,  and  pus 
collections  between  the  coils  of  the  intestine,  besides  the  omen- 
tum and  intestine  were  softened  and  adherent  from  the  um- 
bilicus downward.  As  the  chill  was  not  repeated  in  either  case,  it 
is  very  likely  that  soiling  the  wound  with  clots  had  little  to  do 
with  it.  This  may  be  avoided,  however,  by  double  ligation  and 
cutting  between  to  prevent  coagula  escaping  from  the  ends  of 
the  vessels.  Should  the  vessels  be  lacerated,  as  in  the  cases 
mentioned,  a  drain  may  be  inserted  to  protect  the  peritoneum. 
A  very  few  cases  have  been  reported.  The  number  of  ex- 
cisions in  Guicciardi's  collection  is  too  small  for  just  conclusions 
to  be  drawn  and  the  conditions  may  vary  so  much  that  the  meth- 
ods may  not  have  had  equal  advantages.  Even  the  addition  of 
five  cases  (one  bv  Boldt  and  four  of  my  own)    so  modified  the 
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mortality  that  the  showing  for  this  method  of  operating  quite 
surpasses  ligation.  It  is  theoretically  the  most  surgical,  but  it 
must  have  its  limits,  particularly  in  cases  that  cannot  stand  long 
operations.  In  early  cases  this  method  is  to  be  preferred,  espe- 
cially if  the  clot  is  confined  to  the  veins  of  the  true  pelvis. 

Ligation  of  the  veins  is  not  satisfactory,  especially  if  the  clots 
become  infected  with  pyogenic  cocci.  Pus  in  a  large  vein  shut 
out  from  the  circulation  by  a  ligature  only  is  a  hazardous  con- 
dition. If  the  ligature  is  of  soluble  material,  it  may  disappear 
or  loosen  too  soon  and  let  a  flood  of  pus  into  the  general  circu- 
lation. Neither  is  it  a  sufficient  barrier  to  the  further  progress 
of  infecting  microorganisms.  The  paravascular  infection  may 
pass  beyond  the  obstructing  ligature  and  by  permeating  the  walls 
of  the  vessels  infect  the  new  clot  on  the  proximate  side  and  renew 
the  process  of  thrombophlebitis. 

Hysterectomy  in  this  condition  is  extremely  dangerous.  In  the 
first  place  it  is  often  delayed  too  long  to  successfully  remove  all 
the  infected  centers.  When  thrombosed  vessels  are  confined  to 
the  uterus  it  has  some  chances  of  success,  but  propagation  through 
the  vessels  into  the  broad  ligament  extends  the  infected  field  into 
the  pelvic  veins,  and  at  other  times  the  uterus  may  not  be  at  fault, 
for  the  thrombi  may  lie  exclusively  in  vessels  outside  of  that 
organ.  Removal  of  the  uterus  in  such  circumstances  is  worse 
than  useless,  as  it  would  leave  the  thrombosed  vessels  undisturbed. 
Upon  the  other  hand,  excision  of  the  diseased  veins  without 
hysterectomy  when  the  uterus  is  not  involved  is  promising,  except 
in  extreme  cases. 

In  the  summary  of  the  small  number  of  cases  accessible  the 
results  are  as  follows : 

Resection  of  veins,  mortality 28  4-7  per  cent. 

Ligation  of  veins,  mortality 44  4-9  per  cent. 

Hysterectomy,  mortality    64  1-4  per  cent. 

From  this  I  venture  the  assertion  that  until  further  experience 
shall  have  worked  out  the  solution  of  this  problem,  we  must  accept 
the  opinion  that  early  recognition  of  septic  thrombosis  of  the 
pelvic  veins  and  prompt  excision  is  the  best  method  of  surgical 
relief  we  can  offer  our  patients  in  this  complication  of  the  dis- 
ease. 

There  is  a  strong  point  in  the  treatment  of  puerperal  infection 


204  MILLIGAN  :     MALFORMATION  OF  THE  UTERUS. 

I  wish  to  make,  that  is,  nearly  all  of  these  cases  are  either  mild 
in  character  or  of  superficial  invasion  in  the  beginning,  so  that 
if  proper  treatment  is  employed  at  such  times  the  progress  of 
the  disease  will  be  modified  and  the  mortality  greatly  reduced. 


TWO  CASES  OF  MALFORMATION  OF  THE  UTERUS. 


BY 

JOSEPHINE  MILLIGAN,  M.D. 

Jacksonville,  111. 

(With  one  illustration.) 


'  As  diagnoses  are  constantly  being  made  with  more  care,  the  pro- 
fession are  realizing  that  malformations  of  the  female  generative 
organs  are  not  so  uncommon  as  was  formerly  thought  to  be  true. 
Four  such  cases  were  mentioned  in  the  American  Journal  of 
Obstetrics  from  September,  1905,  to  September,  1906.  Such 
anomolies  always  are  of  great  interest  to  the  practitioner  and  are 
worth  reporting.  The  two  following  cases  were  seen  within  a 
year. 

Case  I.  Uterus  Didclphys. — Miss  C.  H.  Family  history :  Ma- 
ternal grandparents  had  ten  children;  grandfather  died  at  sixty- 
four  of  diabetes ;  grandmother  at  sixty-five  of  cancer  on  calf  of 
leg.  Father  died  of  phthisis  pulmonalis  at  age  of  fifty-three ; 
mother  is  now  living,  sixty-three  years  old.  When  she  was 
five  years  old  had  "palsy";  all  her  joints  were  permanently  de- 
formed. Right  leg  is  shorter  than  left.  She  has  a  chronic  inter- 
stitial nephritis  and  a  marked  degree  of  vitiligo ;  has  had  five 
children  ;  the  eldest  a  boy,  died  of  "teething  spasms,"  aged  fifteen 
months;  the  second,  a  boy,  died  at  fifteen  of  diabetes ;  the  third,  a 
girl,  is  now  living  and  well ;  the  fourth  was  stillborn  ;  the  fifth  is 
the  subject  of  this  report. 

Personal  History. — Age  24,  slight,  poorly  nourished ;  hair 
scanty  and  extremely  blond,  with  absence  of  pigment  in  eyelashes 
and  eyebrows,  as  well  as  in  hair  of  head ;  ears  large ;  high  vaulted 
palate  ;  a  marked  dorsolumbar  spinal  curve.  The  finger  joints  are 
large  and  the  fingers  abnormally  movable  backward.  The  thumbs 
are  clubbed,  and  on  the  right  hand  the  ring  finger  is  a  quarter  of 
an  inch  longer  than  the  forefinger.  The  sternum  is  short  and 
prominent,  the  neck  thick  and  heavy,  and   breasts  undeveloped. 
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The  great  toes  are  small  and  clubbed ;  the  two  toes  next  the  great 
toes  on  both  feet  are  webbed  and  at  least  a  fourth  of  an  inch 
longer  than  the  great  toes.  All  the  toenails  are  tiny.  The  heart 
sounds  give  a  decided  mitral  murmur.  The  first  pelvic  examina- 
tion was  made  only  by  sense  of  touch  and  was  entirely  unsatisfac- 
tory, because  of  the  small  introitus  and  great  sensitiveness.  A 
second  examination  showed  that  the  vagina  was  divided  from 
before  backward  into  two  parts  by  a  fleshy  septum  and  that  there 
were  two  ossa.  Then  an  examination  under  an  anesthetic  was 
undertaken. 

The  left  hymen  was  intact  and  was  torn  in  the  examination.  The 
right  cervix  was  nearer  the  septum  and  a  trifle  smaller  than  the 
left,  and  both  were  somewhat  smaller  than  normal.     In  examining 
bimanually  with  fingers  of  one  hand  in  each  vagina,  it  was  im- 
possible to  map  out  a  fundus,  but  by  rectum  a  right  fundus  and 
ovary  and  a  left  fundus  and  ovary  could  be  distinctly  mapped 
out,  that  is,  there  was  a  complete  uterus  didelphys.     Two  sounds 
were  passed,  one  to  each  fundus,  to  an  equal  depth  of  two  and  a 
half  inches.    The  patient  married  in  October,  1903,  and  very  soon 
became  pregnant.     The  pregnancy  ran  a  fairly  normal  course. 
There  was  some  nausea  and  often  a  trace  of  albumen  was  found 
in  the  urine,  but  no  other  kidney  symptoms  appeared.     The  left 
vagina  was  the  larger  one  and  the  left  bodv  was  the  one  that 
enlarged,  though  the  right  body  could  be  felt' to  be  increasing  in 
size  somewhat.    The  position  of  the  fetus  was  made  out  R.  O?  A. 
On  September  13,  1904,  after  thirteen  and  a  half  hours  of  labor! 
a  boy  was  delivered  normally.    The  vaginal  septum  held  back  the 
head  as  it  descended  over  the  perineum  and  was  cut.     The  pla- 
centa had  a  peculiar  lobulated  appearance.     For  some  time  after 
birth  the  two  fundi  could  be  felt  through  the  abdominal  wall. 
There  was  a  normal  puerperium.  except  that  there  was  no  breast 
milk,  and  all  means  to  stimulate  a  secretion  of  milk  failed.     The 
baby,  a  strong,  lusty  child,  did  well  on  modified  milk.     Sections 
from  pieces  of  tissue  expelled  the  day  after  the  birth  of  the  child 
showed  typical  decidua.     On  June  10,  1906,  an  examination  dis- 
closed a  part  of  the  septum  hanging  outside,  between  the  lips  of 
the  vulva,  and  it  was  snipped  off.     A  distinct  division- of  the 
cervical  canal  could  be  felt  by  the  examining  finger  within  the 
cervix,  though  the  examination  by  speculum  gave  the  appearance 
of  only  a  deeply  torn  cervix. 
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Case  II.  Bic ornate  Uterus. — In  connection  with  the  report  on 
a  uterus  didelphys  an  account  of  a  bicornate  uterus  seen  the  same 
year  is  of  interest,  the  structure  of  which  can  be  given  exactly, 
as,  unfortunately,  the  patient  come  to  the  post-mortem  table.  Mrs. 
F.,  aged  twenty-eight,  was  in  the  seventh  month  of  her  second 
pregnancy.  A  diagnosis  of  twins  was  made  before  labor,  which 
came  on  at  that  time  as  the  result  of  a  septic  condition,  with  which 
the  existing  malformation  had  no  connection.  The  day  after  the 
delivery  of  the  twins  examination  through  the  abdominal  walls 
crave  a  distinct  feeling;  of  a  uterus  with  a  double  fundus.     Death 


Bicornate   Uterus. 


occurred  ten  days  after  delivery,  from  sepsis.  The  uterus  was 
removed  and  the  accompanying  picture  is  from  a  photograph. 
Whether  or  not  two  cervices  existed  before  the  first  childbirth  is 
unknown,  as  the  history  is  not  obtainable.  At  the  time  of  death 
there  was  one  cervix  deeply  lacerated  and  no  cervical  septum 
could  be  felt.  The  picture  shows  that  the  division  began  at  the 
internal  os. 
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MENSTRUAL  ARTHRITIS.* 


BY 

JAMES    DUDLEY   MORGAN,  M.D., 

Washington,  D.  C 

Physician  to  the  Garfield,  Georgetown  and  Emergency  Hospitals. 


The  question  of  arthritis  with  another  appellation  is  not  brought 
forward  to  further  mystify  the  pathology7  of  joint  affections,  but 
to  segregate,  if  possible,  a  small  class  of  arthrites,  which  so  far 
have  been  given  scant  attention. 

Women  are  said  to  be  attacked  less  frequently  with  rheumatism 
than  men,  supposedly  on  the  broad  ground  of  less  exposure,  but 
do  they  really  suffer  less,  when  we  consider  and  balance  up  mani- 
festations which  perhaps  from  their  obscureness  are  not  always 
as  they  should  be,  put  in  the  rheumatic  column.  Chorea  which, 
comparatively  speaking,  is  more  frequent  in  the  female,  both  be- 
fore and  after  puberty,  may  have  "such  slight  arthritic  symptoms 
as  to  be  entirely  overlooked  ;'n  a  dysmenorrhea  may  be  entirely 
relieved  by  considering  it  rheumatic  and  vice  versa,  an  arthritis 
may  be  cured  by  attention  to  the  menses.  The  preponderance 
of  Graves'  disease  in  the  female  is  well  known,  as  likewise  the 
unstableness  of  the  menstrual  function  in  such  cases,  and  the 
admitted  interrelationship  between  Graves'  disease  and  acute 
rheumatism.  "The  pertinent  fact  running  through  a  series  of 
these  cases  seems  to  indicate  that  the  salicylates  are  of  distinct 
therapeutic  value  in  many  cases  of  Graves'  disease."2 

There  is  a  great  deal  about  the  menstrual  function  we  do  not 
understand.  "The  phenomenon  since  the  time  of  Aristotle  has 
been  the  subject  of  much  speculation,  and  is  still  a  question  for 

*Read  before  the  Washington  Obstetrical  and  Gynecological  Society, 
March  1,  1907. 
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research  ;"3  "yet  nothing  is  known  of  the  utility,  cause,  and  sig- 
nificance of  it."4  Occasionally  we  meet  a  woman  of  perfect  physi- 
cal development,  not  by  any  means  of  the  "masculine  type"  (Ash- 
ton),  who  has  never  menstruated  and  who  never  feels  any  dis- 
turbance from  the  absence  of  the  flow,  and  then  we  see  another, 
almost  her  prototype,  who  has  to  be  most  zealously  guarded  at 
the  time  of  her  periods,  that  perchance  the  flow  may  be  prema- 
ture, delayed,  or  protracted.  "Every  woman  is  a  law  unto  herself 
and  consequently  while  there  is  a  general  average  by  which  we 
estimate  the  characteristics  of  the  menstrual  function,  yet  it  must 
be  borne  in  mind  that  there  can  be  wide  differences,  and  the  only 
true  test  after  all  is  the  health  of  the  individual.''5  It  is  even 
claimed  that  "the  periodicitv  of  the  menstrual  cycle  in  women  was 
primarily  monstrous,  that  is,  ovulation  and  menstruation  pri- 
marily occurred  but  once  a  year."6 

A  series  of  four  cases  from  my  private  practice  during  the  past 
two  years,  which  interested  me  most  on  account  of  an  arthritis, 
which  seemed  to  be  strongly  associated  or  dependent  upon  the 
menstrual  function,  I  wish  to  submit  for  your  consideration.  Two 
of  these  cases,  both  white,  might  be  referred  to  as  precocious 
menstruation,  as  one  began  menstruating  when  eleven  years  and 
nine  months  old  and  the  other  at  twelve  years  and  five  months. 
The  two  other  cases,  both  white,  were  aged  respectively  eighteen 
and  thirty-five  years.  The  ones  of  eighteen  and  thirty-five  years 
of  age  had  suffered  with  rheumatism  and  had  called  my  atten- 
tion to  the  severity  of  the  attacks  when  the  menstrual  flow  was 
scant  or  tardy.  The  two  of  the  precocious  type  had  a  strong 
inheritance  of  rheumatism,  if  that  counts  for  anything,  on  their 
father's  side.  The  patient  of  twelve  years  and  five  months  old 
being  perhaps  the  best  to  illustrate  my  case,  I  will  give  her  his- 
tory somewhat  in  detail : 

A.  E.,  white,  female ;  healthy  babe,  having  but  few  of  the  dis- 
eases of  childhood ;  of  a  happy  disposition  and  always  sleeping 
and  eating  well;  of  good  size  but  rather  stout.  When  twelve 
years  and  five  months  old  was  taken  with  headache,  fever,  pain, 
and  swelling  in  the  joints  of  the  knees,  wrists,  and  shoulders  suc- 
cessively;  was  put  to  bed,  a  purgative  given,  ichthvol  applied  to 
the  joints,  and  a  solution  of  salicylate  of  soda  and  citrate  of  potash 
given  ;  the  patient  was  very  restless  and  fidgety,  so  that  bromide 
of  sodium  had  to  be  given.     The  parents  were  told  that  the  case 
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was  rheumatism  and  no  thought  was  given  to  the  menstrual 
function.  The  next  evening  (thirty-six  hours  afterwards)  the 
mother  told  me  her  daughter  had  called  her  attention  to  a  slight 
discharge,  which  seemed  to  be  unusual.  The  patient  otherwise 
was  decidedly  better,  both  of  the  joint  pains  and  the  fever.  Warm 
applications  were  applied  over  the  lower  abdomen  and  to  the  ex- 
tremities, with  the  result  that  the  discharge  was  increased  and 
the  patient  rapidly  got  well. 

Now,  the  first  interesting  point  about  this  case,  which  holds  also 
in  the  other  three  cases  with  varying  conditions,  is  that  for  five 
months  periodically  these  pains  in  the  joints  returned  at  the  men- 
strual period  and  were  best  governed  by  putting  the  patient  to 
bed  the  day  before  the  expected  menses  and  encouraging  the 
menstrual  flow,  and  sometimes  administering  the  salicylates. 
With  all  of  these  cases,  although  they  have  greatly  improved  and 
will  go  for  months  without  arthritic  pains  at  the  menses,  still  I 
have  noticed  that  a  scanty  menstruation  or  the  avoidance  of  going 
to  bed  the  first  day  or  two  of  the  menstrual  flow  will  often  bring 
about  fever,  pain,  and  swelling  of  the  joints. 

Many  writers  have  called  attention  to  just  such  affections  of 
the  joints,  which  seem  to  occur  periodically  (hydrops  articuloram 
intermittens)7,  one  class  every  thirty  days  and  in  some  seeming 
to  be  associated  with  the  menstrual  period.  The  second  point  of 
interest  is  the  consideration  of  menstruation  as  a  source  of  infec- 
tion and  intoxication  and  the  interdependence  of  the  menstrual 
function  on  arthritic  rheumatism.  "Amenorrhea  can  be  pro- 
duced by  the  infection  of  rheumatism,  producing  atrophy  of  the 
uterus  or  ovaries."8  "A  rheumatic  disposition  predisposes  to 
menstrual  suffering,  the  patient  afflicted  with  this  rheumatic  form 
of  dysmenorrhea  being  liable  to  migratory  pains  in  different  parts 
of  the  body,  more  especially  in  the  joints."9  Riebold  has  been 
making  a  special  study  of  various  morbid  manifestations  liable 
to  accompany  menstruation.  He  thinks  there  is  no  doubt  that 
the  menstruating  uterus  may  occasionally  prove  the  source  of  in- 
fection for  actual  septic  affections.  Fever  accompanying  men- 
struation is  by  no  means  uncommon,  and  is  the  result  of  absorp- 
tion of  bacterial  toxins  or  of  products  of  decomposition  through 
the  menstruating  genitalia.  Still  more  important  is  the  fact  that 
infection  or  intoxication  from  the  menstruating  genital  organs  is 
liable  to  induce  various  forms  of  rheumatic  affections,  including 
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actual  polyarthritis  and  cardiac  affections  of  a  rheumatic  nature. 
The  course  of  the  acute  menstrual  articular  rheumatism  does  not 
differ  in  any  respect  from  the  classic  type,  except  possibly  in  its 
unusual  mildness  in  some  cases.  Some  typical  examples  of  this 
febrile  menstrual  rheumatoid  affection  and  of  septic  menstrual 
fever  are  related  in  detail.  The  only  source  for  the  staphylococci 
found  in  the  blood  in  one  case  reported  must  have  been  the  men- 
struating uterus.  As  menstruation  ceased  the  symptoms  sub- 
sided. These  septic  cases  are  rare,  but  undoubtedly  exist  and 
may  explain  certain  cases  of  cryptogenic  sepsis."  "Patients  who 
have  had  two,  three,  or  more  recurrences  of  the  menstrual  rheu- 
matoid affection  have  been  free  from  them  in  his  experience  when 
the  vagina  was  regularly  rinsed,  twice  a  day  at  least,  with  some 
antiseptic  fluid."10 

In  all  of  my  cases,  in  the  interval  I  have  tried  to  bring  about 
an  improvement  of  assimilation  and  physical  culture ;  have  or- 
dered a  more  liberal  and  varied  diet ;  malt  and  iron  have  been 
given  at  times,  and  the  patients,  as  they  were  city  girls,  have 
spent  their  summer  vacations  in  the  country,  with  the  satisfac- 
tion of  marked  improvement  to  all. 

REFERENCES. 

^sler  :  P.  of  Med.,  p.  1046,  6th  Ed. 

2W.  E.  Robinson:  Med.  R.,  Vol.  69,  No.  18,  p.  725. 

3Charles  Hill :  Am.  Jour.  Obst.  and  Dis.  of  Women. 

4Dudley's  Gynec,  4th  Ed.,  p.  20. 

BAshton's  Gynec,  3rd  Ed.,  p.  712. 

6Heape :  Am.  Jour.  Obst.  and  Dis.  Women,  Vol.  54,  p.  75. 

'Barker:  Jour.  Am.  Med.  Assn.,  Vol.  48,  No.  5,  p.  384. 

8Dudley's  Gynec,  4th  Ed.,  p.  720. 

"Hewitt :   Dis.  of  Women,  Vol.  2,  p.  91. 

107.  Am.  Assn.,  Vol.  47,  No.  II,  p.  902. 

919  Fifteenth  Street,  N.  W. 


hargrave:  imperforate  vagina  and  ABSENCE  OF  ANUS.      211 


IMPERFORATE  VAGINA  AND  ABSENCE  OF  ANUS.* 

OPERATION  SEVENTEEN  HOURS  AFTER  BIRTH,  RECOVERY. 


EDWARD  T.  HARGRAVE,  M.D., 

Norfolk,  Va. 

(With   illustration.) 


I  present  this  case  because  of  its  great  infrequency — the  litera- 
ture at  mv  disposal  makes  no  mention  of  a  similar  instance.    The 


Imperforate  Vagina  and  Absence  of  Anus.     A,  urethra ;  B,  Anus. 

child  lived  to  be  fourteen  months  old,  in  apparently  good  health. 
It  had  perfect  control  over  bowel  movements.  There  was  a  com- 
plete absence  of  any  opening  where  the  vagina  should  be,  the 
minute  opening  above  being  the  meatus.  The  history  is  as  fol- 
lows:  March  2,  1906;  Baby  R. ;  white,  female,  17  hours  old; 
was  admitted  to  St.  Vincent's  Hospital.  Forceps  were  used  to 
♦Reported  before  Norfolk  Medical  Society,  June,  1906. 
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deliver  mother  on  account  of  prolonged  labor  due  to  inertia.  On 
admission  to  hospital  the  child's  abdomen  was  very  much  dis- 
tended and  its  general  condition  was  bad.  There  was  a  complete 
absence  of  external  genitals  and  anus.  A  minute  opening  found 
beneath  the  pubes  proved  to  be  the  meatus.  When  the  child  was 
made  to  cry  no  bulging  could  be  seen  or  felt  in  the  perineum. 
Under  chloroform  the  usual  incision  was  made  in  front  of  the 
coccyx  and  deepened  cautiously,  avoiding  going  too  far  anteriorly. 
Fluctuation  was  carefully  searched  for  in  the  wound  and  none 
was  found  until  the  peritoneal  cavity  was  reached.  A  loop  of 
gut  was  seized  with  forceps,  aspirated  with  hypodermic  syringe, 
and  found  to  contain  fecal  matter.  The  gut  was  then  dissected 
free  from  its  attachments,  drawn  down  to  the  opening,  and  two 
silkworm  gut  sutures  were  passed  through  the  sides  of  the  wound 
and  made  to  enter  the  wall  of  the  gut  without  entering  its 
lumen,  and  tied.  The  raw  surfaces  were  protected  and  the  gut 
opened  and  its  contents  allowed  to  escape.  The  borders  of  the 
gut  were  united  to  the  opening  with  interrupted  silkworm  gut, 
and  the  usual  dressings  applied.  The  child  was  returned  to  its 
mother  (some  distance  from  the  hospital)  immediately  after  the 
operation,  and  while  it  required  energetic  treatment  to  keep  the 
little  patient  alive  during  the  first  twenty-four  hours,  after  that 
time  its  recovery  was  uneventful  and  its  health  good  until  when 
fourteen  months  old  it  developed  an  acute  intussusception  and 
died. 

371  Freemason  Street. 
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May  16,  1907. 
The  Vice-President,  Wendell  C.  Phillips,  M.D.,  in  the  Chair. 
Dr.  George  H.  Balleray  of  Newark  read  a  paper  on 

THE  SINS  OF  OMISSION   AND  COMMISSION    IN    GYNECOLOGY.* 

Dr.  Edward  A.  Ayres,  in  opening  the  discussion,  said — Most 
gynecological  diseases  and  injuries  find  origin  in  marital  infec- 
tion and  obstetrical  damage.  What  I  have  to  say  in  discussing 
Dr.  Balleray's  valuable  paper  will  be  limited  to  our  obstetrical 
sins. 

Obstetrics  is,  and  more  truly  has  been,  the  ignored  poor  Cin- 
derella of  the  medical  sisterhood.  Almost  any  clinical  neophyte 
is  granted  the  care  of  a  woman  in  child-bearing,  many  of  which 
would  not  be  allowed  to  open  a  boil.  We  have  seen  quite  a  per 
cent,  of  our  obstetric  specialists  first  annex  gynecology  and  then 
make  their  obstetrical  work  the  annex.  Being  a  poor  paying 
medical  field,  and,  to  superficial  gaze,  a  worked-out  field,  it  is 
not  even  fairly  mastered  by  its  followers  in  the  general  class  of 
practitioners.  Of  placid  scientific  character  in  most  of  its  cases, 
it  may  yet  shift  like  a  cloudless  summer  day  into  a  violent  surgi- 
cal storm.  Taken  all  in  all,  I  am  inclined  to  believe  that  the  aver- 
age of  results  obtained  in  obstetrical  work,  compared  with  the 
entirely  feasible  standard  that  could  be  reached,  is  lower  than  in 
any  branch  of  medicine  and  surgery.  I  wish  to  discuss  the  scien- 
tific cause  for  this.  As  Dr.  Balleray's  subject  is  a  very  broad  one, 
discussion  of  it  must  be  quite  general  in  character. 

The  most  effective  service  a  physician  can  tender  a  pregnant 
woman  lies  in  thorough  antepartum  diagnosis.  Expertness  can 
reduce  the  unexpected  and  unforeseen  to  a  minimum  in  larger 
degree  than  in  other  departments  of  medicine,  because  so  large 
a  per  cent,  of  parturientism  is  the  same  in  all  cases.  Given  an 
abnormality  which  may  be  expected  to  vary  the  physiological  rule, 
foreknowledge  of  its  existence  will  enable  the  obstetrician  to 
minimize  its  evil  effect.  Second-class  skill  will  get  better  results 
applied  in  advance  than  first-class  skill  applied  in  emergency. 
When  difficult  forceps  traction  is  to  be  anticipated,  second-class 
operative  skill  can  avoid  early  rupture  of  the  membranes,  per- 
haps delay  automatic  rupture,  wait  patiently  for  full-head  mould- 
ing, and  deliver  a  live  child  with  forceps  ;  where  first-class  skill 

*See  original  article,  page  177. 
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might  not  avail  with  waters  early  drained  awav  and  neither  full 
moulding,  nor  cervical  dilatation  accomplished.  In  emergency 
it  may  not  be  the  fault  of  the  first-class  operator  if  the  mother 
is  torn  and  the  child  born  dead. 

The  chief  dangers  that  may  develop  in  pregnant  patients  are : 
From  placenta  prsevia,  eclampsia,  malpositions,  pelvic  insufficiency, 
and  infection.  Placenta  praevia  may  not  be  diagnosticated,  or 
even  discovered,  if  sought;  eclampsia  may  flash  out  with  no  warn- 
ing symptoms,  and  malpositions  may  develop  suddenly  in  labor ; 
but  such  unforseeable  occurrences  are  exceedingly  rare  in  each 
of  these  abnormales  with  the  really  expert  obstetrician  who  has 
opportunity  to  examine  in  time  and  who  applies  his  skill.  Such 
an  effective  standard  should  be  the  aim  of  all  obstetric  prac- 
tioners.  In  placenta  prsevia  a  good  prognosis  is  greatly  favored 
by  full  preparation  for  either  vaginal  or  Cesarean  delivery,  espe- 
cially as  compared  with  emergency  effort  applied  to  a  severely 
bled  patient.  Location  of  the  placenta  during  pregnancy  is  usually 
impossible  when  normally  implanted,  but  central  cases  will  gen- 
erally cause  sufficient  os  enlargement  and  lower  segment  softening, 
with  possible  direct  palpation  of  the  placenta  at  the  internal  os, 
to  afford  a  diagnosis  after  the  seventh  month.  But  in  practice 
most  cases  will  unfortunately  only  be  announced  by  hemorrhage, 
for  the  above  standard  is  higher  than  obstetric  practice  in  its 
innately  low  estate  is  likely  to  attain. 

Eclampsia  threatens  by  signs  well  known  in  urine  and  nervous 
system  in  over  ninety  per  cent,  of  cases ;  and  in  certainly  the  ma- 
jority of  warning  cases  these  symptoms  can  be  expelled  or  de- 
livery induced.  Even  states  favorable  to  eclampsia,  such  as 
very  tense  abdominalia,  with  increased  intraabdominal  kidney  and 
vascular  pressure,  can  be  kept  free  from  fecal  block,  lengthened 
erect  posture,  and  overfeeding  to  advantage  for  some  cases  which 
would  have  been  charged  to  Providence  had  they  reached  eclamp- 
sia. 

In  malpositions  we  know  that  the  vigor  thrilling  fetus  does  not 
sit  up,  or  stand  on  its  head,  or  stretch  across  the  maternal  divan, 
simply  from  passing  whim.  In  its  uterine  days  of  youth,  when 
it  is  small  and  the  bath-tub  full,  it  has  no  established  attitude,  for 
it  can  gyrate  to  its  muscular  desire.  But  when  elbow-room  is  at 
a  premium  it  will  gradually  shuffle  itself  into  the  most  com- 
fortable position,  namelv,  that  of  least  pressure  and  constraint. 
Ordinarily  this  is  with  back  forward  to  fit  the  maternal  lumbar 
curve,  and  head  down,  which  is  less  neck  flexing  than  the  reverse. 
Whatever  the  position  we  might  discover  at  the  seventh  month, 
if  we  found  a  pelvic  inlet  too  small  to  allow  head  and  cervix 
descent  later  on,  we  would  anticipate  a  shoulder,  or  transverse,  or 
breech  presentation.  Or  if  we  found  a  sagging  abdominal  wall 
and  uterus  with  relatively  long  transverse  and  short  axial  diam- 
eters, a  face,  or  shoulder,  or  transverse  presentation  would  be 
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anticipated,  which  sagging-,  if  not  correctable  by  corset  support 
during  pregnancy,  would  lead  us  to  arrange  for  promptest  at- 
tendance at  labor  and  adjustment  of  the  presentation  as  expulsive 
pains  began  to  force  a  fixed  presentation.  Meddlesome  ante- 
partum obstetrics  is  an  entity,  but  if  we  define  it  as  wholesome 
ambition  unsupported  by  sufficient  skill  we  indicate  its  proper 
restraint.  Again,  second-class  skill  will  do  better  in  version  be- 
fore, or  in  incipient  labor,  than  first-class  skill  in  established 
malposition. 

Pelvic  insufficiency,  which  occurs  in  about  thirteen  per  cent,  of 
all  cases,  requires  diagnostic  skill  acquired  in  the  same  way  one 
masters  the  violin — by  extensive  practice.  Anyone  can  recognize 
the  existence  of,  and  threat  in,  a  two  and  a  half  inch  conjugata 
vera  after  a  few  examinations  of  pregnants ;  but  virtuosity  is 
taxed  to  its  limit,  or  overtaxed,  to  foretell  successful  forceps  de- 
livery in  borderland  pelvic  insufficiency.  Yet  even  here  are  the 
resources  of  either  induced  earlier  labor  or  full  preparation  for 
alternative  operations ;  and  knowing  as  we  all  do  so  well,  so 
sadly,  how  liable  the  obstetric  requirements  usually  well  met  in 
a  little  man  with  a  bar  of  soap  and  a  strand  of  tape,  are  to  sud- 
denly call  for  the  highest  surgical  skill;  is  it  not  criminal  to  re- 
main incompetent  if  indifference  explains  our  insufficiency?  An 
osteopath  is  better  justified  in  enticing  the  unwary  than  a  mem- 
ber of  our  profession  to  practice  obstetrics  who  cannot,  or  has 
not,  reasonably  mastered  pelvic,  uterine,  and  fetal  mensuration. 

Infection  threatens  with  the  obstetrician  more  than  with  any 
other  operator.  Difficult  to  control  at  all  times,  it  can  be  given 
poor  consideration  when  a  woman  is  bleeding  to  death,  or  in 
the  throes  of  eclampsia,  or  far  spent  in  futile  expulsive  efforts, 
and  especially  when  met  in  any  and  all  kinds  of  domestic  surgical 
makeshifts.  Preliminary  full  diagnosis,  the  kind  that  gives  an 
expert  obstetrician  more  than  a  peep  into  the  future,  removes 
most  dangerous  of  infection. 

This  is  a  highly  condensed  summary  of  the  most  vital  features 
of  obstetric  practice  which  are  peculiarly  subject  to  improve- 
ment through  timely  diagnosis.  There  are  many  other  important 
details  worthy  of  mention,  if  time  afforded,  but  these  just  men- 
tioned cover  most  of  the  field  of  our  "sins  of  omission."  A 
study  of  our  census  vital  statistics  impresses  us  with  the  thought 
that  a  peculiarly  vitalized  responsibility  is  fast  falling  upon  ob- 
stetrical service.  Notwithstanding  that  every  influence  favoring  a 
prosperous  birth  rate  seems  to  present  to  our  people,  it  is  an 
astonishing  fact  that  but  for  immigration  we  would  be  almost  on 
a  par  with  France  in  birth  and  death  equilibrium,  and  this  in 
spite  of  a  steadily  lowered  death  rate.  The  gradual  decline  in 
the  average  of  children  per  family  from  six  to  eight  in  revolu- 
tionary times  to  only  two  amongfst  our  native  class  is  not  due  to 
obstetrical  shortcomings,  nor  can  it  be  measurably  checked  by 
preaching  against  reproductive  restriction,  but  this  serious  evil 
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can  be  most  corrected  by  larger  reduction  of  fetal  and  early  infant 
mortality  which  lie  wholly  within  the  scope  of  obstetrics.  With 
a  still-birth  mortality  of  six  or  seven  per  cent,  added  to  ten  per 
cent,  of  infantile  deaths  within  the  first  month,  and  fifteen  per 
cent,  additional  by  end  of  the  year,  or  about  one  reproductive 
failure  in  two  successes,  we  see  at  once  how  large  an  impress 
can  be  made  on  declining  birth  rates  by  improving  our  obstetric 
work.  Children  specialists  are  making  deep  inroads  on  infant 
death  rates,  but  chiefly  through  artificial  nursing.  For  a  mother 
to  be  obliged  to  dry  up  a  splendid  milk  supply  because  obstetric 
blundering  has  caused  her  living  child  to  die  at  life's  threshold 
is  to  charge  us  with  a  crime  against  nature. 

As  to  the  "sins  of  commission"  in  obstetrics  time  will  not  per- 
mit a  reading  of  the  list.  An  obstetrical  meddler  might  be  de- 
fined as  one  who  assists  Nature  at  the  wrong  time.  To  give 
ergot  at  any  time,  or  to  rupture  the  membranes  without  knowing 
how  or  when  a  labor  should  be  terminated,  performances  that 
are  most  apt  to  apply  in  contracted  pelvis  cases,  and  just  where 
they  should  not,  is  childlike,  but  not  bland.  To  institute  artificial 
dilatation  of  the  cervix  for  reasons  of  impatience,  or  misinter- 
pretation of  preliminary  for  strenuous  contractions,  or  to  apply 
forceps  traction  with  greater  regard  for  securing  fetal  advance 
than  for  cervical  endurance,  to  make  any  greater  compression  of 
the  fetal  head  with  forceps  blades  than  blade-slipping  problems 
require,  or  to  needlessly  use  the  forceos,  to  allow  the  womb  and 
its  voluntary  reinforcements  to  decide  speed  rates  when  fetal 
heads  are  coming  around  the  curve ;  to  keep  the  knees  flexed 
against  the  abdomen  when  the  head  crowns  the  perineum,  to  try 
to  preserve  perineal  integrity  without  seeing  the  parts,  to  not 
know  that  a  uterus  is  exhausted  and  permit  it  to  bleed  first  and 
each  time  make  compression  afterwards,  to  postpone  perineal 
stitching  that  can  be  sewed  at  the  time,  to  douche  an  aseptic 
vagina,  to  keep  a  postpartum  patient  flat  on  her  back,  when  uterine 
circulation  is  stagnant,  or  sit  her  up  when  it  will  increase  lochial 
flow,  to  allow  quiescent  breasts  to  suddenly  overfill  and  cake, 
to  omit  treating  the  nipples  as  open  wounds,  to  curette  a  clean 
uterus,  or  not  curette  away  placental  remnants,  which  goes  back 
to  lack  of  care  in  securing  complete  expression  originally,  to 
allow  a  milk-full  mother  to  avoid  suckling  her  child,  without 
protest,  and  so  on  and  so  forth,  is  to  fall  short  of  our  opportunities 
for  good. 

Judgment,  art,  diagnosis,  but  the  greatest  of  these  is  diagnosis, 
early,  accurate,  and  full. 

It  seems  unlikely  that  reading  a  catalogue  of  our  obstetrical 
shortcomings  will  be  informing  to  members  of  this  academy ; 
but  I  cannot  avoid  taking  advantage  of  this  opportunity  to  em- 
phasize one  crying  need  of  the  times  in  obstetrics.  Having  no 
personal  interest  to  threaten  bias,  and  having;  had  every  oppor- 
tunity to  form  a  correct  judgment,  1  am  profoundly  of  the  opin- 


NEW  YORK  ACADEMY  OF   MEDICINE.  2\J 

ion  that  no  medical  student  should  be  licensed  to  practice  ob- 
stetrics until  he  has  acquired  reasonable  skill  in  clinical  work, 
and  especially  in  antepartum  diagnosis. 

Dr.  William  M.  Polk. — I  am  glad  to  respond  to  Dr.  Bal- 
leray's  invitation  to  come  here  this  evening,  fur  it  offers  an  oppor- 
tunity for  the  Academy  to  realize  that  there  is  after  all  a  great 
deal  yet  to  be  done  in  the  department  of  obstetrics.  Belonging 
to  that  class  of  practitioners  who  have  abandoned  obstetrics  for 
gynecology,  I  feel  that  I  am  somewhat  hampered  in  making 
suggestions  after  having  heard  Dr.  Balleray  and  Dr.  Ayers. 
Therefore,  I  shall  confine  myself  to  noticing  a  few  points  which 
seem  of  interest. 

In  the  first  place  the  doctor  is  quite  positive  that  cancer  of 
the  virginal  cervix  has  not  been  observed,  but  proof  can  be  given 
that  the  doctor  is  probably  in  error  in  that  statement.  So  far  as 
my  personal  observation  goes  I  can  assert  that  cases  of  that 
kind  have  come  under  observation.  Also,  as  regards  the  sugges- 
tion made  of  a  possible  falsification  of  the  records  on  the  part 
of  the  sufferer,  this  tends  somewhat  to  cut  the  ground  from 
beneath  the  feet  of  those  of  us  who  are  disposed  to  take  her 
statement,  checked  by  careful  examination  of  the  cervix  itself,  as 
being  proof  that  the  case  had  been  properly  diagnosed.  We  all 
realize  that  trauma  may  olay  a  part  in  the  causation  of  carcinoma 
of  the  cervix ;  undoubtedly  it  does,  but  there  are  other  causative 
factors.  Obstetrics  has  done  immensely  better  since  it  has  been 
brought  squarely  within  the  surgical  field.  We  all  know  how  the 
subject  has  been  tossed  from  one  side  of  the  practice  of  medicine, 
including  surgery,  to  the  other,  and  how  the  medical  men  declared 
they  did  not  require  the  services  of  the  professional  surgical 
man.  I  speak  of  what  I  know,  for  I  was  in  work  when  the  feeling 
was  at  its  acme.  They  were  between  two  forces,  and  it  was 
only  when  aseptic  methods  were  developed  that  they  were  able 
to  decide  that  good  work  was  to  be  done  in  surgical  procedures. 
That  having  been  done,  it  seems  to  me  that  the  problems  have 
grown  less  and  less. 

Dr.  Balleray's  insistence  of  one  month  in  bed  after  delivery  is 
not  always  necessary.  The  only  law  that  can  be  laid  down  for 
each  case  is  that  it  should  be  treated  on  its  individual  merits. 
With  that  understanding  there  is  no  question,  in  cases  of  ex- 
tensive lacerations,  but  that  the  patient  will  do  better  if  allowed 
to  get  up  early  than  if  kept  in  bed  too  long. 

I  am  obliged  to  the  doctor  for  having  laid  stress  upon  the  fact 
that  rupture  of  external  parts  during  confinement  is  a  thing 
which  is  too  often  unavoidable.  I  think  there  are  a  good  many 
men  here  who  have  practiced  obstetrics  as  long  as  I  have  who 
have  come  face  to  face  with  reproach  in  not  being  able  to  save 
the  patient's  perineum.  Again  they  have  been  often  congratu- 
lated because  the  external  parts  were  in  good  condition,  when 
exactly  the  reverse  was  the  true  state  of  affairs.     Often  people 
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come  up  for  operation  in  anger  against  the  doctor  who  attended 
them ;  whereas  in  reality  the  doctor  did  the  best  that  circum- 
stances would  permit.  Many  of  us  are  likely  to  get  ourselves 
into  trouble  from  conditions  that  were  not  apparent  at  the  time 
of  confinement  itself.  Recognizing  that  fact,  and  recognizing 
the  underlying  conditions,  we  would  be  in  a  better  position  to  do 
justice  to  all  parties. 

The  statement  of  Dr.  Ayers  that  an  antepartum  diagnosis  is  of 
great  value  is  one  that  all  will  heartily  applaud.  If  there  is  any- 
thing sadder  than  another  it  is  to  be  called  in  consultation  to 
find  that  a  man  has  blundered ;  that  in  a  case  of  justo-minor 
pelvis  he  had  allowed  the  patient  to  go  on  to  full  term,  and  all 
then  one  could  do  would  be  to  sacrifice  the  child,  or  lacerate  the 
woman,  or  do  both.  Again,  you  have  been  called  to  the  bedside 
to  see  a  woman  suffering  from  eclampsia ;  if  proper  records  of 
the  case  had  been  kept,  and  the  treatment  pursued  along  certain 
lines,  the  patient  would  have  survived  a  danger  that  was  crushing 
her. 

I  did  not  hear  anybody  speak  of  scraping  the  inside  of  a  re- 
cently pregnant  uterus  or  after  an  abortion.  We  have  all  talked 
about  this  thing  amongst  ourselves  for  a  long  time,  but  I  sup- 
pose we  have  not  spoken  loud  enough,  or  with  sufficient  authority ; 
nothing  is  more  common  than  to  be  called  in  to  deal  with  a  case 
of  traumatism  of  the  uterus  dependent  upon  injudicious  and  im- 
proper use  of  the  curette.  These  people  come  to  you  and  say, 
"I  have  had  a  miscarriage  and  had  a  scraping  done."  That  is  the 
word  they  use.  If  there  ever  was  any  villainous  procedure,  and  I 
think  I  am  justified  in  the  use  of  that  term,  that  is  the  systematic 
scraping  out  of  a  recently  pregnant  uterus,  Even  in  cases  where 
there  is  a  contraction  of  the  internal  os  with  difficulty  in  intro- 
ducing the  finger  to  remove  any  retained  secundines,  it  is  not 
necessary  to  scrape  around  inside  that  organ. 

Dr.  Edwin  B.  Cragin. — Speaking  of  sins  of  omission  and 
sins  of  commission  in  gynecology,  in  looking  back  over  the  work 
as  I  have  seen  it,  and  seeing  both  phases,  I  think  it  would  be 
better  to  speak  of  the  sins  of  omission  in  obstetrics,  and  the 
sins  of  commission  in  gynecology.  The  ground  has  been  so  care- 
fully covered  to-night  that  I  shall  lay  stress  only  upon  one  or  two 
points. 

In  the  first  place  Dr.  Balleray  states  that  he  keeps  the  patient  in 
bed  for  a  month  after  delivery  and  uses  hot  douches  during  that 
time.  I  presume  that  if  I  kept  a  patient  in  bed  for  a  month  I 
should  want  to  use  hot  douches.  But  in  looking  over  the  work  at 
the  Sloane  Maternity  we  have  been  led  to  get  the  patients  up  a 
little  early  rather  than  to  keep  them  in  bed  beyond  the  normal 
time  of  nine  or  ten  days  for  the  reason  that  we  found  that  retro- 
versions were  extremely  common.  If  we  sent  these  patients  out 
in  two  weeks,  which  is  our  rule,  and  it  is  often  hard  to  keep  them 
there  as  long  as  that  even,  many  would  go  with  retroversions  if 
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most  of  this  time  was  spent  in  bed.  At  present  all  sit  up  in  bed 
as  early  as  the  fifth  day  and  they  are  out  of  bed  on  the  ninth  day, 
and  it  has  been  observed  that  posterior  displacements  of  the  uterus 
are  less  common  than  when  they  remained  in  bed  longer,  for  the 
reason  that  once  the  ligaments  are  stretched  the  position  on  the 
back  favors  posterior  displacement  and,  once  started,  it  is  only  a 
matter  of  time  when  the  displacement  becomes  worse  and  worse. 
In  regard  to  the  healing  of  the  cervix,  I  believe  that  the  cervix 
will  do  as  well  and  even  better  if  the  patient  is  allowed  to  get  up 
so  that  the  parturient  canal  will  drain  and  keep  clean ;  this  is  bet- 
ter than  the  use  of  douches,  which  carry  with  them  the  risk  of 
infection.  Therefore,  I  take  issue  with  Dr.  Balleray  on  the  length 
of  time  the  patient  should  be  allowed  to  remain  in  bed  after  con- 
finement. But  I  think  that  Dr.  Polk  has  pointed  out  the  truth 
when  he  said  that  each  case  must  be  decided  upon  its  merits. 
Some  of  the  people  on  Eleventh  avenue  have  uteri  which  will 
involute  in  five  days,  while  those  on  Fifth  avenue  have  uteri  which 
require  from  ten  to  fifteen  days  to  involute  to  the  same  extent. 
When  the  uteri  have  decreased  sufficiently  in  size  and  weight, 
with  a  corresponding  decrease  in  the  discharge  of  the  lochia,  these 
are  the  evidences  which  should  permit  the  women  to  get  up,  and 
not  the  length  of  time  they  have  been  in  the  hospital. 

With  regard  to  the  repair  of  lacerations  of  the  perineum,  one  of 
the  men  who  had  a  three  months'  service  at  the  Sloane  Mater- 
nity made  the  remark  that  he  went  through  his  service  without 
meeting  with  a  laceration  of  the  perineum.  I  looked  at  the  man 
and  in  speaking  of  him  afterwards  made  the  remark,  "He  either 
was  not  an  observer  or  else  he  did  not  speak  the  truth."  I  do  not 
think  it  is  possible  for  a  man  to  go  through  a  three  months'  active 
obstetric  service,  with  from  120  to  150  cases  a  month,  and  not 
meet  with  a  laceration  of  the  perineum.  It  might  have  been  that 
he  did  not  make  a  thorough  inspection.  But  one  who  never  saw 
a  laceration  of  the  perineum  with  so  many  cases,  and  in  such  a 
length  of  time,  is  really  a  marvel. 

With  regard  to  lacerations  of  the  cervix,  I  confess  that  I  am 
afraid  to  teach  students  to  make  repairs  of  these  immediately 
after  labor.  If  it  is  an  operative  case,  with  assistants,  full  anes- 
thesia, and  with  a  good  light,  I  believe  in  the  repair  of  these 
cervices  immediately  after  labor  if  the  laceration  is  extensive. 
But  without  proper  assistants,  with  poor  light,  to  expose  that 
cervix  to  see  if  it  is  lacerated,  and  then  to  repair  it,  is,  I  think, 
accompanied  by  danger,  and  students  should  not  be  taught  to  do 
it.  I  have  seen  three  cases  within  a  year,  badly  infected,  in  which 
the  cervices  were  exposed  and  sewn  too  tightly,  and  this  opera- 
tion seemed  to  be  the  cause  of  the  infection.  For  that  reason,  un- 
less a  man  has  had  experience  in  the  repair  of  lacerated  cervices, 
with  a  good  light  and  assistants,  and  unless  there  is  hemorrhage, 
I  believe  it  is  safer  to  leave  these  tears  alone  and  allow  cleanliness 
and  good  drainage  to  bring  about  the  repair  possible.    It  seems  to 
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me  that,  as  I  see  the  work  in  the  city,  one  of  the  greatest  sins  of 
commission  in  gynecology  has  to  deal  with  lacerations  of  the 
cervix.  It  is  not  the  operation  itself,  but  it  is  the  advice  to  have  a 
little  bit  of  a  laceration  of  the  cervix  repaired.  A  great  many  who 
have  come  to  me  have  been  advised  to  have  their  lacerated  cervix 
repaired ;  and  yet  on  examination  I  must  say  that  in  many  of  them 
I  could  hardly  find  the  laceration.  If  a  woman  has  a  little  nick  in 
her  cervix,  with  the  squamous  epithelium  covering  everything 
nicely,  with  no  subinvolution  of  the  uterus,  with  no  increase  in 
menstruation  or  cervical  catarrh,  my  own  practice  is  to  leave  it 
alone.  If  I  am  to  attend  her  in  her  next  confinement  I  hope  that 
both  my  friends  and  my  enemies  will  leave  the  cervix  alone.  I 
believe  that  these  women  do  better  without  having  their  cervical 
canals  narrowed  and  drainage  interfered  with. 

I  believe  that  Dr.  Polk  and  I  agree  in  our  ideas  regarding  the 
treatment  of  incomplete  abortion,  and  yet  I  am  not  quite  sure, 
and  lest  somebody  else  should  misunderstand  Dr.  Polk,  as  I  am 
afraid  I  misunderstood  him,  I  wish  to  make  my  position  clear.  I 
do  not  know  whether  Dr.  Polk  meant  to  say  that  after  abortion 
or  miscarriage,  if  the  secundines  were  left  in  the  uterus,  he 
would  leave  the  uterus  alone  or  not.  But  if  he  did  it  would  be 
contrary  to  my  practice  and  to  my  belief.  I  believe  in  handling 
the  inside  of  the  uterus  as  rently  as  possible,  but  I  believe  in  get- 
ting the  uterus  free  of  secundines  after  a  miscarriage  or  abortion. 
If  I  can  find  that  there  is  a  portion  of  the  ovum  not  discharged,  or 
if  that  woman  continues  to  bleed,  I  believe  it  is  the  proper  pro- 
cedure, as  gently  as  possible,  with  the  finger  if  possible,  or  with 
the  curette  if  necessary,  to  free  that  uterus  from  secundines  be- 
fore oronouncing  that  she  is  safe  and  in  need  of  no  further  treat- 
ment. 

Dr.  J.  Riddle  Goffe. — I  do  not  fancy  the  title  of  this  paper. 
The  author  evidently  has  not  discovered  any  sins  of  the  gynecolo- 
gist, but  has  presented  to  us  the  sins  of  the  obstetrician  as  viewed 
by  the  gynecologist.  This  is  an  arraignment  of  the  obstetrician. 
Dr.  Balleray  would  give  a  more  correct  impression  if  he  should 
change  the  title  of  his  paper  accordingly.  The  general  subject 
has  been  very  thoroughly  covered  and  there  is  only  left  for  the 
remaining  speakers  to  mention  specific  instances  or  conditions. 

Dr.  Cragin  has  emphasized  the  importance  of  involution  of  the 
uterus  following  labor,  and  I  want  to  add  involution  of  the  lig- 
aments as  well.  Involution  of  the  uterus  and  involution  of  the 
ligaments  should  progress  pari  passu.  We  are  apt  to  forget  that 
these  ligaments  are  muscular  prolongations  of  the  uterine  tissue, 
that  they  hypertrophy  as  the  uterus  hypertrophies,  and  they  must 
involute  as  the  uterus  involutes.  It  is  the  duty  of  the  obstetrician 
to  watch  this  involution  of  uterus  and  ligaments  and  make  sure 
that  the  ligaments  are  capable  of  sustaining  the  uterus  before  the 
patient  leaves  his  hands. 
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I  think  we  are  all  under  great  obligation  to  Dr.  Ayers  for  the 
clear  and  emphatic  enunciation  of  the  importance  of  antepartum 
diagnosis. 

There  is  one  thing  I  wish  to  dwell  upon  just  a  little  because  it 
concerns  a  subject  that  I  have  been  interested  in;  I  refer  to  the 
cause  of  cystocele.  As  you  all  know,  Hart  and  Barbour  presented 
some  years  ago  a  clear  description  of  the  function  of  the  floor  of 
the  pelvis,  dividing  it  into  sacral  and  pubic  segments.  They  de- 
scribed it  as  the  closing  together  of  two  doors,  one  of  which  dur- 
ing parturition  opens  up  into  the  pelvis,  the  other  opens  down 
and  out.  A  very  important  point  to  be  remembered,  it  seems  to 
me,  by  obstetricians,  in  the  prevention  of  cystocele,  is  to  make  sure 
that  the  pubic  segment  opens  up  into  the  pelvis  while  the  sacral 
segments  open  out,  the  line  of  cleavage  between  the  two  being 
the  axis  of  the  vagina  and  uterus. 

Among  the  sins  of  commission  in  gynecology  there  is  the  ten- 
dency in  the  last  few  years  for  the  gynecologist,  as  well  as  the 
general  surgeon,  to  insist,  when  the  abdominal  cavity  is  opened 
for  any  purpose,  upon  removal  of  the  appendix.  This,  I  think, 
is  carrying  the  matter  of  prophylaxis  too  far.  The  old  surgical 
rule  still  holds  good  that  no  tissue  or  organ  should  be  removed 
that  does  not  offend.  To  be  sure  we  do  not  know  the  function 
of  the  appendix ;  it  may  not  have  any ;  but  there  have  been  times 
when  we  did  not  know  the  function  of  the  thyroid  gland,  or  the 
suprarenal  gland,  and  yet  no  man  would  think  of  removing  them 
to-day,  because  of  the  discovery  of  important  functions  con- 
nected with  them.  It  is  possible  that  in  the  future  some  im- 
portant function  will  be  ascribed  to  the  appendix.  The  old  rule 
of  noninterference  with  tissue  that  is  not  diseased  is  a  rule  that 
holds  in  this  instance.  There  is  another  objection  to  removing 
the  appendix  when  it  is  healthy,  and  it  is  that  there  is  an  added 
danger  to  the  operation.  I  know  of  at  least  two  cases  in  this  city 
in  which  death  followed  operations  on  the  pelvic  organs  which 
had  been  amplified  by  an  operation  upon  a  healthy  appendix.  Ir» 
one  case,  to  my  personal  knowledge,  the  woman  died  from  peri- 
tonitis in  which  the  culture  showed  a  pure  infection  of  the  colon 
bacillus.  The  other  case  I  am  not  so  familiar  with.  I  would  like 
to  call  a  halt  upon  the  practice  of  removing  healthy  appendices 
when  the  abdomen  is  opened  for  other  causes. 

Dr.  Brooks  H.  Wells. — I  have  listened  to  Dr.  Balleray's  paper 
with  interest.  He  enters  a  field  that  offers  many  and  wide  op- 
portunities for  discussion.  Of  these  I  shall  have  time  to  consider 
only  those  which  seem  to  me  the  most  important. 

Dr.  Balleray's  first  sins  of  omission  are  those  that,  as  he  states, 
"are  due  to  the  negligence  of  the  medical  attendant  during  the 
four  weeks  immediately  following  delivery,"  to  the  omission  of 
the  vaginal  douche,  and  the  custom  of  allowing  the  patient  to 
leave  her  bed  about  the  ninth  day. 

I  should  qualify  the  reader's  statement  by  saying  that  his  criti- 
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cism  should  begin  with  or  even  before  the  beginning  of  labor. 
That  if  the  labor  be  managed  with  ordinary  skill  and  care  as  to 
the  maintenance  of  asepsis,  if  the  attendant  refrain  from  un- 
necessary vaginal  examinations  or  manipulations  of  the  cervix 
and  keeps  the  external  parts  clean  during  the  puerperium  by 
instructing  his  nurse  as  to  the  manner  and  intervals  of  washing 
and  the  frequency  with  which  the  vulvar  pad  is  to  be  changed 
he  will  not  very  frequently  have  fetid  lochia  or  sepsis,  and  I 
submit  that  from  practical  experience  and  our  knowledge  of  the 
bacteriology  of  the  vagina  the  average  patient  is  better  off  with- 
out the  vaginal  douche. 

It  is  a  well  established  fact  in  which  all  obstetricians  agree 
that  the  practitioner  should  be  prepared  with  sterile  needles  and 
suture  materials  and  that  tears  of  the  perineum  and  vagina 
should  be  looked  for  at  the  end  of  the  labor  and  sutured  if  found, 
except  when  the  parts  are  so  contused  and  edematous  that  oper- 
ation seems  out  of  the  question.  Tears  of  the  cervix  do  not  need 
immediate  suture  unless  so  deep  as  to  cause  persistent  hemor- 
rhage. Where  the  patient  has  suffered  deep  perineal  tears  she 
should  be  kept  off  her  feet  until  the  laceration  has  healed,  other- 
wise she  is  better  if  allowed  to  sit  up  in  bed  or  on  a  commode 
during  defecation  and  micturition  as  this  posture  effectually 
frees  the  vagina  from  clots  and  lochia. 

Where  retroversion  and  prolapse  is  found  after  labor  I  do 
not  believe  that  the  attendant  should  be  often  blamed  for  it 
or  that  it  is  caused  by  too  tight  a  binder  or  too  early  rising 
from  bed.  In  the  great  majority  of  these  cases  the  displacement 
was  present  before,  and  would  have  been  found  previous  to  or 
in  the  early  months  of  pregnancy  had  it  been  looked  for.  I  agree 
with  Dr.  Balleray  that  the  attendant  should  be  held  remiss  if 
he  neglects  to  make  the  post-puerperal  examination  that  will 
enable  him  to  recognize  pathological  conditions  that  may  be 
present,  so  that  he  may  institute  the  proper  treatment  for  their 
relief. 

Every  cervix  suffers  some  solution  of  continuity  in  a  first  labor, 
some  are  torn  deeply. 

The  causes  of  deep  laceration  of  the  cervix  can  be  broadly 
divided  into  two  groups — the  traumatism  of  instrumental  or 
manual  delivery  and  chronic  endometritis,  or  more  properly, 
metritis.  The  tear  in  a  healthy  cervix  from  external  force  will 
often  heal,  especiallly  when  healing  is  favored  by  asepsis  and 
rest ;  the  tear  from  chronic  disease  is  apt  not  to  heal,  or,  if  it 
seems  healed  at  first,  later  we  find  an  apparently  deeper  tear  and 
eversion  from  the  thickening  of  the  diseased  endometrium.  This 
thickening  from  endometrial  infection  may  even  produce  a  condi- 
tion simulating  a  tear  in  women  who  have  never  borne  children, 
or  who  are  undoubted  virgins,  a  condition  that  I  have  noted  many 
times. 
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As  to  the  remarks  of  the  author  on  gonorrhea,  I  will  agree  as 
to  the  very  great  importance  of  the  disease  in  causing  severe  and 
destructive  pelvic  lesions.  I  will  also  agree  that  if  it  could  be 
rigorously  attacked  while  limited  to  the  vulva  and  vagina  nearly 
all  women  could  be  promptly  cured,  but  gonorrhea  limited  to  the 
vulva  and  vagina  is  extremeley  rare,  as  its  points  of  incidence  are 
usually  the  urethra  or  the  cervical  endometrium,  either  one  or 
both.  Many  women  have  gonorrhea  which  never  produces 
noticeable  symptoms,  and  in  most  instances  the  disease  is  snugly 
established  in  the  urethra  or  endometrium  before  it  is  discovered ; 
and  then  its  treatment  is  not  so  simple. 

Dr.  Balleray  states  that  "neglected  lacerations  of  the  cervix  are 
responsible  for  the  occurrence  of  cancer  of  that  portion  of  the 
uterus,"  and  that  where  there  is  no  traumatism  there  is  no  cancer. 

I  believe  that  this  statement  is  true  to  only  a  very  limited  extent. 
Of  the  women  who  reach  the  cancer  age  a  very  small  minority 
have  remained  virgins  or  nulliparae.  If  the  proportion  of  cancer 
in  virgin  cervices  were  the  same  as  in  other  women  of  the  same 
age,  cancer  in  the  nullipara  would  still  be  very  rare.  I  have  per- 
sonally seen  three  cases  of  cancer  in  undoubted  nulliparous  cer- 
vices, two  of  the  women  were  virgins,  and  the  third  one  had  only 
had  sexual  intercourse  for  a  short  time.  In  all  these  cases  the 
diagnosis  was  confirmed  by  careful  microscopical  examination 
of  the  removed  uterus.  Lacerated  cervix  and  certain  other 
conditions  of  chronic  irritation  supposed  to  predispose 
to  cancer,  when  studied  in  very  large  numbers,  can  be  shown  to 
have  little  or  no  causative  influence. 

Of  course  this  does  not  mean  that  cervical  injuries  should  not 
be  repaired,  but  only  that  we  should  not  overestimate  their 
influence  in  the  causation  of  cancer. 

I  would  like  to  emphasize  most  forcibly  all  that  Dr.  Balleray 
says  of  the  great  danger  of  attributing  the  first  symptoms  of 
uterine  cancer  to  "change  of  life."  I  would  have  the  facts  of  the 
early  symptoms  of  cancer  familiar  not  only  to  the  physician  but 
to  the  laity,  for  in  this  disease  early  recognition  and  efficient 
treatment  give  the  only  hope.  In  no  other  condition  are  the  words 
of  the  Rubaiyat  more  true  : 

"The  moving  finger  writes,  and  having  writ 
Moves  on :    Nor  all  your  Piety  nor  Wit 
Shall  lure  it  back  to  cancel  half  a  line, 
Nor  all  your  tears  wash  out  a  Word  of  it." 

Dr.  Balleray  says :  "The  sins  of  commission  are  the  sins  of  the 
operative  gynecologist;  he  does  the  things  he  ought  not  to  do. 
At  times  he  is  thoroughly  honest  in  his  conviction  that  he  is  doing 
right  (Does  that  statement  apply  to  all  gynecologists  or  only  to 
Dr.  Balleray?),  but  in  many  cases  mutilating  operations  are  per- 
formed which  are  entirely  unjustifiable  and  have  absolutely  no 
raison  d'etre  except  the  love  of  eclat  and  the  undying  fondness 
which  some  men  cherish  for  operative  gynecology." 
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Gentlemen,  I  am  proud  to  consider  myself  a  gynecologist.  I 
feel  that  I  am  a  representative  of  an  honorable  specialty,  and  one 
that  has  contributed  its  full  quota  to  the  advancement  of  the 
science  and  the  art  of  medicine ;  as  such  it  pains  me  to  hear  the 
frequent  and  sweeping  criticisms  that  have  recently  become  so 
fashionable. 

I  believe  that  there  are  no  more  who  are  dishonest,  no  more 
who  are  ignorant,  no  more  who  are  misguided  enthusiasts  among 
those  who  are  trained  in  gynecology,  than  there  are  among  those 
who  are  competent  specialists  in  other  lines.  The  evils  that  are 
truly  criticised  are  more  the  evils  of  the  amateur  than  the  special- 
ist. I  will  admit,  as  Barrett  of  Chicago  has  said,  in  eloquently 
defending  his  specialty,  that  this  is  the  every-man-his-own-sur- 
geon  and  the  every-surgeon-his-own-gynecologist  age,  and  that 
the  prevalent  criticism  "looks  very  much  like  an  effort  on  the 
part  of  those  who  have  prophesied  the  passing  of  the  specialty  to 
make  the  prophecy  come  true." 

But  when  the  pendulum  swings  far  one  way  it  comes  back  with 
added  force. 

To  quote  again :  "The  question  is  not  whether  the  gynecologist 
can  do  better  stomach  surgery  than  the  specialist  in  that  line,  or 
better  brain  surgery  than  the  one  who  has  devoted  his  attention 
to  that  line,  or  better  ear  surgery  than  the  aurist,  but  rather,  can 
he  treat  the  diseases  of  the  pelvic  organs  of  women  more  judi- 
ciously than  can  one  who  has  not  made  special  study  of  those 
diseases?  If  he  cannot,  he  deserves  to  pass.  If  knowledge  counts 
for  nothing,  he  stands  an  even  chance  of  passing.  Already  the 
general  surgeon  finds  the  field  too  large  for  one  man's  capacity, 
and  makes  his  reputation  by  concentration  on  some  branch  of  the 
work.  As  long  as  time  and  man's  capacity  are  limited,  there  will 
be  specialties,  and  no  one  can  prohibit  them  by  criticism  or  by 
ridicule.  Every  such  criticism  publishes  the  fact  that  we  are  will- 
ing to  see  medical  education  and  medical  science  make  a  step 
backward.  One  cannot  do  the  best  work  in  a  certain  line  without 
specializing,  and  there  are  always  many  who  want  the  best." 

Therefore  do  I  deplore  the  criticism  that  is  not  helpful ;  the  criti- 
cism that  is  but  a  "glittering  generality,"  and  the  criticism  that 
reflects  on  the  honor  of  the  specialty. 

Dr.  Louis  J.  Ladinski. — The  subject  has  been  so  thoroughly 
covered  in  the  discussion  that  I  would  be  guilty  of  repeating  what 
has  been  said  already  if  I  did  more  than  emphasize  a  few  points. 

I  agree  entirely  with  the  remarks  of  Dr.  Cragin  in  reference  to 
the  time  the  puerperal  woman  is  to  be  confined  to  bed,  and  I  only 
desire  to  point  out  the  fact,  and  what  is  a  well-known  surgical  rule, 
that  cut  or  torn  surfaces  will  heal  primarily  only  if  union  takes 
place  at  once  or  shortly  after  the  wound  has  been  made.  That  is 
also  true  of  lacerations  of  the  cervix;  if  a  laceration  of  the  cervix 
has  not  healed  within  one  week  it  will  not  heal  at  all.  whether  the 
patient  is  in  bed  or  not. 
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I  therefore  cannot  agree  with  Dr.  Balleray  that  keeping  the 
patient  in  bed  for  weeks  will  favor  the  healing  of  a  torn  cervix, 
nor  can  I  agree  with  him  that  vaginal  douches  will  tend  to  promote 
union ;  on  the  contrary,  repeated  douching  will  only  interfere  with 
the  adaptation  and  union  of  the  lacerated  surfaces  of  the  cervix. 
As  regards  the  primary  or  immediate  trachelorrhaphy,  I  am 
of  the  same  opinion  as  Dr.  Cragin,  that  even  specialists  should  not 
undertake  this  operation  unless  practised  under  the  most  favorable 
conditions  as  regards  asepsis,  equipment,  and  assistance.  It  would 
not  be  safe  to  advise  the  general  practitioner  to  do  this  operation 
as  a  routine,  especially  at  the  home  of  the  patients. 

It  is  different  with  a  laceration  of  the  perineum ;  I  am  in  favor 
of  advising  that  primary  or  immediate  perineorrhaphy  be  done  in 
every  instance,  either  by  the  general  practitioner  or  specialist,  but 
in  my  opinion  it  is  far  better  and  safer  to  allow  a  torn  perineum  to 
remain  unrepaired  than  to  have  it  done  by  those  who  have  not  had 
sufficient  experience  in  this  line  of  work.  You  and  I  have  seen  a 
number  of  instances  of  sepsis  that  were  directly  traceable  to  the 
perineorraphy. 

Asto  cancer  of  the  cervix,  if  I  am  to  judge  from  statistics 
compiled  from  my  own  clinical  material,  which  has  been  suffi- 
ciently large  to  justify  conclusions,  I  would  say  that  the  class  of 
patients  that  came  under  my  observation  seem  to  be,  not  only 
immune  to  a  certain  extent  from  carcinoma  of  the  cervix,  but 
that  lacerations  of  the  cervix  play  very  little  part  as  a  causative 
factor  of  carcinoma. 

The  number  of  cases  of  laceration  of  the  cervix  that  I  have 
seen  in  my  various  clinics  is  legion,  while  I  have  seen  but  com- 
paratively few  cases  of  cancer  of  the  cervix.  If  a  laceration  of  the 
cervix  was  a  factor  in  the  production  of  carcinoma  of  the  cervix, 
even  to  a  slight  degree,  I  certainly  would  have  seen  a  much  larger 
number  of  cases  of  carcinoma  of  the  cervix. 

As  a  matter  of  fact  of  the  comparatively  few  cases  of  carcinoma 
of  the  cervix  that  were  observed  by  me  two  cases  occurred  in 
positively  nulliparous  women,  one  of  which  was  seen  with  me  bv 
the  late  Dr.  Munde.  y 

Of  course,  I  do  not  want  to  be  understood  as  advising  against 
the  repair  of  lacerations  of  the  cervix ;  on  the  contrary,  with  the 
exception  of  the  slight  tears  mentioned  bv  Dr.  Cragin,  I  am  in 
favor  of  repairing  every  cervix  that  is  lacerated,  hypertrophied,  or 
everted,  not  only  because  I  believe  that  this  condition  produces 
symptoms  at  all  times,  but  also  because  if  every  cervix  that  is 
lacerated,  everted,  or  eroded  were  looked  upon  by  the  general 
practitioner  as  a  pathological  condition  requiring  attention,  I  am 
confident  that  many  cases  of  early  cancer  of  the  cervix,  which  is 
usually  mistaken  for  the  former  condition,  would  be  discovered 
in  time,  and  possibly  be  saved  by  early  operation. 

In  fact,  it  frequently  happens  that  cases  of  earlv  carcinoma  of 
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the  cervix  that  finally  come  under  the  care  of  the  specialist  have 
been  previously  treated  as  cases  of  benign  erosion  or  eversion. 

As  regards  the  statement  about  gonorrheal  infection,  I  had 
hoped  to  hear  Dr.  Balleray  tell  us  how  to  treat  gonorrheal 
infection  of  the  female  generative  organs.  I  agree  with  him  that 
they  should  all  be  treated  and  treated  early,  but  the  doctor  has 
not  given  us  a  single  suggestion  as  to  any  way  or  method  of 
treating  gonorrheal  infections  of  the  external  genitals,  so  as  to 
prevent  the  pelvic  organs  from  becoming  diseased.  Frequently 
without  any  external  evidences  we  find  that  not  only  the  endo- 
metrium is  the  seat  of  infection,  but  the  tubes,  and  even  the  peri- 
toneal cavity  has  also  been  involved. 

So  far  as  the  sins  of  commission  as  regard  removal  of  the 
uterus  and  tubes  and  ovaries  that  are  not  diseased  is  concerned, 
it  requires  no  emphasis  on  my  part  to  say  that  there  is  absolutely 
no  justification  in  removing  uteri  containing  a  little  nodule,  or  a 
little  fibroid,  or  an  ovary  absolutely  or  nearly  normal. 

Dr.  Robert  T.  Morris. — I  am  delighted  to  have  the  gynecolo- 
gists come  over  to  my  side  in  this  matter  of  leaving  the  normal 
appendix  alone  when  it  happens  to  appear  in  the  field  of  some 
other  operation.  I  am  glad  to  hear  of  the  two  deaths  reported  by 
Dr.  Goffe.  I  have  all  along  predicted  this  very  thing — that  an 
unnecessary  death  rate  would  come  out  of  removal  of  normal 
appendices.  The  normal  appendix  is  not  to  be  left  alone  on  the 
ground  stated  by  Dr.  Goffe,  that  it  may  be  of  some  unknown  use. 
The  appendix  is  of  no  use  excepting  to  the  struggling  doctor. 
There  is  a  principle  involved,  and  it  is  this :  When  we  open  the 
lumen  of  the  normal  appendix,  we  open  a  direct  spigot  of  infec- 
tion for  the  peritoneum,  at  a  time  when  the  peritoneum  is  not 
prepared  for  self  proetction.  When  there  is  real  infection  of  the 
appendix,  be  it  ever  so  slight,  a  protective  leucocytosis  is  called 
out  rapidly,  and  we  can  then  do  a  great  deal  with  the  appendix 
safely.  With  a  perfectly  normal  appendix  there  is  no  protection  at 
all  from  this  spigot  invasion  of  infection,  and  I  know  that  in  spite 
of  all  of  my  own  resources  I  would  get  a  death  rate  out  of  this 
sort  of  work  if  I  were  to  operate  just  often  enough.  I  have  been 
a  voice  crying  in  the  wilderness  in  this  matter  for  years. 

Concerning  the  matter  of  primary  trachelorrhaphy,  there  is 
another  situation  involving  a  principle.  The  patient's  protection 
lies  in  the  lochia,  loaded  with  nucleins  and  other  elements  prepared 
by  nature  with  such  care  that  a  woman  may  have  fourteen  children 
in  the  dirtiest  hovel,  where  bacteria  and  other  things  up  to  the  size 
of  a  chicken  alighting  upon  the  mother's  knee  attend  the  parturi- 
tion— and  without  infection  occurring.  If  the  perineum  or  cervix, 
or  both,  are  injured,  the  protection  then  comes  from  the  lochia, 
and  under  its  beneficent  influence  repair  goes  on  so  rapidly  that 
nice  judgment  is  required  for  doing  the  right  thing,  and  not  the 
meddlesome  thing.  Tf  one  closes  a  tear  in  the  cervix  immediately, 
and  includes  a  little  nidus  of  infection  in  the  depths  of  the  wound, 
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he  places  it  out  of  the  current  of  protection  from  the  lochia. 
Immediate  repair  of  the  cervix  and  perineum  may  be  done  to 
advantage  if  properly  done,  but  I  see  a  good  many  results  of  care- 
less work,  where  it  would  have  been  better  to  have  left  primary 
protection  to  the  lochia. 

With  regard  to  the  question  of  repair  of  old  scars  of  the  cervix, 
when  there  is  doubt  about  the  necessity  for  procedure,  what  has 
become  of  Emmet's  sign?  I  consider  this  of  determining  conse- 
quence in  my  own  decisions.  If  we  press  against  a  cervix  scar 
with  a  probe  or  with  the  finger  nail,  and  if  there  follows  an  imme- 
diate reflex  to  the  lumbar  plexuses,  or  if  the  patient  complains  of 
the  local  pain,  there  is  good  presumptive  evidence  that  the  scar  is 
a  persistent  source  of  disturbance,  and  that  it  requires  attention 
on  account  of  nerve  filaments  entrapped  in  the  scar.  On  the  other 
hand,  if  we  go  over  scars  in  this  way,  and  get  no  response,  we  can 
generally  leave  those  scars  alone,  unless  there  are  erosions,  or  ever- 
sions  of  mucosa  of  sufficient  importance  to  call  for  surgical  repair. 

It  seems  to  me  that  these  little  principles  should  receive  more 
attention  than  they  have  received  in  this  discussion. 

Dr.  Charles  L.  Dana. — I  have  noticed  one  thing,  which  Dr. 
Balleray  has  referred  to,  and  which,  it  seems  to  me,  the  discussion 
emphasized,  namely,  that  obstetrics  has  now  become  definitely 
surgical.  The  discussion  to-night  has  been  limited  almost  abso- 
lutely to  questions  of  surgery.  Therefore,  I  think  that  perhaps  it 
may  not  be  useless  for  me  to  refer  to  one  or  two  points  that  we 
as  physicians,  and  I  as  a  neurologist,  have  had  attention  called  to. 

For  example,  in  my  observation  I  have  found  that  in  a  large 
percentage  of  backward  children,  imbeciles,  and  idiots,  the  trouble 
was  not  due  to  their  heredity,  but  to  some  defect  in  the  health  of 
the  pregnant  mother,  or  some  injury  to  the  child  during  the  partu- 
rient process.  In  looking  over  my  own  statistics  recently,  I  found 
— contrary  to  the  ordinary  belief — that  alcohol  was  the  cause  of 
idiocy  in  only  5  per  cent.  The  real  cause  of  the  condition 
in  many  cases  seemed  to  be  some  condition  of  bad  nutrition, 
or  trauma,  or  psychical  shock,  or  serious  mental  strain  to  which 
the  mother  was  subjected.  It  seems  to  me  that  an  obstetrician 
should  look  more  carefully  into  this  side  of  the  question.  He 
should  not  simply  examine  the  urine,  the  breasts,  and  measure 
the  diameters  of  the  pelvis,  but  should  see  if  anything  in  the  mode 
of  life  of  the  parents  was  wrong.  Neurologists  meet  with  birth- 
arm  palsies,  epilepsy,  cerebral  hemorrhages,  hemiplegias,  defec- 
tive mental  development,  etc.,  due  to  conditions  which  occur  at 
birth,  and  some  of  which  might  be  relieved  by  surgical  inter- 
ference. When  a  child  is  born  and  has  general  convulsions  on 
the  second,  third,  fourth,  or  fifth  day,  the  cause  is  probably  men- 
ingeal hemorrhage,  and  Cushing  asserts  that  in  these  cases  the 
skull  should  be  opened  and  the  hemorrhage  washed  out.  By  this 
means  it  may  be  possible  to  restore  the  child  to  the  normal  con- 
dition. It  seems  to  me  this  is  a  very  important  point  to  bring 
to  the  attention  of  the  obstetrician. 
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As  regards  the  work  of  the  gynecologist,  I  can  remember  the 
day  when  we  all  sought  him  with  the  hope  that  he  could  relieve  the 
women  of  their  neuroses  or  psychoses.  And  the  gynecologists 
responded  most  kindly.  They,  indeed,  rather  overwhelmed  us 
with  attentions  until  we  had  to  take  the  defensive  and  gradually 
assumed  an  attitude  of  hostility  to  the  knife.  They  were  taking 
out  uteri,  sewing  up  tears,  curetting,  etc.,  but  they  did  not  seem 
to  accomplish  results.  This  attitude  prevailed  for  a  long  time. 
But  in  recent  years  we  are  getting  to  feel  more  kindly  towards 
them ;  the  attitude  of  the  neurologists  has  changed ;  far  better 
results  are  now  had  than  were  gotten  years  ago.  I  have  often 
asked  neurotic  patients  what  have  been  the  results  of  various 
operations  they  have  had,  and  it  has  come  to  me  as  a  positive  con- 
clusion that,  in  a  large  proportion  of  the  cases  of  so-called 
psychoneuroses,  operations  for  the  relief  of  subinvolution,  tears, 
the  removal  of  scars,  did  not  really  do  any  good,  but  often  did 
positive  harm. 

I  have  tried  to  formulate  some  rule  in  regard  to  the  question 
whether  or  not  a  neuropathic  woman  should  be  operated  upon,  that 
is,  for  the  relief  of  some  local  irritation,  not  for  serious  conditions, 
any  more  than  a  trivial  operation.  Our  ideas  regarding  neuras- 
thenia have  been  somewhat  changed.  What  used  to  be  called 
neurasthenia  may  now  be  divided  into  (i)  psychoneuroses 
group,  (2)  hypochondriacal  group,  and  (3)  the  ordinary  group 
of  neurasthenics.  In  the  first  group,  in  people  with  obsessions, 
the  so-called  psychosthenic  operations  are  generally  unsafe ;  you 
may  cure  them  of  back  or  pelvic  pains,  or  special  neuralgias,  but 
they  get  up  something  else.  Therefore,  I  do  not  ad- 
vise operation  in  this  class  of  patients.  In  the  second  group, 
the  hypochondriacal,  you  can  relieve  the  local  conditions,  but  you 
cannot  relieve  the  psychic  condition.  But,  on  the  other  hand,  in 
the  group  of  simple  neurasthenics,  where  the  patients  are  made 
physically  ill  by  irritations  in  the  pelvis,  operations  are  extremely 
helpful. 

Dr.  Edward  A.  Ayers. — I  should  like  to  offer  one  suggestion 
that  has  been  brought  up  by  Dr.  Dana.  I  cannot  state  the  exact 
authority  just  now,  but  it  is  to  this  effect,  that  everywhere 
throughout  the  world,  cases  of  epilepsy  average  1  to  6  per 
thousand.  The  statistics  of  the  English  lying-in  institutions  show 
that  where  the  mothers,  during  the  pregnant  state,  were  accus- 
tomed to  overindulgence  in  alcohol,  the  percentageof  epileptics  was 
from  40  to  50  per  thousand  among  the  infants  born.  It  was  also 
shown  that,  when  the  mother  was  intoxicated,  the  fetus  in  utero 
might  absorb  seven-eighths  of  an  ounce  of  alcohol.  Such  evidence 
as  this  shows  that  certain  forms  of  nervous  maladies  have  a  direct 
relationship  to  the  condition  of  the  mother. 

Dr.  George  H.  Balleray. — I  wish  to  thank  the  gentlemen  who 
came  here  to  discuss  my  paper  on  such  a  stormy  night.     I  am 
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sorry  that  Dr.  Dana  did  not  express  his  views  in  regard  to  the 
removal  of  the  uterine  appendages,  of  one  or  both  sides',  for  pelvic 
aches  and  pains  in  neurasthenic  women.     Removal  of  normal,  or 
nearly  normal,  appendages  for  such  conditions  is,  in  my  judgment, 
an  unjustifiable  operation.    Such  cases  are  not  cured  by  the  opera- 
tion, and  many  of  them  are  made  worse.    After  such  an  operation 
it  is  difficult  to  draw  the  woman's  mind  out  of  her  pelvis,  and  she 
often  becomes  a  hypochondriac.     I  agree  with  Dr.  Polk 'when  he 
says  that  curettage,  in  the  case  of  a  recently  delivered  woman,  or 
immediately  after  an  abortion,  for  the  removal  of  placental  're- 
mains, is  "villainous."    I  never  use  the  curette  in  such  conditions, 
and  consider  that  in  the  hands  of  the  average  practitioner  it  is  an 
abomination.    I  have  witnessed  several  autopsies  of  patients  who 
died  of  sepsis  after  curettage  for  the  removal  of  portions  of  pla- 
centa.   In  each  case  the  operator  had  left  considerable  portions  of 
placenta  behind,  while  at  the  same  time  he  had  scraped  away  a 
certain  amount  of  the  uterine  wall.     There  may  be  more  expe- 
ditious ways  of  killing  a  patient,  but  there  are  few  more  efficient. 
The  hand  is  the  only  instrument  that  should  ever  be  used  to 
remove  retained  placenta— the  patient  being  anesthetized  if  neces- 
sary.   This,  of  course,  does  not  apply  to  small  placental  remains 
after  abortion  which  cause  irregular  hemorrhages  for  weeks  or 
months  afterwards.     In   such   cases   sharp  curettage,   irrigation 
and  uterine  tamponade  are  the  only  efficient  remedies.     The  dis- 
cussion seems  to  have  gotten  off  the  track.     I  started  off  on  the 
sins  of  omission  and  commission  of  the  gynecologist,  but  we  have 
drifted  to  the  sins  of  the  general  practitioner  in  obstetrics.     This 
is  a  broad  subject  and  would  require  a  protracted  seance  for  its 
full  consideration.     As  regards  cancer  of  the  virginal  cervix    I 
am  glad  to  hear  Dr.  Wells  state  that  he  has  seen  three  cases     'in 
a  practice  extending  over  thirty-five  years  I  have  seen  a  °reat 
many  cases  of  cancer  of  the  cervix  uteri,  but  never  have  I  s?en  a 
case  of  cancer  of  the  truly  virginal  cervix.    I  have  alwavs  believed 
that  cases  reported  as  such,  occurring  in  old  maids  and  nulliparous 
married  women,  were  in  realitv  cases  of  cancer  of  the  body  of  the 
uterus  in  which  the  cancerous  growth  became  extruded  throu-h 
the  cervix  and  deceived  the  observer.    Possibly  Dr.  Wells'  experi- 
ence may  help  my  unbelief. 

When  the  cervix  uteri  is  the  seat  of  carcinoma  an  early  diag- 
nosis, followed  promptly  by  vaginal  hysterectomy,  will  save  manv 
lives.  Some  of  my  cases,  operated  upon  seven,  eight,  and  nine 
years  ago  are  in  perfect  health  to-day.  It  is  the  failure  to  make 
an  early  diagnosis  that  is  responsible  for  the  terrible  mortality  in 
this  disease.  Cases  are  generally  referred  to  the  surgeon  long 
after  they  have  passed  the  operable  stage.  If  the  family  physician 
can  be  aroused  from  his  lethargy,  and  stimulated  to  make  a  careful 
examination  of  every  case  presenting  suspicious  signs  or  symp- 
toms of  uterine  cancer,  and  will  promptly  refer  the  case 'to  a 
skillful  operator,  he  will  confer  a  blessing  upon  the  unfortunate 
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victims  of  this  horrible  disease.  With  regard  to  operation  on  the 
appendix  when  the  surgeon  has  opened  the  abdominal  cavity  for 
pelvic  disease,  I  believe  that  if  the  appendix  is  a  normal  one  it 
should  be  let  alone.  It  is,  to  my  mind,  an  unjustifiable  procedure 
'to  remove  a  healthy  appendix.  Meddlesome  surgery  is  as  bad  as 
^meddlesome  midwifery. 

Dr.  Cragin  objects  to  keeping  the  puerperal  woman  in  bed  in 
;the  recumbent  posture  for  a  considerable  length  of  time,  as  I  have 
•advised,  because  it  favors  retroflexion  or  retroversion  of  the  sub- 
•involuted  uterus.  His  objection  would  be  valid  if  it  was  proposed 
^o  keep  the  woman  in  the  dorsal  decubitus  all  the  time.  This  I  do 
not  do.  I  always  allow  these  patients  a  certain  amount  of  free- 
dom of  motion,  merely  requiring  that  they  shall  maintain  the 
recumbent  posture.  In  my  paper  I  have  stated  what  the  real 
causes  of  retroversion  and  retroflexion  are,  and  I  maintain  that 
the  recumbent  posture  and  the  use  of  large,  hot  vaginal  douches 
favor  rapid  involution,  and  the  healing  of  lacerations  of  the  cervix, 
and  thereby  prevent,  instead  of  causing,  uterine  displacements. 
In  my  advocacy  of  the  use  of  douches  before  and  after  labor,  I 
know  that  I  am  an  Ishmael,  "his  hand  against  every  man,  and 
every  man's  hand  against  him,"  but  my  attitude  on  this  matter  is 
based  upon  observation  and  experience — not  hearsay  evidence — 
and  I  shall  not  change  it  until  I  am  convinced  that  I  am  wrong, 
and  the  man  who  can  convince  me  is  not  yet  born — and  never 
will  be. 
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Meeting  of  April  23,  1907. 
The  President,  Dr.  Pinkham,  in  the  Chair. 
Dr.  Hyde  read  a  paper  on 

CONSERVATIVE  OVARIAN   SURGERY.* 

Dr.  Broun. — I  feel  as  Dr.  Hyde  does,  that  where  we  have 
ovaries  with  a  number  of  small  cysts  we  had  best  leave  them 
alone.  If  the  ovary  is  the  seat  of  a  marked  cystic  disease,  it 
should  be  removed.  I  do  not  think  that  we  should  discuss  with 
the  patient  whether  we  ought  to  do  a  conservative  operation,  but 
do  what  we  think  is  best.  I  do  not  believe  in  leaving  parts  of 
ovaries.  Where  we  find  the  disease  sufficient  to  remove  a  part 
of  the  ovary,  a  whole  ovary  is  better  out.  It  is  safer  for  the 
patient  and  we  get  better  results.  The  habit  which  we  have  of 
*See  original  article,    page  145. 
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attempting  to  save  a  small  fringe  of  an  ovary  1  do  not  believe 
give  us  the  best  results.  When  the  patient  comes  to  us  she  comes 
to  be  relieved  of  symptoms,  to  be  restored  to  health,  so  she  can 
be  useful  to  her  family  and  to  her  friends,  and  I  do  not  believe 
that  we  are  doing  right  to  save  just  a  portion  of  the  ovary  in 
order  to  retain  menstruation.  I  do  not  believe  it  is  good  judg- 
ment. A  clear  instance  of  that,  though  of  course  it  is  but  one  case, 
happened  recently.  Some  two  months  ago  I  assisted  a  surgeon 
in  an  abdominal  section.  One  ovary  was  partly  cystic  and  we 
removed  it.  The  other  ovary  was  almost  as  much  so.  After 
considerable  consultation  with  those  standing  around  it  was  de- 
cided (I  was  in  the  minority)  that  a  portion  of  that  ovary  should 
be  left.  It  was  left.  Within  three  weeks  he  was  called  on  to 
operate  a  second  time,  and  he  removed  the  remains  of  the  ovary 
that  he  left  behind,  which  had  developed  into  a  cyst. 

Dr.  Bissell. — I  do  not  quite  understand  how  Dr.  Broun  can 
avoid  discussing  the  subject  with  his  patients.  In  fact,  I  think 
it  is  within  their  right  to  ask  any  question  and  express  their 
wishes.  I  always  assure  them  that  I  will  remove  nothing  that 
Nature  has  not  already  practically  destroyed,  and  that  all  function- 
ing tissue  will  be  saved — not  that  they  must  remember  that  this 
tissue  is  subject  to  possible  pathological  changes. 

Much  has  been  said  about  the  recurrence  of  disease  in  ovarian 
tissue  when  left.  I  am  of  the  opinion  that  the  liability  to  dis- 
eases in  this  tissue  is  no  greater  than  in  the  ovary  we  believe 
normal  from  a  macroscopic  examination  and  allowed  to  remain 
in  situ.  It  would  be  interesting  to  know  just  how  many  normal 
ovaries  have  been  replaced  and  subsequently  operated  on.  In  my 
own  experience  I  can  recall  two  such  cases :  In  the  first  I 
removed  a  dermoid  cyst  of  considerable  size  from  the  left  ovary, 
saving  a  small,  healthy  portion  of  the  ovarian  structure.  The 
right  ovary  appeared  healthy  and  was  not  disturbed.  One  year 
after  it  became  necessary  for  me  to  remove  the  entire  right  ovary, 
which  had  become  the  seat  of  multiple  cysts.  In  the  second  case 
I  removed  a  fibroid  of  the  right  ovary.  The  uterus  and  left  ovary 
appeared  normal,  but  within  less  than  two  years  I  had  to  remove 
a  large  fibroid  of  the  uterus  and  the  entire  left  ovary  because  of 
multiple  cysts.  But,  surely,  no  one  would  dare  venture  the 
opinion  that  because  of  the  possible  pathological  change  in  tissue 
normal  organs  should  be  removed. 

It  is  interesting  to  note  in  the  first  case  that  an  opportunity 
was  presented  to  examine  the  portion  of  the  left  ovary  from  which 
the  dermoid  cyst  had  been  removed.  It  appeared  healthy,  and 
the  subsequent  history  of  the  patient  confirmed  this  opinion,  in 
that  she  continued  to  menstruate.  In  fact,  so  normal  was  her 
sexual  life  that  I  indorsed  matrimony,  which  took  place  a  year 
or  more  after. 

Dr.  Baldwin. — The  question  is  one  that  must  be  decided  in 
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each  individual  case  by  each  individual  operator.  That  we  have 
attempted  to  save  tissues  that  are  absolutely  worthless  is  unques- 
tioned, though  some  cases  are  perfectly  well  after  conservative 
operations.  There  can  be  no  doubt  that  Dr.  Broun's  contention 
that  we  should  not  go  over  with  the  patient  the  features  of  the 
case  is  well  founded;  yet  often  people  will  say  that  they  would 
rather  go  through  a  second  operation  than  to  lose  both  ovaries. 
If  the  patient  says  that,  and  is  willing  to  put  herself  in  my  hands, 
it  is  only  fair  to  try  and  save  a  portion  of  the  ovary  if  there  is 
any  possibility  of  doing  so.  I  would  not  undertake  an  operation 
if  I  was  prohibited  from  doing  what  I  thought  was  necessary. 
It  is  my  duty  to  give  the  patient  the  benefit  of  the  doubt.  As 
to  the  immediate  recurrence  of  cysts,  I  had  a  case  somewhat 
similar  to  Dr.  Broun's.  About  two  years  ago,  at  the  earnest 
solicitation  of  the  woman,  I  left  a  portion  of  the  ovary  and 
before  she  had  left  the  hospital  it  was  the  size  of  a  goose  egg. 
I  asked  her  to  come  back.  She  returned  in  about  three  months, 
and  the  cyst  was  the  size  of  a  hen's  egg.  Then  it  gradually  dis- 
appeared. I  have  seen  her  within  three  months,  and  she  is  well, 
menstruates  regularly,  and  is  happy. 

There  are  two  cases  which  I  reported  in  the  series  to  which 
Dr.  Hyde  referred — one  the  wife  of  a  doctor  where  he  absolutely 
insisted  that  some  part  of  the  ovary  be  left.  I  left  a  small  fringe 
and  that  woman  is  well.  In  the  other  case,  the  woman  with 
a  double  ovarian  abscess  where  I  advised  a  laparotomy  to  which 
she  did  not  consent,  I  opened  through  the  cul-de-sac  and  each 
ovary  was  incised  separately  and  that  woman  is  now  perfectly 
well.  One  great  point  is  in  regard  to  the  material  to  be  used 
in  stitching  up  the  ovary.  I  believe  that  the  finest  catgut  that 
we  can  procure  of  sufficient  tensile  strength  is  the  best.  In 
two  cases  of  recurrence  I  found  the  remains  of  silk  ligatures  in 
the  ovary. 

Dr.  Rawls. — A  stenographer,  about  twenty  years  of  age,  had 
severe  ovarian  pain,  intensified  during  menstruation.  At  opera- 
tion a  cystic  ovary  was  found.  This  was  resected  and  many 
small  cysts  in  the  remaining  ovarian  tissue  were  punctured.  Her 
recovery  was  uneventful  until  the  eighteenth  or  twentieth  day, 
when  she  complained  of  severe  pains  in  this  side.  This  increased 
and  on  examination  a  cystic  mass  was  found.  Another  laparotomy 
was  done  and  a  cyst  about  the  size  of  a  grape-fruit  was  removed. 
I  mention  this  case  because  there  had  elapsed  only  twenty-five 
or  thirty  days  since  the  first  operation. 

Dr.  Grad. — A  great  deal  of  good  can  be  done  by  conservatism, 
although  I  must  admit  that  some  cases  may  need  further  opera- 
tive procedures.  If  the  patient  presents  herself  to  me  and  I 
find  that  she  is  suffering  positively  as  a  result  of  the  cystic  de- 
generation of  the  ovary,  that  is.  that  her  svmptoms  are  due  to  the 
ovaries  alone,  I  am  not  inclined  to  do  conservative  surgery  on  that 
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particular  patient.  But  if  I  find  that  her  symptoms  are  such  that 
I  cannot  positively  say  that  the  ovaries  are  causing-  the  symptoms, 
I  do  conservative  surgery.  I  have  been  surprised  to  hear  that  so 
few  pregnancies  are  reported  after  conservative  ovarian  surgery. 

Dr.  Taylor. — I  took  the  trouble  to  look  up  the  histories  of  the 
late  Dr.  Pryor  and  some  of  my  own  to  the  extent  of  about  sixty 
and  I  found  the  per  cent,  of  pregnancies  about  as  Dr.  Hyde  has 
stated.  Four  cases  became  pregnant  afterward,  and  four  required 
a  second  operation.  From  what  I  have  seen  I  am  a  firm  believer 
in  conservative  work,  granting  the  fact  that  you  have  a  young 
woman  who  has  cystic  degeneration  of  the  ovaries.  If  we  only 
have  ten  or  twenty  per  cent,  of  recurrences,  it  is  not  worth 
while  to  do  it.  We  can  easily  take  out,  but  we  can  never  put 
back.  I  have  seen  two  cases  where  conservative  work  was  at- 
tempted on  the  ovary  by  applying  carbolic  acid.  Inflammatory 
reaction  followed,  requiring  secondary  operation. 

Dr.  Pinkham. — Perhaps  my  ideas  in  regard  to  conservative 
surgery  are  at  variance  with  the  majority  There  is  one  impor- 
tant thing  in  regard  to  these  cysts  and  that  is  the  cause  of  the 
pain.  I  do  not  believe  that  in  one  per  cent,  of  the  cases  where 
we  operate  for  cystic  ovaries  that  the  symptoms  are  due  to  the 
cystic  degeneration  of  the  ovaries.  I  think  that  a  great  deal  of 
trouble  in  cysts  is  due  to  the  prolapsus  of  the  ovary  and  the  con- 
sequent dragging  on  its  ligaments. 

Dr.  Hyde. — The  subject  is  certainly  in  a  state  of  chaos,  as  the 
discussion  of  to-night  has  shown.  My  point  is  this :  For  badly 
cystic  ovaries  that  give  symptoms,  I  still  believe  that  ablation 
is  preferable.  But  there  is  never  going  to  be  a  consensus  of 
opinion  on  this  subject.  Every  man  is  going  to  do  just  as  he 
sees  fit  at  the  operating  table. 
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Meeting  of  February  15,  1907. 
The  President,  G.  N.  Acker,  M.D.,  in  the  Chair. 
Dr.  Geo.  H.  Noble  of  Atlanta,  Ga.,  read  a  paper, 

THE  TREATMENT  OF  PUERPERAL  INFECTION.* 

Dr.  A.  F.  A.  King. — Puerperal  infection  has  interested  the 
medical  world  for  centuries.  He  does  not  quite  understand  how 
antepartum  infection  can  occur.  There  should  be  two  systems 
of  treatment — surgical  and  obstetrical.  The  larger  portion  of 
obstetricians  are  not  surgeons  and  these  will  continue  to  resort 
to  general  measures.  When  surgical  treatment  is  necessary  ex- 
pert surgeons  should  be  called  in.  He  is  glad  Dr.  Noble  has 
found  a  method  of  diagnosing  thrombosed  pelvic  veins.  He  does 
not  see  why  one  should  work  blindly  with  the  fingers  or  curette 
in  intrauterine  conditions,  and  would  suggest  the  use  of  a  specu- 
lum so  as  to  see  directly  the  condition  within  the  uterus. 

Dr.  H.  D.  Fry. — Although  puerperal  infection  seldom  occurs 
in  properly  conducted  hospitals,  one  must  expect  to  see  a  certain 
number  of  such  cases.  It  is  important  to  distinguish  salpingitis 
and  other  local  processes  from  general  sepsis.  As  regards  the 
treatment  of  general  sepsis  it  is  unsatisfactory.  Crede's  ointment, 
antistreptococcic  serum,  and  most  other  methods  of  treatment 
have  not  given  good  results.  Alcohol  is  one  of  the  most  valuable 
agents  in  the  supporting  treatment.  Diphtheritic  serum  has 
proven  of  more  value  than  the  streptococcic  serum.  When  an 
infection  with  the  Klebs-Loefrler  bacillus  occurs  it  is  a  specific. 
Surgical  treatment  consists  in  opening  and  draining  exudates 
and  abscesses.    Hysterectomy  is  seldom  indicated. 

Dr.  Moran. — The  paper  deals  particularly  with  the  fact  that 
we  should  diagnose  the  nature  of  the  process.  In  saprophytic 
conditions  employ  local  treatment ;  in  pus  formation,  evacuation. 
The  exact  diagnosis,  hence,  is  necessary.  In  saprophytic  con- 
ditions there  is  usually  a  foul  odor,  whereas  in  pure  streptococcic 
infections  there  is  no  odor  as  a  rule  and  local  treatment  is  of  no 
avail,  because  the  bacteria  soon  pass  beyond  the  surface.     His 

*See  original  article,  page  189. 
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experience  has  been  more  from  the  medical  standpoint.  In  opera- 
tive cases  the  mortality  is  almost  100  per  cent,  in  the  acute 
stage.  After  several  weeks,  when  the  infection  has  almost  spent 
itself,  operation  offers  a  better  hope  of  cure.  In  streptococcic  and 
gonorrheal  infections  local  treatment  does  no  good.  The  results 
of  treatment  of  systemic  infections  by  the  serum  depends  upon 
the  correspondence  between  the  varieties  of  the  microorganism  in- 
fecting the  patient  and  that  from  which  the  serum  is  prepared. 

Dr.  Bovee.— Dr.  Noble  always  brings  something  of  interest. 
It  is  important  in  streptococcic  infections  to  know  the  variety 
of  the  organism.  In  gonorrheal  infections  local  treatment  does 
good.  Tincture  of  iodine  is  the  best,  but  it  may  cause  a  spread 
of  the  infection.  In  streptococcic  infections  surgical  treatment 
is  of  no  avail.  The  evacuation  of  abscesses  should  be  done,  but 
as  the  abscesses  at  times  occur  in  the  uterus  hysterectomy  may 
become  necessary. 

Dr.  J.  T.  Johnson  would  voice  the  sentiment  of  the  society 
in  thanking  Dr.  Noble  for  coming  so  far  to  read  his  paper.  The 
only  point  which  he  would  make  is  that  the  disease  is  a  pre- 
ventable one.  Autoinfection  hardly  ever  occurs.  The  manage- 
ment of  a  case  in  a  good  maternity  hospital  is  so  much  better 
than  at  home  that  we  should  advise  our  cases  when  possible  to 
be  delivered  in  hosnitals.  The  percentage  of  deaths  in  hospital 
practice  is  .6  per  cent.  The  most  important  thing  in  the  treat- 
ment is  to  impress  the  general  obstetrician  to  use  strict  aseptic 
measures  in  the  delivery  of  women. 

Dr  Noble. — Dr.  King  said  antepartum  infections  should  not 
occur  This  may  be  true,  but  they  are  nevertheless  met  with 
and  are  very  serious.  The  sooner  the  uterus  is  removed  the 
better  in  these  cases.  He  is  interested  also  in  the  doctor's  specu- 
lum, but  would  not  use  it.  The  presence  of  odor  does  not  mean 
sapremia,  as  you  may  have  marked  sapremia  without  odor.  There 
is  a  time  when  one  can  do  good  by  invading  the  cavity  of  the 
uterus,  and  a  time  when  it  is  too  late.  The  important  thing  is  to 
make  a  diagnosis. 

Meeting  of  March  i,  1907. 
The  President,  G.  N.  Acker,  M.D.,  in  the  Chair. 
Dr.  J.  D.  Morgan  read  the  essay  of  the  evening, 

MENSTRUAL    ARTHRITIS.* 

Dr.  H.  D.  Fry  was  glad  to  hear  the  paper,  as  it  will  direct 
his  thoughts  into  new  channels.  The  question  comes  up  as  to 
whether  the  arthritis  is  a  coincidence  or  cause  and  effect.    Rheu- 

*See  original  article,  page  207. 
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matism  will  produce  dysmenorrhea,  but  he  does  not  know  that 
dysmenorrhea  can  be  the  cause  of  rheumatism.  During  men- 
struation it  has  been  found  that  there  is  less  functional  activity 
of  the  kidneys,  diminished  urea  and  this  may  stand  in  some 
causal  relation  to  rheumatism.  He  disagrees  entirely  in  one  par- 
ticular with  the  views  expressed  in  the  paper  that  septic  condi- 
tions may  arise  in  the  uterus  during  menstruation  and  also  the 
advisability  of  giving  antiseptic  douches.  It  is  an  acknowledged 
fact  that  the  vagina  and  uterus  are  free  from  pathogenic  organ- 
isms. Streptococci  and  staphylococci  where  introduced  into  the 
vagina  are  destroyed  by  Doderlein's  bacillus,  so  that  antiseptic 
douches  by  faulty  technique  may  carry  in  pathogenic  bacteria  and 
thus  do  more  harm  than  good. 

Dr.  Carr. — Arthritis  is  a  wide  subject.  There  are  many  causes 
and  variations,  rheumatic,  gonorrheal,  tuberculous,  staphylo- 
coccic, streptococcic  and  mechanical.  There  are  two  distinct 
varieties  of  rheumatic  arthritis,  first,  acute  articular  rheumatism, 
infectious  in  nature,  and  second,  chronic  rheumatism,  in  which 
uric  acid,  hippuric  acid,  xanthin,  etc.,  may  be  cause  of  trouble. 
Because  there  is  arthritis  it  does  not  necessarily  follow  that  bac- 
teria are  present.  The  temperature  may  reach  1050,  caused  by  an 
absorption  without  infection  by  bacteria.  The  destruction  of 
body  tissue,  as  may  be  the  case  in  menstruation,  may  by  absorp- 
tion cause  an  arthritis. 

The  noint  made  bv  Dr.  Fry  as  to  the  lessened  renal  function 
is  a  good  one.  As  to  the  invasion  of  the  uterus  by  bacteria  he 
does  not  believe  that  the  bactericidal  action  of  the  vagina  and 
uterus  always  prevent  bacterial  invasion,  witness  the  gonococcus. 
Congenital  anteflexion  may  cause  invasion  of  germs.  Antiseptic 
douches  do  no  harm. 

Dr.  Stone  said  that  he  had  never  seen  a  case  such  as  described 
by  Dr.  Morgan,  but  that  does  not  mean  that  they  do  not  occur. 
He  recalls  the  fact  that  when  Sanger  reported  his  case  of  deci- 
duoma  malignum  great  incredulity  existed  as  to  its  real  exist- 
ence. Now  nearly  every  gynecologist  of  wide  experience  has 
encountered  such  cases.  He  is  glad  Dr.  Morgan  has  brought 
up  the  subject,  but  he  cannot  see  what  the  explanation  will  be. 
All  agree  that  woman's  organism  is  far  more  sensitive  at  the 
menstrual  period.  Neuralgias  are  worse  at  that  time.  The 
studies  of  toxins  are  now  on  the  road  to  make  them  understood. 
A  number  of  symptoms,  such  as  those  described  by  the  essayist, 
are  caused  by  digestive  disturbances.  He  saw  once  a  case  of 
skin  disease  which  occurred  with  menstruation. 

Dr.  J.  T.  Johnson  said  that  he  had  never  seen  a  case  which 
would  come  under  the  head  of  menstrual  arthritis.  Patients  who 
have  rheumatism  suffer  from  both  amenorrhea  and  dysmenor- 
rhea.   Dr.  Morgan's  father  gave  a  prescription  for  dysmenorrhea 
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which,  in  a  case  seen  with  Dr.  Magruder,  gave  more  relief  than 
curettage  and  other  gynecological  treatment.  It  was  based  upon 
rheumatism. 

The  prescription  is  as  follows 

5     Corrosive  sublimate gr.  ii 

Guiac 3  i 

Canada  balsam   3  i 

Oil  Sassafras  gtts  xv 

Alcohol  5  i 

Dissolve  the  guiac  and  balsam  in   the  alcohol,  filter  and  add  the  oil  of 
sassafras  and  corrosive  sublimate  and  dissolve. 
Sig.    Twelve  to  fifteen  drops  in  water  three  times  a  day,  as  directed. 

The  neuralgic  is  one  form  of  dysmenorrhea  and  is  perhaps 
caused  by  uric  acid.  We  constantly  see  legache,  backache,  and 
joint  pain  before  the  establishment  of  the  flow  which  disappear 
with  the  appearances  of  the  menses.  He  does  not  believe  much 
in  Dr.  Fry's  theory  about  the  kidney  function.  He  does  not 
think  antiseptic  douches  would  do  any  good,  as  they  could  not 
gain  entrance  into  the  uterus. 

Dr.  Balloch. — One  need  not  regard  the  condition  as  any- 
thing unusual.  Any  toxemia  is  liable  to  affect  joints  and  any 
disturbance  of  metabolism  is  liable  to  cause  toxemia.  Nothing 
is  more  likely  than  disturbed  menstruation  to  cause  toxemia. 

Dr.  Fry  thought  that  perhaps  the  internal  ovarian  secretion 
had  something  to  do  with  the  condition.  The  toxemia  of  preg- 
nancy may  possibly  be  due  to  this  cause.  The  removal  of  both 
ovaries  causes  an  atrophy  of  the  uterus  and  vagina,  which  shows 
it  has  a  marked  influence  upon  the  organism.  In  reply  to  Dr. 
Carr  he  would  say  that  the  pyogenic  bacteria,  except  the  gono- 
coccus,  are  destroyed  by  Doderlein's  bacillus  and  cannot  get  to 
the  uterus. 

Dr.  Adams  said  that  every  woman  is  a  rule  unto  herself  and 
he  is  prepared  for  anything  in  any  young  woman.  The  mani- 
festations described  by  Dr.  Morgan,  swelling  and  tenderness  of 
the  joints,  with  fever,  all  occur  in  angioneurotic  edema,  so  that 
it  may  be  the  same  as  that  disease.  He  rather  favors  Dr.  Bal- 
loch's  theory.  He  has  never  seen  arrest  of  menstruation  in  any 
young  girl. 

Dr.  J.  T.  Johnson. — Arrested  menstruation  frequently  occurs. 
A  case  is  recorded  where  a  cold  bath  caused  permanent  invalidism. 

Dr.  Carr  also  has  seen  several  cases  of  this  kind. 

Dr.  Morgan  said  that  the  uric  acid  diathesis  is  given  as  the 
cause  of  many  diseases,  but  very  little  is  really  known  con- 
cerning it.  Gout  they  say  is  less  common  in  women  because  of 
menstruation.  The  streptococcic  invasion  theory  is  not  his,  but 
Riebold's.  Dr.  Noble  in  a  paper  recentlv  read  here  thought  that 
in  pregnancy  these  bacteria  do  at  times  invade  the  uterus.  Ery- 
thema and  urticaria  occur  with  both  menstruation  and  preg- 
nancy.    The  disease  is  not  a  new  one.     Dr.  Hewitt  refers  to  it 
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as  menstrual  arthritis.  Dr.  Balloch  comes  nearer  to  the  right 
explanation  than  the  others.  He  thinks  it  a  disturbed  metabolism 
with  absorption.  Dr.  Adams'  idea  that  it  is  perhaps  identical 
with  angioneurotic  edema  is  not  tenable  because  of  the  fever 
and  redness.  Cushing  and  Cumston  give  an  angina  of  menstrua- 
tion, a  form  of  tonsillitis,  and  tonsillitis  is  generally  regarded  as 
rheumatism. 
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Meeting  at  Atlantic  City,  N.  J.,  June  4,  1907. 

SECTION    ON    OBSTETRICS    AND    DISEASES    OF    WOMEN. 

Dr.  J.  Wesley  Bovee,  Chairman,  Presiding. 
Chairman's  Address. — 

THE  STATUS  OF  THE  FIGHT  AGAINST  CANCER  OF  THE  UTERUS. 

Dr.  Bovee  said  that  if  one  formed  an  opinion  from  a  study  of  the 
many  articles  catalogued  upon  the  subject  he  would  think  this  a 
hackneyed  subject  and  that  great  enthusiasm  existed  in  the  pro- 
fessional ranks  concerning  the  treatment  of  cancer.  Every  form 
of  remedy  was  presented,  ranging  from  radical  surgery  to  the  use 
of  jr-ray  and  radium.  The  great  things  that  had  been  claimed  for 
some  of  the  new  remedies  were  exceedingly  interesting,  but  varied 
from  the  facts.  Those  who  were  brought  into  actual  contact  with 
cancer  of  the  uterus  knew  that  it  was  one  of  the  worst  scourges 
that  woman  was  heir  to.  It  seemed  that  in  no  country,  race,  or 
society  was  woman  free  from  this  disease. 

The  treatment  of  cancer  was  of  vital  importance,  and  that  the 
best  results  be  secured  it  was  necessary  that  an  early  diagnosis 
be  made.  The  fact  that  the  uterus  was  a  concealed  organ,  and 
that  women  often  hesitated  to  be  examined ;  also  that  it  was  a 
disease  that  occurred  near  the  menopause,  and  that  many  of  the 
symptoms  for  which  the  patient  consulted  a  physician  were  at- 
tributed to  this  change,  made  many  cases  escape  diagnosis  until 
far  advanced.  Great  responsibility  rested  upon  the  family  phy- 
sician, for  he  was  the  one  usually  first  consulted,  and  unless  he 
made  an  early  diagnosis,  or  called  in  the  specialist,  an  early  radical 
operation  would  be  unavailing.  With  the  numerous  handicaps  put 
upon  him,  the  surgeon  had  not  been  able  to  demonstrate  to  the 
general  practitioner  the  curability  of  cancer  by  radical  operation, 
and  industrious  effort  would  be  necessary  for  years  to  overcome 
this  obstacle.  He  would  insist  upon  women  who  were  approach- 
ing the   cancerous  age  being  examined  at  regular  periods,  the 
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same  as  they  would  consult  a  dentist  about  their  teeth.  All  cer- 
vical tears  should  be  repaired  and  prophylactic  measures  be 
employed. 

He  thought  radical  operation  was  the  correct  treatment  in  cases 
where  early  diagnosis  was  possible.  In  the  later  stages  of  the 
disease  Byrnes'  method  of  the  galvanocautery  had  proved  bene- 
ficial, and  the  trypsin  and  acetone  treatment  was  now  much  used 
in  nonoperable  cases.  The  use  of  the  .r-ray  had  not  proved  bene- 
ficial on  account  of  the  uterus  being  deep  seated.  The  radical 
operation  by  the  abdominal  route  offered  the  best  results.  All 
rooms  occupied  by  cancerous  patients  should  be  fumigated. 

HOW   CAN    WE   LESSEN   THE   MORTALITY    OF    UTERINE   CANCER? 

Dr.  E.  E.  Montgomery  said  that  it  had  been  thus  far  impossible 
to  determine  the  etiology  of  cancer.  Many  were  inclined  to  think 
that  it  was  of  bacterial  origin,  but  this  had  not  been  proved. 
Clinical  evidence  was  sufficient  to  justify  the  conclusion  that 
heredity  was  an  important  factor,  as  was  also  acquired  vulnerabil- 
ity or  loss  of  resisting  power  on  the  part  of  the  patient.  In  many 
cases  cancer  had  followed  change  in  cell  structure  or  as  the  result 
of  injury.  Most  of  the  cases  were  found  in  women  who  had 
borne  children,  and  one  of  the  greatest  etiological  factors  was 
injury  or  long  irritation  of  the  part  affected. 

Everyone  recognized  the  fact  that  a  damaged,  lacerated  cervix 
was  a  factor  to  be  heeded,  and  all  such  injury  should  be  treated 
and  cured.  The  longer  these  conditions  or  injuries  existed  the 
more  likelihood  there  was  of  the  surface  granulating,  thickening 
the  walls,  and  thus  causing  pressure  on  the  terminal  nerves.  Peri- 
neal irritation  might  also  lead  to  some  disturbance  of  the  uterus 
and  the  adnexa,  and  thus  lead  to  malignant  growths. 

It  was  self-evident,  then,  that  the  physician  must  be  on  the 
watch  for  these  irritating  conditions  and  treat  them,  thus  taking 
the  first  and  most  important  step  in  these  cases  i.e.  preventive 
treatment. 

Treatment  naturally  resolved  itself  into  three  divisions :  pre- 
ventive, curative,  and  palliative,  the  first  two  being  the  most  vital. 
An  early  diagnosis  was  all-important,  and  in  order  to  prevent  the 
development  of  cancer  the  physician  had  to  consider  all  of  the 
functions  of  the  body.  He  should  see  that  his  patient  was  eliminat- 
ing injurious  toxins  and  that  the  emunctories  of  the  body  were 
kept  in  good  condition  by  proper  exercise,  and,  if  necessary,  sleep- 
ing in  the  open.  The  success  of  treatment  depended  upon  an  early 
diagnosis,  and  it  was  important  to  take  cognizance  of  hemorrhages 
or  foul  discharges,  especially  near  the  change  of  life.  Of  course 
these  conditions  might  exist  without  malignancy,  and  the  pres- 
ence or  absence  of  one  of  these  conditions  was  not  an  evidence 
of  the  presence  or  absence  of  a  cancerous  growth,  but  they  were 
signs  to  attract  attention.     In  some  cases  it  might  be  necessary 
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to  dilate  the  uterus,  but  involvement  of  the  cervix  was  readily 
recognized. 

Experience  demonstrated  the  fact  that  the  earlier  in  life  a  cancer 
developed  the  more  rapid  was  the  progress  of  the  disease,  and 
at  all  times  an  accurate  knowledge  of  the  condition  was  essential 
for  radical  treatment  and  cure.  If  the  disease  was  recognized  at 
its  beginning  there  were  good  grounds  for  belief  in  a  cure  by 
radical  treatment,  and  then  not  only  the  tumor  should  be  removed 
but  the  surrounding  tissue  that  might  bear  suspicion  of  infection. 
The  longer  the  condition  existed  the  greater  the  involvement  of 
lymphatic  glands  and  surrounding  tissue  and  the  greater  the 
danger  of  metastasis. 

As  to  the  route  to  be  used  for  an  operation,  he  thought  that,  as 
a  rule,  the  abdominal  should  be  chosen,  but  in  very  fat  patients 
and  those  who  could  not  stand  an  extensive  operation  it  was  better 
to  use  the  vaginal  route. 

Dr.  Howard  Kelly  said  he  wished  to  put  emphasis  upon  the 
necessity  of  an  early  diagnosis,  for  in  the  later  stages  very  little 
could  be  accomplished  toward  a  radical  cure.  He  favored  a  care- 
ful study  of  cases  and  a  systematic  classification,  but  there  were 
many  variations  in  individual  cases.  It  was  his  opinion  that  much 
harm  was  often  done  to  the  patient  by  a  too  long  operation ; 
thus  an  operation  requiring  two  or  three  hours  was  too  much  of 
a  drain  upon  the  patient's  strength.  He  made  it  a  rule  to  use 
long  clamps  in  shutting  off  blood-vessels,  thus  saving  much  time. 

Dr.  Massey  of  Philadelphia  said  that  he  was  using  a  modifica- 
tion of  the  method  of  cauterization  by  the  zinc-mercurial  method 
which  he  presented  at  New  Orleans,  and  had  been  successful  in 
two  cases.  Instead  of  using  a  general  anesthetic,  he  now  applied 
the  cautery  as  long  as  the  patient  could  endure  it  without  too 
much  pain,  and  he  had  been  able  to  use  a  current  of  200  milli- 
amperes  from  one-half  to  one  hour  without  any  great  discomfort 
to  the  patient.  This  treatment  was  administered  at  varying 
intervals,  and  one  of  the  patients  had  been  well  for  over  three 
years  and  the  other  for  nine  months. 

Dr.  Margaret  Cleaves  said  that  she  had  been  using  trypsin 
in  the  treatment  of  these  cases  and  had  been  so  far  successful  that 
she  had  now  patients  who  were  living  without  any  symptoms  of 
cancer  who  according  to  all  rules  of  the  disease  should  have  died 
several  years  ago. 

Dr.  H.  J.  Boldt  said  one  of  the  features  that  marked  the  prog- 
nosis of  cancer  was  age,  and  that  patients  who  developed  the 
disease  when  near  the  age  of  thirty  years  were  doomed.  It  was 
important  what  route  should  be  taken  in  the  operation,  and  in 
cases  over  fifty  years  of  age  he  advised  the  vaginal  route,  as  there 
was  less  shock  to  the  patient,  and  his  experience  had  not  been 
satisfactory  in  these  cases  when  operated  by  the  abdominal  route. 
It  was  his  opinion  that  in  these  cases  radical  surgery  was  the 
right  method,  and  he  was  surprised  that  Dr.  Massey  advocated 
anv  other. 
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Dr.  D.  L.  Craig  thought  that  by  making  the  general  practitioner 

understand  the  important  part  that  injuries  and  local  irritations 
played  in  the  production  of  cancer  much  could  be  done  toward  its 
prevention. 

In  closing  the  discussion,  Dr.  Montgomery  said  that  he  was 
glad  to  hear  of  every  method  that  offered  a  hope  in  treating  this 
disease.  The  time  might  come  when  other  methods  would  prove 
that  they  had  greater  merit  than  the  radical  operation,  but  at  the 
present  time,  and  with  the  light  we  now  had,  he  held  to  the  radi- 
cal operation  as  the  best  in  all  operative  cases. 

parasitic  uterine  myomata. 

Dr.  Thomas  S.  Cullen  said  that  by  the  term  parasitic  uterine 
myomata  he  meant  that  form  of  myoma  that  had  become  partially 
or  completely  weaned  away  from  the  uterus  and  derived  its  blood 
supply  from  some  other  source.  These  tumors  often  got  the 
greater  part  of  their  blood  supply  from  the  omentum,  the  large 
or  small  bowel,  the  bladder,  mesenteric  vessels,  Fallopian  tubes, 
or  from  several  sources  at  the  same  time.  In  many  of  these  cases 
the  omental  adhesions  were  associated  with  adhesions  in  the  pelvis 
or  with  pus  tubes.  In  many  cases  the  pedicle  became  exceed- 
ingly small,  and  mostly  all  of  the  blood  supply  came  from  some 
other  source.  When  this  blood  supply  was  from  the  omental 
vessels  they  became  very  large  and  tortuous,  and,  as  a  rule,  there 
were  large  arteries,  each  accompanied  by  two  veins.  In  the  begin- 
ning there  might  be  but  little  change  in  the  omentum  when" the 
blood  supply  was  from  that  source,  but  as  the  tumor  increased  the 
omental  fat  gradually  disappeared.  The  omentum  often  presented 
wonderful  functional  power,  as  in  one  case  where  the  tumor 
weighed  eighty-nine  pounds,  its  chief  supply  of  blood  coming  from 
the  omentum.  In  the  treatment  of  these  tumors,  the  first  thing  to 
be  considered  was  the  control  of  the  omental  vessels,  and  this 
could  be  done  by  tying  off  the  vessels  on  the  proximal  and  the 
distal  sides  of  the  tumor.  On  account  of  the  delicacy  of  these 
vessels  it  was  important  that  they  should  be  tied  instead  of  using 
forceps.  He  would  call  attention  especially  to  the  necessity  of 
tying  these  arteries  when  in  sight  and  not  attempting  to  liberate 
adhesions  far  under  the  abdominal  wall,  for  they  might  contain 
blood  vessels  that  would  give  trouble.  In  some  of  the  cases  these 
tumors  were  accompanied  by  ascitic  fluid,  but  generally  its  pres- 
ence could  be  traced  to  other  conditions.  Sometimes  the  lym- 
phatics in  the  broad  ligaments  were  found  greatly  enlarged. '  In 
some  cases  where  the  omentum  did  not  furnish  a  blood  supplv  the 
tumor  often  showed  hyaline  degeneration  and  necrosis  or  it  might 
develop  an  abscess  in  the  interior  and  open  into  the  intestine  or  call 
on  the  intestine  or  bladder  for  sustenance. 

Dr.  Cullen  showed  interesting  illustrations  of  myomata  and 
called  special  attention  to  the  exercise  of  great  care  in  the  opera- 
tion lest  a  blood-vessel  be  ruptured. 
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Dr.  I.  S.  Stone  said  that  his  experience  was  that  large  ves- 
sels supplied  the  great  amount  of  nutrition  to  these  tumors.  He 
had  written  on  this  subject  ten  years  ago,  but  it  had  been  passed 
by  with  many  other  things.  However,  he  had  taken  great  interest 
in  the  subject,  and  the  writer  had  presented  it  in  an  admirable 
manner.  He  had  concluded  that  when  a  fibroid  started  on  its 
way  it  might  take  an  exceedingly  varying  course. 

Dr.  H.  J.  Boldt  said  that  the  important  point  was  the  blood- 
vessels and  great  care  was  necessary  not  to  injure  them  and  the 
tumor  should  not  be  removed  until  they  were  all  secured. 

Dr.  C.  C.  Fredericks  said  that  he  could  say  but  little  for  want 
of  experience.  He  had  seen  three  or  four  large  fibroids  sup- 
ported by  the  omental  blood  supply.  He  thought  it  was  necessary 
in  operating  to  make  a  large  incision  so  as  to  secure  the  blood- 
vessels and  show  where  the  adhesions  were  located.  He  had 
seen  one  fibroid  weighing  thirty-five  pounds  with  adhesions  to  the 
omentum  and  using  it  as  the  source  of  its  blood  supply.  A  prac- 
tical point  was  to  expose  the  upper  part  ©f  the  tumor  so  that  its 
blood  supply  could  be  shut  off  without  delav. 

Dr.  Seth  C.  Gordon  said  that  he  had  only  two  cases.  In 
these  the  pedicle  was  very  small  with  no  circulation  except 
through  the  adhesions  to  the  omentum.  The  most  important 
point  was  to  stop  the  blood  supply,  and  in  order  to  do  this  to  take 
all  the  space  necessary  to  get  at  the  tumor.  He  had  seen  a  case 
in  which  there  was  complete  separation  from  the  uterus  with  a 
tendency  to  calcification. 

Dr.  Bovee  had  removed  one  weighing  forty  pounds  and  another 
twenty-eight  pounds  successfully.  He  had  lost  a  patient  with 
one  of  a  small  size  by  not  controlling  the  blood  supply.  The 
woman  died  in  twenty-four  hours. 

Dr.  Cullen,  in  conclusion,  said  that  he  was  glad  to  know 
that  Dr.  Stone  had  written  upon  this  subject.  He  agreed  with 
Dr.  Boldt  on  the  question  of  the  importance  of  controlling  the 
blood  supply.  They  had  succeeded  in  removing  an  eighty-nine 
pound  tumor  from  a  woman  who  weighed  only  eighty-five  pounds, 
without  any  fatal  result.  "When  there  was  cystic  fluid  present 
the  question  might  lie  asked  whether  there  was  a  possible  malig- 
nancy, yet  upon  removing  the  tumor  the  fluid  usually  disappeared 
and  was  probably  due  to  sonic  pressure  or  twisting  of  the  blood- 
vessels. Cystic  fluid  was  presenl  in  less  than  one  per  cent,  of 
the  cases. 

PREVENTION    OF   PERITONEAL   PELVIC   ADHESIONS   BY   ADRENAL  SALT 

SOLUTION. 

Dr.  Emery  Marvel  said  that  adbesions  of  the  peritoneum 
were  the  result  of  a  pathological  process  active  within  or  adja- 
cent to  the  peritoneum.  The  formation  of  these  adhesions  was 
nature's  effort  to  combat  an  injurious  process,  in  which  case  the 
adhesions  were  beneficial  and  a  protection  to  the  organs.     Pro- 
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phylaxis  was  the  remedy,  but  when  adhesions  had  funned  it  was 
necessary  to  separate  the  adherent  parts  and  prevent  subsequent 
reunion.  The  peritoneum  was  a  serous  membrane  with  its  sur- 
face covered  with  a  thin  layer  of  endothelial  cells  loosely  approx- 
imated and  just  beneath  these  blood-vessels  and  lymph/  Osmosis 
w  as  free  between  these  channels  and  exosmosis  was  increased  by 
the  blood  pressure  distending  the  walls  and  increasing  the  caliber 
of  the  interstices.  Any  active  irritant  on  the  peritoneal  surface 
caused  filling  of  the  blood-vessels,  exudation,  cohesion  and  fas- 
tening together  of  the  surfaces— fibrous  tissue.  In  order  to  avoid 
adhesion  it  was  necessary  to  remove  the  irritant,  separate  the 
adherent  surfaces  and  provide  a  preventive  for  their  reuniting. 

In  order  to  accomplish  this  he  used  a  solution  of  adrenalin 
chloride  in  normal  salt  solution.  This  prohibited  further  exuda- 
tion from  the  relaxed  vessels  and  closed  the  lumen  of  the  same. 
The  action  of  adrenalin  was  prompt,  but  of  short  duration.  How- 
ever, it  did  not  yield  its  influence  until  removed.  This  solution 
kept  the  surfaces  apart  and  gravity  could  be  used  in  selecting 
the  desired  location. 

In  applying  the  solution  of  adrenalin  and  sodium  chloride  he 
separated  the  surfaces,  removed  the  pus  and  placed  the  solution 
in  contact  with  the  oozing  surface  by  using  a  glass  irrigating 
nozzle  leading  from  a  reservoir.  While  the  solution  was  slowly 
flowing  in,  the  incision  was  closed,  leaving  only  a  space  for  the 
tube,  which  he  removed  when  there  was  enough  of  the  solution 
in.  The  temperature  of  the  solution  was  from  ioo°  to  no°  F., 
the  quantity  varying  from  500  to  1,500  c.c. 

Dr.  F.  S.  Simpson  said  few  subjects  were  of  greater  impor- 
tance than  that  of  adhesions,  and  no  method  that  offered  assist- 
ance should  be  overlooked.  He  thought  the  greatest  importance 
was  in  delaying  operation  until  the  pus  became  sterile.  In  this 
case  inflammatory  reaction  was  not  so  likely  to  occur.  Prophy- 
laxis was  the  most  important  point  and  it  should  be  the  effort  of 
the  surgeon  to  cover  all  denuded  surfaces  with  healthv  peritoneum. 

Dr.  Florus  Lawrence  said  that  many  of  the  adhesions  were 
due  to  the  method  of  operating  upon  the  abdomen.  If  the  patient 
was  pulled  and  hauled  with  retractors,  turned  upside  down,  the 
intestines  drawn  out  and  handled  carelessly,  we  should  not  be 
surprised  at  getting  adhesions.  If  the  operation  was  clean,  with 
no  traumatism,  no  raw  surfaces  left,  no  washing,  no  tubes  left 
sticking  in  the  wound,  and  all  such  things,  there  would  be  but  few 
adhesions.  He  did  not  believe  that  he  would  be  justified  in  plac- 
ing the  adrenalin  solution  in  the  abdominal  cavity  of  one  of  his 
patients,  most  assuredly  he  would  not  want  it  in  his  own.  It  was 
his  opinion  that  serum  was  protective. 

Dr.  Daniel  I..  Craig  said  this  subject  had  interested  him  a 
long  time.  As  to  adhesions,  he  believed  that  manv  of  them  were 
conservative  and  that  they  prevented  the  dose  of  poison  over- 
whelming the  patient.     It  seemed  that  in  manv  cases  the  walling 


244  TRANSACTIONS  OF  THE 

off  was  not  necessary  and  the  patient  would  be  better  without  the 
adhesions.  Instead  of  using  so  many  chemicals  for  disinfecting 
he  had  come  to  use  nothing  but  alcohol  on  his  hands,  thus  trying 
to  protect  the  organs  handled.  It  was  known  that  adrenalin  in 
other  parts  of  the  body  had  its  reaction,  and  hemorrhage  some- 
times occurred  where  it  was  previously  suppressed,  and  it  oc- 
curred to  him  that  using  this  solution  was  simply  postponing 
things. 

Dr.  C.  C.  Fredericks  said  he  had  used  the  normal  salt  solu- 
tion for  flushing  abdominal  cases,  but  he  had  not  used  it  for  four 
or  five  years.  He  believed  it  wrong  in  principle  and  practice  and 
did  not  believe  that  it  prevented  adhesions.  When  he  had  used 
the  salt  solution  he  found  that  he  got  adhesions  in  many  cases 
and  now  he  used  the  dry  method.  In  breaking  up  adhesions 
there  might  be  capillary  oozings  and  he  had  used  adrenalin  solu- 
tion in  a  number  of  such  cases.  He  simply  took  a  little  pledget 
of  cotton  with  the  solution  on  it  and  pressed  it  down  upon  the 
surface  and  easily  controlled  the  oozing.  He  used  a  solution  of 
i-iooo,  found  it  practical,  and  the  oozing  did  not  recur. 

Dr.  David  Tod  Gilliam  said  that  adrenalin  had  not  proved 
quite  as  satisfactory  as  he  had  hoped  it  would,  for  he  had  used  it 
in  cases  where  blood-vessels  of  some  size  were  affectd  and  it  pro- 
duced but  little  effect.  Researches  showed  that  there  was  very 
little  absorption  by  the  surface  of  the  peritoneum  this  side  of  the 
diaphragm.  He  believed  in  the  theory  that  adhesions  were  con- 
servative and  protective.  While  he  had  found  adrenalin  was  not 
as  great  a  hemostatic  as  he  thought,  it  would  act  on  the  capillaries, 
but  vessels  of  larger  size  with  open  mouths  it  would  not  close. 

POST-OPERATIVE     INTESTINAL    OBSTRUCTION. 

Dr.  C.  C.  Frederick  made  the  statement  that  post-operative 
ileus  was  one  of  the  serious  sequelae  of  abdominal  operations,  and 
every  surgeon  with  extensive  experience  had  been  called  upon  to 
treat  it.  Intestinal  obstruction  following  abdominal  operations  of 
all  kinds  was  quite  frequent.  For  the  sake  of  convenience,  he 
divided  the  post-operative  obstructions  into  two  classes,  the  early 
and  the  late ;  the  first  included  those  cases  which  had  not  yet  been 
discharged  from  the  hospital,  that  is,  within  two  or  three  weeks 
after  the  operation.  Those  that  occurred  after  this  time  he  classed 
as  late.  It  was  his  purpose  to  discuss  only  the  early  cases.  In  the 
early  cases  it  was  frequently  very  difficult  to  make  a  diagnosis. 
Failure  of  the  patient's  bowels  to  pass  either  gas  or  feces 
between  the  end  of  the  second  and  the  fourth  day  after  operation 
might  not  of  itself  be  significant,  but  if,  accompanying  their  fail- 
ure to  act,  there  were  vomiting,  distention  of  the  abdomen,  rising 
pulse  and  possibly  fever,  the  scene  was  changed.  He  had  seen 
eleven  days  elapse  after  abdominal  section  before  there  was  a 
fecal  evacuation  and  six  days  before  any  gas  passed,  and  yet  at 
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no  time  was  there  any  idea  of  obstruction  or  peritonitis.  During 
this  time  no  cathartic  or  enema  was  given.  Failure  of  the  pa- 
tient's bowels  to  move  or  to  pass  gas  after  two  to  four  days,  when 
all  ordinary  means  had  been  used  to  secure  renewal  of  the  normal 
fecal  current,  led  at  once  to  the  necessity  of  deciding  as  to  the 
possible  cause  of  this  failure.  When  a  patient  who  had  passed 
the  active  period  of  nausea  following  anesthesia,  or  who  had  had 
no  nausea,  began  to  vomit  on  the  second  or  third  day,  small  quan- 
tities of  clear,  thin,  bile-stained  fluid,  becoming  more  copious  and 
frequent,  changing  to  dark  and  flaky,  or  possibly  brownish,  the 
conclusion  might  almost  certainly  be  reached  that  some  form  of 
obstruction  had  supervened.  Often  the  vomiting  was  not  ex- 
pulsive, but  a  sort  of  regurgitation  or  overflow  from  a  stomach 
filled  with  fluid,  although  the  patient  might  complain  of  nausea. 
Vomiting  was  a  symptom  in  both  classes  of  cases,  and  so  also 
was  distention,  except  in  those  rapidly  progressive  virulent  types 
of  septic  peritonitis  where  there  were  very  little  vomiting  and 
slight  distention,  while  the  patient's  pulse  rose  high  with  decreas- 
ing tension  and  without  the  corresponding  rise  in  temperature 
or  with  a  drop  to  subnormal.  The  less  virulent  cases  of  septic 
peritonitis  might  have  a  corresponding  increase  in  pulse  and  tem- 
perature at  first,  as  they  did  in  mechanical  obstruction.  When  the 
septic  process  had  gone  further  the  temperature  would  not  keep 
pace  with  the  pulse  or  would  fall  to  subnormal.  Fecal  vomiting 
might  occur  in  septic  peritonitis  as  well  as  with  mechanical 
obstruction.  There  might  be  a  symmetrical  distention  of  the 
abdomen  in  mechanical  cases,  which,  if  recognized,  was  a  valu- 
able aid  to  diagnosis.  Septic  peritonitis  was  more  liable  to  be 
the  cause  of  obstruction  in  the  early  stages,  within  the  first  three 
or  four  days,  than  was  mechanical  obstruction,  although  the  latter 
did  occur;  in  fact,  a  patient  might  be  the  subject  of  both  forms  at 
the  same  time.  Dr.  J.  F.  Murphy  found  by  experiment  that  the 
obstruction  of  the  venous  flow  of  the  gut  produced  more  prompt 
and  serious  symptoms  than  obstruction  to  its  arterial  supply. 
Mall  had  shown  that  ligation  of  the  superior  mesenteric  vein 
would  at  once  throw  the  entire  intestinal  tract  into  violent  peri- 
stalsis, and  that  ligation  of  the  mesenteric  vein  would  throw  that 
portion  of  the  gut  which  it  drained  into  active  contraction.  It 
was  probable  that  these  facts  to  a  degree  accounted  for  the 
paroxysmal  and  painful  contraction  of  mechanical  ileus,  which,  at 
the  point  of  obstruction,  interfered  with  the  venous  return  from 
the  bowel. 

Dr.  Frederick  said  that  many  cases  had  been  reported  by  differ- 
ent observers  in  which  tonic  spasm  of  the  bowel  had  caused 
occlusion,  and  on  operating,  or  at  autopsy,  no  other  cause  was 
found.  The  surgeon  often  had  to  shoulder  the  responsibility  of 
an  exploratory  incision.  Every  operation  should  be  performed 
with  the  main  idea  of  relieving  the  patient  and  freeing  her  of  her 
ailment,  but  it  should  be  done  in  a  manner  to  protect  her  against 
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every  possible  post-operative  sequela.  In  a  majority  of  cases 
adhesions  of  some  kind  existed  prior  to  the  operation,  or  had  been 
produced  by  the  pathological  process  present,  or  as  a  result  of  the 
operation.  It  was  the  duty  of  the  surgeon  to  prevent  these  condi- 
tions as  far  as  possible.  During  the  operation  the  intestines 
should  be  handled  as  little  as  possible,  their  isolation  being  facili- 
tated by  the  use  of  flat  sponges  or  towels  wrung  out  of  warm, 
sterile,  normal  salt  solution.  Unnecessary  tearing  of  the  peri- 
toneum and  the  spreading  of  pus  should  be  avoided,  as  well  as 
aspiration  if  possible.  Care  should  be  exercised  to  cover  the 
denuded  points,  especially  the.  stump  of  broad  ligaments,  tumors, 
etc.  He  believed  that  in  all  pelvic  operations  on  women  drainage 
could  best  be  done  through  the  vagina,  and  the  cigarette  drain 
filled  all  demands  for  drainage.  If  possible  the  use  of  drains 
should  be  avoided.  When  old  adhesions  existed  between  the 
bowels  it  was  questionable  whether  it  were  better  to  break  them 
up,  and  thus  make  opportunity  for  new  and  probably  worse  ad- 
hesions, or  to  let  them  alone.  Consensus  of  opinion  among 
surgeons  was  to  the  effect  that  too  early  or  too  strenuous  efforts 
to  move  the  bowels  should  not  be  made,  for  the  whole  nervous 
mechanism  had  received  a  shock  at  the  operation.  Rest  was  an 
essential  element,  and  only  the  lower  bowel  should  be  stimulated 
to  pass  gas  for  the  relief  and  comfort  of  the  patient.  Some  sur- 
geons forbade  the  use  of  morphine  on  account  of  its  effect  upon 
the  secretions,  but  it  was  his  opinion  that  the  nervous  exhaustion 
of  the  patient  was  more  injurious  than  the  action  of  the  drug.  He 
gave  his  patients  an  anodyne.  Codeine  phosphate  hypodermati- 
cally,  given  in  doses  of  one  to  one  and  a  half  grains,  quieted  the 
pain  and  caused  no  nausea.  It  was  better  to  refrain  from  giving 
cathartics,  and  then  the  patient's  organs  began  to  perform  their 
functions  normally.  If  cathartics  did  not  give  good  results  it 
might  be  safely  concluded  that  they  were  harmful.  The  enema 
was  less  harmful,  but  changing  the  position  of  the  patient  from 
time  to  time  was  also  advisable.  In  all  cases  of  obstruction  early 
operation  was  the  watchword,  the  largest  mortality  being  in  the 
immediate  cases,  within  three  or  four  days  after  the  original 
operation. 

Dr.  Frederick  called  attention  to  the  fact  that  a  patient  might 
be  killed  by  a  lethal  dose  of  toxins  absorbed  from  the  alimentary 
tract  after  the  obstruction  had  been  removed  and  the  pent  up 
secretion  passed  into  the  bowel  below,  where  rapid  absorption 
took  place.  It  was  therefore  advisable  in  some  cases  to  bring  a 
knuckle  of  the  gut  into  the  wound,  incise  it,  clean  it  out,  and  use 
lavage  in  both  afferent  and  efferent  loops,  and  thus  remove  the 
accumulated  toxins.  How  much  was  to  be  done  depended  in  each 
case  upon  tbe  judgment  of  the  operator.  There  was  little  doubt 
that  the  future  would  prove  that  the  proper  operation  when  the 
patient  was  in  extremis  was  enterostomy  at  the  most  prominent 
point  of  distention  or  at  one  side  of  the  original  incision. 
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PREVENTION     AND     TREATMENT     OF     POST-OPERATIVE     INTESTINAL 

OBSTRUCTION. 

Dr.  Daniel  H.  Craig  referred  to  previous  articles  which  he 
had  written  on  this  subject.  He  reviewed  the  action  of  eserine 
salicylate  upon  the  intestines  and  described  the  anatomy  of  the 
intestinal  walls  and  nerve  plexuses  that  were  involved  in  the  action 
of  the  drug.  He  was  more  convinced  than  ever  that  the  use  of 
this  drug  was  beneficial  in  preventing-  post-operative  paralysis. 
This  paralysis,  he  thought,  was  probably  due  to  inhibition  caused 
by  stimulation  of  the  splanchnic  fibers,  and  exhaustion  caused  by 
overstimulation,  and  hence  fatigue  of  the  ganglia  in  Auerbach's 
and  Meissner's  plexuses.  In  order  to  regulate  peristalsis  it  became 
necessary  to  stimulate  the  spinal  reflexes  by  acting  through  the 
splanchnic  fibers,  and  thus  restoring  energy  to  the  intestinal  nerve 
endings  and  muscles.  Eserine  salicylate  was  found  suitable  to 
meet  this  condition,  and  a  continued  use  of  it,  with  careful 
observation  of  its  action,  had  sustained  the  assumption  that  its 
use  in  intestinal  obstruction  was  very  valuable.  The  cases  that 
were  under  consideration  were  classed  as  recent  ones,  and  the 
factors  that  were  to  be  considered  as  'causing  post-operative 
obstruction  were  paresis,  volvulus,  thrombosis  of  the  intestinal 
vessels,  adhesions  in  connection  with  kinks  and  slight  local  infec- 
tion. The  diagnosis  of  post-operative  intestinal  obstruction  within 
the  first  few  days  after  operation  resolved  itself,  therefore,  into 
a  differentiation  between  mechanical  obstruction,  paresis,  septic 
peritonitis,  and  shock.  It  was  very  important  to  make  a  correct 
diagnosis  in  these  cases,  but  more  important,  if  possible,  to  use 
every  prophylactic  measure  to  prevent  the  condition.  For  six 
years  it  had  been  his  custom  to  administer  to  the  patient,  before 
the  anesthetic,  a  hypodermic  injection  of  atropine  sulphate,  and 
when  the  patient  was  placed  upon  the  operating  table,  and  it  was 
determined  that  it  was  not  contraindicated,  in  two  to  five  minutes 
after  the  abdominal  cavity  was  opened,  he  gave  an  injection  of 
eserine  salicylate  in  fresh  solution.  The  continuous  use  of  this 
method  had  made  him  more  enthusiastic  than  ever  in  its  employ- 
ment, and  he  now  made  it  a  practice  to  use  it  as  a  prophylactic 
measure.  Two  arguments  have  been  presented  against  its  use: 
one,  that  fatal  intestinal  paresis  was  so  uncommon  that  its  use  as 
a  prophylaxis  in  every  case  was  uncalled  for,  and  while  this 
might  in  a  measure  be  proved,  the  fact  remained  that  such  cases 
did  arise,  and  that  the  means  used  to  prevent  this  condition  also 
added  to  the  comfort  and  general  welfare  of  the  patient.  The 
other  objection  to  this  method  was  that  to  prevent  adhesions  was' 
to  interfere  with  nature's  process  of  protecting  herself  by  their 
formation.  However,  it  could  well  be  argued  that  these  adhesions 
were  not  protective,  but  were  pathological  in  character.  The 
eserine  prevented  enterospasm  or  overcame  it.  when  it  did  exist, 
by    setting    up    peristaltic    waves.      Furthermore,     it     prevented 
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meteorism,  and  by  this  means  the  comfort  of  the  patient  was 
greatly  conserved.  Even  in  cases  where  eserine  had  not  been 
used  as  a  prophylactic  it  was  often  used  to  overcome  post-opera- 
tive intestinal  obstruction  by  producing  peristalsis,  and  thus 
straightening  out  the  kinks  in  the  intestines  and  overcoming  the 
obstruction.  It  had  been  his  custom  to  use  1/40  of  a  grain  on  the 
operating  table,  and  too  large  or  too  frequent  doses  might  pro- 
duce meteorism  with  abdominal  distention.  In  all  cases  where 
prophylactic  doses  had  been  used  it  was  important  that  the  patient 
should  be  left  alone,  as  there  was  no  need  for  cathartics  or  enemas. 

SUCCESSFUL    TREATMENT    OF    ACUTE     POST-OPERATIVE     ILEUS;     IN- 
CISION    AND    DRAINAGE    OF     THE     INTESTINE,     WITH 
REPORT    OF    FOUR    CASES. 

.  Dr.  Francis  D.  Donoghue  said  that  surgical  interference  in 
the  abdominal  cavity  was  followed,  in  nearly  every  case,  by  some 
paralysis  of  peristaltic  activity.  The  majority  of  these  cases 
yielded  to  treatment  by  the  ordinary  methods,  but  those  that  did 
not  do  so  presented  a  very  dangerous  complication  and  caused 
the  surgeon  much  anxiety.  The  inertia  of  the  bowel  often  resulted 
in  "kinking"  and  serious  complications.  Usually  the  symptoms 
developed  early,  and  in  twenty-four  to  thirty-six  hours  might  be 
well  marked.  When  there  ensued  persistent  vomiting  that 
changed  from  bilious  to  stercoraceous,  accompanied  by  abdominal 
distention  that  was  not  relieved  by  an  enema,  while  the  vomiting 
was  not  controlled  by  gastric  lavage,  there  was  cause  for  great 
anxiety.  The  use  of  eserine  and  physiological  doses  of  atropine 
might  prove  of  great  benefit,  but  when  the  case  had  reached  a 
critical  stage  mechanical  treatment  was  the  means  offering  the 
greatest  chance  for  recovery.  The  value  of  enterostomy  in  these 
cases  had  not  yet  been  fully  appreciated,  for  it  offered  a  means 
of  escape  of  gas  and  feces,  and  at  the  same  time  made  possible 
the  injection  of  magnesium  sulphate  solution,  which  would  evoke 
peristalsis  at  a  considerable  distance  from  where  the  tube  was 
placed.  By  this  means  also  food  and  stimulating  fluids  could  be 
introduced  into  the  alimentary  tract.  It  was  his  custom  to  incise 
all  loops  that  were  much  distended,  to  empty  out  the  liquid 
contents  and  gas,  and  then  close  by  a  continuous  suture.  With 
this  preliminary  preparation  drainage  could  be  established  and 
the  resulting  fistula  could  be  closed  or  left  to  nature.  It  was  his 
opinion  that,  irrespective  of  the  location  of  the  distended  loops, 
a  permanent  tube  should  be  left  in  the  cecum  for  drainage  or  for 
further  treatment.  Dr.  Donoghue  gave  a  history  of  four  cases 
in  which  post-operative  procedure  became  imperative,  and  in  three 
of  these  cases  the  recovery  was  satisfactory  and  complete.  In 
one  case,  where  the  conditions  were  exceedingly  unfavorable  the 
patient  died. 

Dr.  Charles  P.  Noble  said  that  he  was  pleased  to  note  that 
Dr.  Donoghue  was  so  optimistic,  but  his  experience  was  such  that 
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he  used  every  means  possible  to  prevent  obstruction.  He  began 
before  the  operation  by  studying  the  case  thoroughly  and  not 
operating-  in  acute  conditions  where  it  was  possible  to  avoid  it. 
He  made  this  a  rule  in  all  of  his  cases.  He  thought  the  patient 
was  often  put  on  the  table  too  quickly,  without  the  surgeon  having 
had  an  opportunity  to  study  the  case.  It  was  his  opinion  that  a 
few  minutes  more  at  an  operation  might  prevent  conditions  that 
would  afterwards  prove  serious.  Years  ago  he  had  lost  patients 
that  died  from  septic  peritonitis,  and  at  one  time  he  found  a  case 
where  the  stomach  seemed  to  occupy  the  whole  abdominal  cavity. 
By  the  use  of  the  stomach  tube  this  condition  was  relieved,  and 
he  had  decided  that  the  stomach  tube  was  a  great  aid  to  surgery. 
So  far  as  the  treatment  of  post-operative  intestinal  obstruction 
was  concerned,  it  was  his  opinion  that  nearly  every  genuine  case 
died. 

Dr.  Edward  E.  Montgomery  thought  that  an  important  con- 
sideration was  the  leaving  of  as  little  surface  as  possible  for 
adhesion.  In  the  use  of  medication  he  had  depended  largely  on 
atropine,  and  he  did  not  allow  his  patient  to  remain  in  one  posi- 
tion. When  there  were  symptoms  of  obstruction  he  used  lavage 
and  the  enema,  and  finally  resorted  to  operation  when  it  was 
necessary.  At  the  present  time  he  had  a  patient  that  was  adverse 
to  an  operation,  but  after  enema  and  lavage  had  failed  he  opened 
the  abdomen  and  found  in  the  intestine  a  twist  that  caused  the 
obstruction.  He  favored  washing  out  the  intestine  and  leaving 
it  open  for  lavage. 

Dr.  Tabor  Johnson  said  there  were  two  important  points. 
The  first  was  the  preparation  of  the  patient  for  the  original  oper- 
ation. The  patient's  condition  should  be  a  subject  of  special  study 
by  the  surgeon,  so  that  he  might  use  every  prophylactic  measure. 
He  believed  that  the  fate  of  the  patient  was  virtually  settled  when 
she  was  taken  from  the  operating  table.  The  second  point  was 
the  care  exercised  at  the  time  of  operation.  No  little  detail  should 
be  omitted  and  every  precaution  should  be  taken  so  that  there 
would  be  no  necessity  for  a  secondary  operation. 

Dr.  Isaac  S.  Stone  thought  that  it  was  seldom  necessary  to 
reopen  the  abdomen,  and  that  when  the  patient  was  put  to  bed 
her  fate  was  virtually  settled.  He  would  call  attention  to  the  fact 
that  the  author  of  the  paper  did  not  mention  the  use  of  alum-water 
enemata.  He  thought  that  the  condition  where  the  intestine  was 
paralyzed  to  an  extent  of  about  six  feet  and  vomiting  took  place 
might  be  termed  reverse  peristalsis,  and  his  opinion  was  that 
peristalsis  was  a  wave  going  along  the  intestine  pushing  the  bolus 
before  it,  and  not  so  much  the  lateral  movement  of  the  bowel. 
He  thought  the  time  was  past  for  entering  the  abdomen  through 
a  small  incision,  and  he  believed  in  making  one  large  enough  to 
facilitate  doing  the  work  well.  He  had  ceased  using  salt  solu- 
tions, etc.,  but  he  had  received  great  help  from  Dr.  Craig's  sug- 
gestions as  to  the  use  of  eserine. 
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Dr.  Seth  Gordon  said  he  believed  in  the  old  saying,  "make 
haste  slowly."  He  approved  of  the  use  of  eserine,  but  thought 
some  were  a  little  hasty  in  its  use  in  many  cases,  for  even  if  there 
were  exciting  conditions  the  patient  would  often  recover.  In 
many  of  his  cases  he  used  a  high  enema  of  quinine  sulphate,  and 
sometimes  a  low  enema,  injecting  20  to  30  grains  in  two  ounces 
of  water.  If  the  patient  vomited  he  used  the  stomach  pump. 
He  would  let  the  patient  drink  all  the  water  she  wished. 

Dr.  Albert  Goldspohn  said  he  believed  in  using  every  prophy- 
lactic measure,  and  gave  large  doses  of  castor  oil  before  operations, 
as  much  as  ten  ounces,  and  used  large  enemata.  The  patient  was 
permitted  a  liquid  diet  to  within  eight  hours  of  operation  and 
plenty  of  water  all  the  time.  He  gave  strychnine  twelve  hours 
before  the  operation,  and  if  the  heart  were  weak  he  used  a  German 
preparation  of  two  grains  of  camphorated  oil.  It  had  been  dem- 
onstrated that  exposure  of  the  intestines  to  the  air  was  injurious. 
When  operating  he  used  wet  cloths  dipped  in  bicarbonate  solution 
to  protect  the  intestines,  and  made  it  a  point  to  cover  all  denuded 
surfaces  of  the  removed  organs,  but  did  not  fix  by  the  omentum. 

Dr.  H.  C.  Deaver  said  the  discussion  sounded  more  like  one 
on  wind-colic  than  one  on  post-operative  intestinal  obstruction. 
He  was  a  believer  in  quick  work,  and  much  of  the  trouble  was 
due  to  unnecessary  handling.  The  cases  that  he  saw  followed 
bad  septic  conditions,  as  in  appendicitis.  He  never  had  obstruc- 
tion in  chronic  appendicitis,  but  in  his  acute  cases  seven  in  ten 
recovered  and  three  died.  He  did  not  wait  for  the  classic  symp- 
toms, but  opened  the  patient. 

Dr.  Carson  said  that  the  reason  why  the  intestines  were 
handled  was  that  the  patient  was  not  completely  anesthetized. 
If  the  patient  were  profoundly  anesthetized  the  bowels  would 
drop  down  out  of  the  way  and  would  not  be  forced  up  by  a  sudden 
spasm.  He  believed  in  leaving  the  bowels  alone  for  forty-eight 
hours.  Sometimes  there  would  be  cases  of  obstruction  in  the 
pelvis,  and  by  manipulation  he  had  succeeded  in  getting  the  loop 
out  and  relieving  the  patient.  In  some  cases  sepsis  was  so  marked 
that  it  gave  the  symptoms  of  obstruction,  but  this  was  due  to  the 
absorption  of  toxins.  Atropine  had  proved  useful  to  him,  and  he 
believed  eserine  was  very  beneficial. 

Dr.  C.  S.  Bonifield  said  that  he  had  unbounded  faith  in  eser- 
ine, but  in  some  cases  it  failed.  He  had  never  had  any  bad  effects 
except  in  one  case,  where  the  house  physician  gave  1/30  of  a  grain 
to  a  woman  who  weighed  about  eighty-five  pounds.  Things 
looked  serious  for  a  time,  but  she  came  out  of  it  all  right. 

Dr.  S.  W.  Bandler  said  that  in  most  of  his  cases  eserine  had 
proved  useful,  but  that  it  did  not  always  give  the  desired  results. 

Dr.  Frederick  said  he  did  not  mean  to  go  into  the  question  of 

antiseptics,  distention  of  the  stomach,  etc..  but  he  contended  that 

when  post-operative  obstruction  of  the  bowel  did  occur  it  was 

an  to  act  promptly,  t'"r  if  there  was  delay  the  patient  would 

die. 
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Dr.  Craig  did  not  wish  to  convey  the  idea  that  he  would  use 
eserine  in  mechanical  obstruction.  In  the  case  of  a  horse  the 
question  was  which  would  give  the  better  result,  a  whip  or  oats. 
Eserine  was  the  oats  and  milk  of  magnesia  the  whip.  One  should 
never  be  in  a  hurry  to  make  the  patient's  bowels  move  providing 
she  was  doing  well. 

ovary  and  ovarian  tumors  in  the  inguinal  canal;  report 

of  two  cases. 

Dr.  J.  H.  Carstens  said  that  he  had  a  case  of  a  girl  about 
sixteen  years  old  who  had  had  a  hernia  since  she  was  a  child, 
and  which  began  to  enlarge  at  puberty.  The  appearance  of  the 
tumor  was  like  that  of  a  hydrocele  of  the  cord.  During  men- 
struation she  suffered  a  great  deal,  and  this  pain  was  increased 
by  the  hernia.  After  operation  she  made  a  complete  recovery  and 
her  suffering  ceased.  Case  2  was  that  of  a  married  woman,  aged 
39  years,  mother  of  four  children,  the  youngest  13  years  of  age. 
This  woman  had  suffered  from  rupture  for  many  years,  for  which 
she  had  to  wear  a  truss.  The  hernia  became  strangulated  and 
excruciatingly  painful.  Strenuous  efforts  to  reduce  it  were  made, 
with  partial  success,  but  the  tumor  continued  to  annoy  her  and  to 
enlarge.  When  first  seen  by  him  she  had  a  large,  fluctuating 
tumor  on  the  right  side,  which  was  evidently  ovarian.  There 
was  no  symptom  of  hernia,  and  when  the  ovarian  cyst  was 
removed  her  condition  was  entirely   relieved. 

PROLAPSE    OF   THE   OVARY    AND    ITS   TREATMENT. 

D'r.  George  G.  Ward,  Jr.,  presented  the  technic  and  results  of 
fixation  of  the  prolapsed  ovary  by  means  of  a  button  through  the 
broad  ligament.  He  said  that  this  operation  was  very  simple  and 
effectual,  and  that  it  did  not  prevent  the  woman  from  becoming 
pregnant.  In  all  the  cases  it  had  prevented  recurrence  of  pro- 
lapse. Dr.  Barrows  had  reported  only  two  failures  in  sixty  cases, 
and  in  one  of  these  he  found  a  gonorrheal  inflammation.  In  the 
other  case  the  patient  had  complained  of  pain  previous  to  the 
operation,  and  the  latter  did  not  relieve  her.  The  ovary  was 
afterwards  removed,  but  without  improving  her  condition.  When 
the  ovaries  were  cystic  the  cysts  were  resected  and  the  ovaries 
afterward  placed  in  position.  There  had  been  no  ill  effects  as  a 
result  of  the  operation,  and  as  the  broad  ligament  was  very  thin 
at  that  point  there  was  no  danger  of  constricting  the  blood-vessels. 

gonorrhea  in  women. 

Dr.  H.  J.  Boldt  said  that  although  Bernutz  and  Goupil  had 
called  attention  to  the  seriousness  of  gonorrheal  infection  of 
woman  as  early  as  1857,  the  real  gravity  of  the  affection  was  not 
realized  by  the  medical  profession  until  after  the  appearance  of 
N '<  nggerath's  monograph.  The  microorganism  that  caused  the 
disease  was  discovered  by  Xeisser  in  1879,  and  had  been  named 
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by  him  gonococcus.  This  microorganism  multiplied  by  subdivi- 
sion and  formed  clusters  of  cocci,  never  chains.  Bumm  was  the 
first  to  succeed  in  obtaining  artificial  cultures.  He  found  that 
they  grew  only  in  blood  serum,  and  were  most  prolific  at  a  tem- 
perature from  300  to  340  C.  A  temperature  above  380  C,  if 
continued,  destroyed  their  multiplying  power.  The  cocci  were 
extremely  sensitive  to  dryness,  and  after  several  hours  of  dry 
exposure  they  grew  sparsely,  and  if  exposed  for  a  couple  of 
days,  as  on  soiled  linen,  they  did  not  grow  at  all.  However,  when 
surrounded  by  moisture  they  retained  their  virulence  for  a  long 
time,  so  that  infection  might  take  place  and  produce  a  very  acute 
gonorrhea.  A  very  small  quantity  of  secretion  containing  gono- 
cocci  placed  on  a  mucous  membrane  would  produce  a  most  viru- 
lent form  of  the  disease.  It  was  known  that  chronic  gonorrhea 
remained  infectious  indefinitely — ten  years,  fifteen  years,  or  even 
longer.  So  long  as  the  germs  could  be  found  by  modern  effort 
there  was  danger  of  infection.  Repeated  examination  should  be 
made  at  intervals  and  under  the  most  searching  tests.  If  the 
gonococci  were  surrounded  by  a  medium  that  was  not  constantly 
renewed,  or  were  transferred  to  occluded  pus  cavities,  the  micro- 
organism lost  its  virulence  in  the  course  of  time,  and  eventually 
died ;  hence  sterile  pus  was  present  in  cases  of  gonorrheal  pyo- 
salpinx.  The  usual  seat  of  primary  infection  was  the  urethra, 
but  the  vaginal  and  cervical  mucosae  might  be  first  infected  when 
the  vulval  entrance  was  large  and  the  urethral  orifice  high.  Fol- 
licles with  small  openings,  as  well  as  the  ducts  of  the  Bartholinian 
glands,  did  not  become  infected  until  later.  In  children  the 
occurrence  of  gonorrheal  vaginitis  was  quite  common,  the  vagina 
being  the  usual  seat  of  infection  in  these  cases,  while  in  the 
adult  female  the  pavement  epithelium  seemed  to  act  as  a  barrier 
to  the  microorganism.  The  gonococci  penetrated  the  epithelial 
layers  very  rapidly  so  that  within  twenty-four  hours  there  was 
usually  evidence  of  inflammation. 

Dr.  Boldt  said  that  his  experience  and  study  confirmed  the 
conclusions  of  Wertheim,  i.e.  the  uterus,  next  to  the  urethra, 
was  the  most  favored  seat  of  gonococcal  infection.  Uterine 
gonorrhea  usually  began  acutely  and  invariably  caused  an  inter- 
stitial endometritis  with  purulent  catarrh.  Wertheim  had  proved 
the  erroneousness  of  the  supposition  that  the  os  internum  pre- 
vented the  ascent  of  the  gonococcal  infection  to  the  uterine  cavity. 
The  increased  size  of  the  infected  uterus,  and  the  pain  caused  by 
the  bimanual  examination,  must  be  ascribed  to  metritis.  The 
only  statement  he  had  been  unable  to  verify  was  that  the  uterus 
alone  might  be  affected,  as  he  had  invariably  found  the  urethra 
also  infected.  Similar  inflammatory  changes  might  be  found 
in  the  Fallopian  tubes,  and  the  extent  of  the  inflammation  might 
vary  in  the  two  tubes,  or  the  inflammatory  changes  might  be  so 
intense  throughout  the  tube  wall  as  to  produce  an  exudation  of 
lymph  on  the  peritoneal  surface  and  adhesion  of  the  tube  to  the 
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surrounding  structure.  When  the  ovaries  were  affected  it  must 
be  regarded  as  the  result  of  continuity.  In  the  earlier  stage  of 
urethral  gonorrhea  the  patients  hardly  ever  complained  of  any- 
thing else  than  frequent  and  more  or  less  painful  micturition. 
Later  they  complained  of  pain  about  the  vulva  and  frequently 
of  pains  in  the  bladder  of  varying  character  and  intensity.  The 
duration  of  the  disease  varied  from  three  to  six  weeks,  or  even 
longer,  and  if  the  patient  abstained  from  excesses  and  exercised 
cleanliness  the  majority  of  cases  recovered  without  any  special 
form  of  treatment.  It  was  not  advisable,  however,  to  rely  on  spon- 
taneous cure.  The  recognition  of  acute  gonorrheal  endometritis 
should  not  be  difficult,  but  the  chronic  form  was  by  no  means 
easy  for  one  unaccustomed  to  treating  gynecological  patients  and 
not  in  the  habit  of  making  microscopical  examinations  of  secre- 
tions. The  reason  was  that  the  patient  had  rarely  any  symptoms 
causing  sufficient  discomfort  to  induce  her  to  speak  to  her  family 
physician.  In  most  cases  leucorrhea  was  the  most  prominent 
symptom. 

Dr.  Boldt  said  there  was  no  unanimity  of  opinion  as  to  the  effect 
of  the  gonorrheal  affection  of  the  uterus  and  adnexa  on  subse- 
quent conception,  and  further  observation  was  necessary  before 
an  undivided  opinion  would  prevail.  He  had  observed  a  number 
of  cases  of  short  duration  in  which  there  was  seemingly  complete 
cure,  with  pregnancy  and  normal  delivery,  while  in  others  of  long 
standing,  in  which  complete  recovery  did  not  take  place,  sterility 
prevailed.  An  infection  which  occurred  before  conception  might 
not  cause  serious  symptoms,  but  during  the  puerperium  the  multi- 
plication of  the  gonococci  might  be  very  rapid  and  serious 
symptoms  present  themselves.  An  infection  might  take  place 
during  pregnancy  and  not  give  rise  to  serious  subjective  symptoms 
and  objectively  perhaps  only  to  purulent  leucorrhea.  The  diag- 
nosis of  this  disease  was  not  difficult  in  acute  or  subacute  stages, 
but  might  be  tedious  in  chronic  cases.  It  could  be  made  positively 
with  the  aid  of  the  microscope,  and  one  should  never  express  a 
positive  opinion  unless  the  gonococci  could  be  demonstrated  by 
the  microscope,  for  all  pathological  lesions  that  might  be  caused 
by  gonorrhea  might  be  due  also  to  other  conditions.  The  exami- 
nation should  be  made  at  definite  intervals,  and  especially  imme- 
diately after  cessation  of  menstruation.  One  should  also  always 
take  into  consideration  the  history,  the  existing  subjective  and 
objective  symptoms,  as  well  as  the  bacteriological  findings. 

Dr.  Boldt  said  he  wished  to  put  himself  on  record  as  saying  that 
it  was  an  impossibility  to  prevent  the  spread  of  the  infection  by 
the  method  of  police  inspection  as  practised  in  some  European 
cities,  for  unless  the  subject  was  bacteriologically  examined  it  was 
impossible  to  tell  whether  she  were  free  from  the  disease  or  not. 
He  further  believed  that  it  was  an  impossibility  to  stamp  out  the 
social  evil  entirely ;  it  had  existed  for  thousands  of  years,  and 
would  continue  to  exist  for  thousands  of  years  more.    It  was  possi- 


254  TRANSACTIONS  OF  THE 

ble,  however,  to  hold  the  disease  in  check  by  such  methods  as  the 
Society  of  Sanitary  and  Moral  Prophylaxis  of  New  York  had 
adopted.    An  exemplary  and  pure  home  life  was  far  better. 

As  to  treatment,  if  the  patient  could  be  brought  under  proper 
care  at  once  the  disease  could  usually  be  held  in  check  so  that  the 
upper  parts  of  the  genital  tract  would  not  be  infected.  As  to  the 
proper  treatment,  opinions  were  divergent,  but  most  authors 
agreed  in  stating  that  no  active  treatment  should  be  employed 
during  the  acute  stage.  Cleanliness,  restricted  diet,  and  rest  were 
recommended  by  all.  When  the  acute  stage  had  subsided  local 
treatment  was  begun,  but  the  use  of  the  douche  was  generally 
discarded.  The  secretions  should  be  removed  by  dry  absorbent 
cotton,  and  the  most  favored  remedy  for  application  was  5  per 
cent,  solution  of  protargol. 

Dr.  Boldt  discussed  at  length  the  various  treatments  advocated 
by  different  writers,  and  said  Dr.  MacDonald  advocated  vaginal 
tampons  saturated  with  a  30  per  cent,  solution  of  silver  vitellin, 
renewing  it  every  twelve  hours  until  the  gonococci  had  disap- 
peared. Dr.  Small,  when  he  saw  the  patient  within  forty-eight 
hours,  used  an  abortive  treatment  of  20  per  cent,  of  argyrol, 
which  he  allowed  to  remain  in  the  urethra  five  minutes,  making 
the  application  three  times  a  day,  and  having  the  patient  use  a 
5  per  cent,  solution  at  home.  Dr.  Byford  advocated  prolonged 
irrigation  in  the  early  stages,  using  hot  water  as  a  basis. 

Dr.  Boldt  said  further  that  it  must  be  remembered  that  all 
remedies  so  far  known,  except  a  strong  solution  of  chloride  of 
zinc,  had  only  a  superficial  action,  and  did  not  affect  the  deeper 
layers  of  epithelial  cells.  Physiological  salt  solution  or  some  mild 
antiseptic  in  plain  water  had  therapeutic  value  in  washing  away 
the  superficial  cocci  and  was  not  painful.  When  the  acute  stage 
was  passed  the  more  heroic  treatment  should  be  used.  The  silver 
preparations  were  the  most  reliable  remedies,  and  he  preferred 
protargol  in  to  per  cent,  solution.  He  discussed  the  treatment  of 
disease  of  the  upper  genitourinary  tract  and  explained  his  method 
of  procedure  in  the  various  conditions  that  arose  from  an  endo- 
metritis and  extensive  inflammation  involving  the  tubes  and 
ovaries. 

UNRECOGNIZED  GONORRHEA  IN  THE  FEMALE. 

Dr.  S.  W.  Bandler  said  that  as  readily  as  we  diagnosed  gon- 
orrhea in  the  male,  just  so  poorly  did  we  recognize  it  in  the 
female.  The  urethritis  in  the  male,  accompanied  by  pain,  at- 
tracted attention  at  once,  but,  on  the  other  hand,  an  originally 
acute  localized  involvement  in  the  female  often  attracted  little 
attention,  and  a  subacute  invasion  might  attract  none  at  all.  An 
acute  urethritis  in  the  female  had  a  tendency  to  heal  without 
treatment  in  six  to  eight  weeks,  and  in  other  cases  the  discharge 
became  less  and  the  symptoms  gradually  improved.  Many 
patients  came  to  the  physician  suffering  from  chronic  urethritis 
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without  any  evidence  of  genital  lesions,  though  in  many  cases 
there  was  also  a  cervical  catarrh.  The  absence  of  gonococci  in 
the  secretions  and  the  presence  of  pyogenic  cocci  and  bacterium 
coli  was  no  reason  for  excluding  an  original  gonorrheal  etiology. 
Unusual  location  of  gonorrhea  might  prevent  its  recognition. 
Involvement  of  the  anus  and  rectum  was  not  uncommon  in  chil- 
dren, and  certainly  not  in  adults.  Baer  found  that  in  one  hundred 
and  ninety-one  cases  there  was  a  rectal  involvement  in  30  per 
cent.  Because  the  symptoms  resembled  other  conditions  a  gon- 
orrheal etiology  was  often  overlooked.  The  infection  in  children 
might  extend  into  the  uterus,  through  the  tubes,  and  involve  the 
peritoneum  so  rapidly  that  the  vulvovaginitis  had  scarcely  time 
to  attract  attention.  Many  of  these  cases  might  bear  all  the  evi- 
dence of  peritonitis,  or  in  the  absence  of  a  recognized  cause  it 
might  be  diagnosed  as  appendicitis,  and  frequently  an  operation 
was  performed  for  this  indication.  Every  attack  of  peritonitis  in 
female  children  which  simulated  appendicitis  should  have  the  gon- 
orrheal possibility  excluded.  The  same  point  held  good  in  adults. 
In  gonorrheal  peritonitis  the  appendix  was  as  a  rule  reddened, 
inflamed,  and  edematous,  and  if  a  small  incision  were  made  the 
real  condition  might  be  overlooked.  A  frequent  cause  of  failure 
to  recognize  gonorrhea  was  the  mild  nature  of  the  infection. 
This  might  be  especially  true  after  confinement,  when  after  five 
days  one  did  not  expect  post-partum  infection.  The  temperature 
might  rise  at  the  end  of  the  first  week  or  in  the  second  week,  and 
an  examination  might  show  no  involvement  of  the  peritoneum  and 
no  pain.  However,  frequent  examination  might  expose  the  pres- 
ence of  gonococci.  Such  involvement  often  resulted  in  the  so- 
called  "one  child  sterility"  and  in  changes  in  the  tubes.  The 
disease  was  often  unrecognized  because  the  original  characteris- 
tics had  worn  off.  This  might  be  seen  in  cysts,  and  the  finding 
of  purulent  secretions  and  the  absence  of  gonococci  under  the 
microscope  did  not  exclude  gonorrhea.  In  women  the  diagnosis 
was  exceedingly  difficult,  for  the  physician  was  limited  to  the 
frequent  microscopic  examinations,  and  there  were  other  bacteria 
that  entered  into  the  condition.  Then,  too,  the  cervical  mucus 
often  made  the  discovery  of  the  gonococcus  almost  impossible. 
In  many  cases  the  microscope  had  done  much  to  hinder  diagnosis 
of  old  or  subacute  cases  in  the  adult.  Because  a  casual  examina- 
tion revealed  no  gonococci  the  conclusion  was  often  reached  that 
the  case  was  not  one  of  gonorrhea. 

Dr.  Bandler  thought  the  medical  profession  was  in  a  position 
to  clinically  diagnose  gonorrhea  when  few  pus  cells  and  no  gono- 
cocci were  found.  One  of  these  symptoms  was  erosions  of  the 
cervix.  This  condition  was  generally  noted  in  nulliparae  suffering 
from  cervical  or  uterine  catarrh.  This  was  due  to  the  destruction 
of  the  squamous  epithelium  about  the  external  os  and  its  replace- 
ment bv  the  cylindrical  epithelium  which  normallv  lined  the  cer- 
vix.    In  this  condition  in  nulliparous  women  who  had  not  been 
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curetted,  gonorrheal  infection  must  be  considered.  In  these  cases 
there  was  a  cervical  catarrh,  the  cervix  was  dilated  and  filled 
with  a  thick  plug  of  mucus,  which  was  white  or  yellow, 
and  contained  squamous  epithelia  and  leukocytes,  but  often  no 
bacteria  were  found.  When  this  condition  existed  in  nulliparae, 
or  to  a  marked  degree  in  primiparse,  it  was  extremely  suggestive 
of  a  cervical  gonorrhea. 

Another  indication  to  be  considered  was  posterior  parametritis, 
which  consisted  of  a  slowly  progressive  chronic  infiltration  of  the 
uterosacral  ligaments  and  the  pelvic  connective  tissue  surround- 
ing the  posterior  fornix.  Usually  there  was  associated  with  this 
a  chronic  cervical  catarrh. 

In  many  cases  of  curettage  for  primary  sterility  or  uterine 
catarrh  the  patients  became  distinctly  worse,  and  in  many 
instances  the  dilatation  of  the  cervix  and  the  curettage  gave  pelvic 
pain  and  temperature.  When  infection  of  the  usual  septic  char- 
acter could  be  excluded  one  was  forced  to  the  conclusion  that 
dilatation  of  the  cervix  and  curettage  often  set  into  more  active 
being  the  slumbering  cocci  of  an  unrecognized  gonorrheal  catarrh 
of  the  cervix  and  uterus.  Sterility  in  many  cases  was  to  be 
referred  to  lesions  of  the  tube.  In  a  sterile  woman  with  well- 
developed  uterus  and  ovaries,  in  whom  stenosis  of  the  cervix 
and  the  internal  os  could  be  excluded,  the  cause  of  sterility  must 
be  referred  to  the  tubes.  In  these  cases  one  might  safely  take  it 
for  granted  that  there  existed  a  mild  inflammatory  involvement 
of  the  Fallopian  tubes,  perhaps  affecting  only  that  part  close  to  the 
uterus,  but  sufficient  to  destroy  the  activity  of  the  ciliated  epithe- 
lium, with  the  result  that  the  ovum  could  not  enter  the  uterus.  In 
this  way  one  might  explain  cases  of  pregnancy  occurring  years 
after  marriage  by  the  natural  resistance  of  the  patient  and  the 
restoration  of  the  tubes  to  their  normal  condition. 

Ectopic  gestation  might  be  referred  in  the  majority  of  cases 
to  some  obstruction  in  the  inner  lining  of  the  tube.  The  tubal 
mucosa  having  become  inflamed,  or  the  ciliated  epithelium  not 
functionating,  the  ovum  passed  along  the  tube  up  to  a  point  where 
there  was  an  obstruction,  rested  there,  continued  its  growth,  and 
ectopic  gestation  followed. 

Dr.  Bandler  said  the  main  reasons  why  the  condition  to  which 
he  had  referred  constituted  unrecognized  forms  of  gonorrhea 
were  twofold.  Either  the  original  gonorrhea  was  so  situated  as 
to  cause  bearable  annoyance,  or  the  original  infection  was  of  so 
mild  a  character  as  to  not  attract  the  attention  of  the  patient  at 
the  time.  These  were  the  result  of  old.  chronic,  supposedly  cured 
or  supposedly  harmless  involvement  of  the  prostate  or  seminal 
vesicles  in  the  male.  Many  women  with  a  cervical  gonorrhea 
which  remained  localized  often  went  through  successive  preg- 
nancies without  any  particular  symptoms.  Many  observers  would 
not  admit  that  there  was  a  difference  in  the  virulence  of  gonococci, 
and  explained  the  difference   in  intensity  of  the  disease  bv  the 
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difference  in  resisting  power  of  the  patient  or  in  the  location  of 
the  lesions,  but  he  was  of  the  opinion  from  clinical  experience  that 
there  were  different  gonococci  possessing  different  degrees  of 
virulence.  It  was  natural  to  suppose  that  where  there  were  few 
gonococci,  and  these  found  with  difficulty  in  the  male  prostate  years 
after  the  original  infection,  they  might  be  the  cause  of  less  acute 
involvement  of  the  cervix  than  the  cocci  from  a  fresh  or  recent 
gonorrhea  m  the  male.  Furthermore,  while  he  had  no  warrant 
for  the  statement  on  the  basis  of  experimental  truth,  he  might 
quote  the  opinion  of  Dr.  Klein  that  "acute  gonorrhea  in  the  female 
came  from  acute  gonorrhea  in  the  male,  and  that  subacute  gon- 
orrhea came  from  a  chronic  subacute  disease  in  the  male."  The 
subacute  form  had  none  of  the  symptoms  of  the  acute  form,  often 
presenting  only  discharge. 

Dr.  Reuben  Peterson  thought  that  the  vital  point  under  con- 
sideration was  the  treatment  of  gonorrhea.  There  were  two  main 
varieties  in  those  cases  where  the  adnexa  were  involved.  In  one 
there  was  very  little  pus  in  the  tube,  but  the  tubes  and  ovaries 
were  bound  down  by  adhesions.  In  the  second  class  of  cases 
there  was  double  ovarian  abscess,  and  only  in  this  class  of  cases 
had  the  treatment  changed.  In  regard  to  opening  the  abdomen 
and  removing  the  pus  tubes,  he  had  found  his  mortality  large.  In 
1896  he  had  a  patient  who  refused  to  let  the  tube  be  removed,  so 
he  opened  the  sac  through  the  vagina  and  let  out  the  pus'.  The 
result  was  so  satisfactory  that  now  he  seldom  operated  through 
the  abdomen. 

Dr.  Tabor  Johnson  said  that  the  importance  of  the  two  papers 
could  not  be  overestimated.  It  was  astonishing  that  seventy-five 
to  ninety-five  per  cent,  of  these  cases  that  required  operations  were 
due  to  the  gonococcus,  and  fifty  per  cent,  of  all  the  cases  all  over 
the  world  were  due  to  this  cause.  A  very  large  number  of  women 
suffered  from  infection,  even  though  ignorant  of  it,  and  manv 
sterilities  were  due  to  the  action  of  the  gonococcus  upon  the 
mucous  membrane.  The  question  of  race  suicide  was  one  that 
was  largely  affected  by  this  disease,  for  fifty  per  cent,  of  the  cases 
of  sterility  in  the  female  and  fifteen  per  cent,  of  those  in  the  male 
were  due  to  this  cause. 

#  Dr.  Lewis  L.  McMurtry  wished  to  call  attention  to  Dr  Peter- 
son s  method  of  treatment.  He  thought  that  he  ought  to  return 
to  the  abdominal  route,  for  he  knew  of  no  class  of  patients  in 
which  the  result  was  more  satisfactory.  It  was  his  opinion  that 
operation  by  the  vaginal  route  was  wholly  incomplete,  and  that 
the  conditions  were  likely  to  return  when  it  was  employed. 

Dr.  Edgar  Garceau  said  he  believed  that  the  most  important 
point  was  the  treatment  of  the  pelvic  organs,  and  this  had 
materially  changed.  Ten  years  ago  the  mode  of  operation  in 
t  aris  was  by  way  of  the  vagina,  and  now  that  method  was  out  of 
date  and  not  to  be  considered.  However,  he  thought  manv  would 
hesitate  to  make  an  abdominal  incision  where  the  patient  was  in 
extremis,  but  in  that  case  drainage  might  be  made  through  the 
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vagina,  and  afterwards,  if  necessary,  an  operation  through  the 
abdomen  might  be  performed. 

Dr.  Charles  F.  Bacon  believed  in  doing  everything  to  favor 
nature's  cure.  Lying  still  and  rest  were  often  the  best  reme- 
dies.    Local  applications  were  very  unsatisfactory. 

Dr.  Laura  H.  Branson  said  she  had  noted  the  statement  in 
medical  journals  to  the  effect  that  in  men  fifteen  per  cent.,  and  in 
women  seventy-five  per  cent.,  of  sterility  was  due  to  gonorrhea. 
This  statement  indicated  the  importance  of  the  subject  and  the 
necessity  for  its  limitation.  She  would  call  attention  to  one  fea- 
ture that  might  be  of  aid  in  the  diagnosis,  and  that  was  stricture 
of  the  female  urethra.  The  stricture  itself  might  be  the  only 
symptom,  and  in  a  number  of  cases  she  had  been  able  to  trace  a 
history  of  infection  from  this  one  symptom. 

Dr.  Price  did  not  think  that  the  curette  was  of  great  assistance 
in  determining  the  uterine  condition,  nor  did  he  favor  the  vaginal 
route.  Nature  and  her  methods  were  undoubtedly  the  best.  In 
cases  where  an  operation  was  necessary  ten  per  cent,  had  obstruc- 
tion, adhesions,  etc.,  that  had  to  be  relieved,  and  by  the  vaginal 
route  this  could  not  be  done  satisfactorily. 

Dr.  P.  A.  Harris  said  it  was  his  opinion  that  the  use  of  the 
curette  ought  to  be  limited  to  a  few  cases  that  had  been  passed 
upon  by  a  board  of  examiners.  He  thought  further  that  no  one 
would  criticise  Dr.  Peterson's  stand  where  the  case  was  in  ex- 
tremis or  where  circumstances  demanded  immediate  drainage  and 
relief.  There  were  many  cases  of  unrecognized  gonorrhea  in 
woman,  and  he  wished  to  call  attention  to  the  fact  that  it  was  the 
great  sterilizer,  as  it  was  also  one  of  the  greatest  factors  in  causing 
ectopic  gestation. 

Dr.  Daniel  H.  Craig  said  he  knew  of  no  field  in  which  so 
much  was  taken  for  granted  as  in  gonorrhea  in  women,  for  when 
no  other  reason  was  found  for  an  existing  condition  it  was 
attributed  to  gonorrhea.  He  had  been  surprised  at  the  number  of 
times  there  had  not  been  a  gonorrhea  when  it  was  logically 
expected,  and  he  thought  many  cases  were  being  classed  where 
they  did  belong.  As  to  the  thickening  behind  the  cervix,  it 
was  his  opinion  that  most  of  it  was  purely  protective. 

Dr.  T.  S.  Cullen  said  that  in  four  cases  of  pus  tubes  there 
might  probably  be  one  case  of  endometritis,  and  the  fact  that  the 
endometrium  was  often  normal  spoke  against  the  use  of  the 
curette.  The  question  of  operating  from  above  or  below  was  one 
that  had  to  be  decided  in  each  individual  case.  It  might  be  neces- 
sary to  drain  from  below  and  operate  from  above  at  the  same 
time. 

Dr.  W.  H.  Chandler  said  that  lactic  acid  could  be  injected 
into  the  mucous  membrane  for  the  destruction  of  the  gonococci, 
and  if  done  slowly  it  would  not  produce  sloughing.  It  was  his 
opinion  that  to  dilate  and  curette  was  simply  to  extend  the  infec- 
tion. 
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Dr.  Boldt  said  that  Dr.  Peterson's  stand  was  correct,  and  that 
many  pa  tents  would  be  saved  by  drainage  per  vaginam  who  could 
not  stand  an  operation.  The  question  he  was  interested  in  mostly 
was  whether  extension  could  be  prevented  by  radical  treatment    ' 

Dr.  Bandler  said  that  he  thought  there  might  be  forms 'of 
gonorrhea  that  were  milder  owing  to  the  resisting  power  of  the 
patient,  but  it  was  oftener  due  to  lack  of  virility  in  the  bacteria. 

SUBTOTAL  ABDOMINAL   HYSTERECTOMY,    WITH    TOTAL    EXCISION    OF 
GLAND-BEARING    TISSUE    OF   THE    CERVIX   AND   A    PER- 
FECTED RESTORATION   OF  THE  SUPPORTING 
LIGAMENTS. 

th?l]^1LLIAfMZ-  Met^LF£  sketched  the  development  and  gave 
the  history  of  abdominal  hysterectomy  and  described  the  technic 
of  the  operation  and  the  line  of  incision  through  the  pelvic  struc- 
tures He  described  the  cervical  remnant  and  advocated  the  re- 
moval of  its  entire  gland-bearing  tissue.  In  order  to  restore  the 
ligamentary  supports,  the  infundibular  and  round  ligaments  were 
sutured  together  at  me  pelvic  brim,  and  to  these  points  at  either 
side  the  lateral  portions  of  the  cervical  remnant  were  brought  up 
and  sutured.  Over  the  hummock  thus  formed  was  thrown  the 
peritoneal  flap  previously  removed  from  the  anterior  surface  of 
the  uterus,  thus  affording  a  permanent  support  to  the  bladder 
l  he  result  of  this  method  of  operation  was  entirely  satisfactory 
from  the  fact  that  it  gave  relief,  could  be  easily  performed,  and 
offered  a  support  to  the  tissues  that  would  not  relax  and  give 
trouble  in  the  future. 

PLASTIC  SURGERY  OF  THE  PELVIC  STRUCTURES. 

Dr.  Henry  O.  Marcy  described  the  reconstruction  of  the  pelvic 
peritoneum  after  the  ablation  of  the  uterus  and  its  appendages 
1  he  purpose  was  to  permit  as  far  as  possible  the  leaving  of  an 
undamaged  peritoneal  covering.  He  advocated  the  free  dissec- 
tion ot  the  vaginal  structures  and  the  restoration  of  its  subjacent 
structures,  especially  in  hernia  of  the  bladder,  vesicovaginal  fistula 
and  in  cystocele.  Dr.  Marcy  presented  the  technic  he  employed  in 
restoring  the  perineum  in  incomplete  and  complete  laceration  bv 
lateral  dissections  of  the  vaginal  muscle  and  reuniting  the  trans- 
versus  levator  ani.  and  the  other  torn  structures.  He  advocated  the 
use  of  the  buried  animal  suture  as  the  important  factor  in  the 
technic  for  the  plastic  restoration  of  this  group  of  injuries. 

BURIED    SUTURES    AND    LIGATURES,    THEIR    MATERIAL    AND    PROPER 


USE. 


Dr.  Walter  B.  Chase  said  that  the  use  of  buried  sutures  and 
ligatures  constituted  an  important  part  of  most  operative  pro- 
cedures and  their  selection  and  application  was  of  far-reaching 
consequence.  It  was  within  the  remembrance  of  those  present 
when  silk  was  practically  the  only  material  used  for  ligatures  and 


260  TRANSACTIONS  OF  THE 

sutures.  A  proper  appreciation  of  the  germ  theory  revolutionized 
the  whole  procedure,  and  as  a  result  the  tendency  was  to  use 
absorbable  material  for  buried  ligatures  and  sutures.  There  had 
been  a  widespread  belief  that  the  occlusion  of  a  vessel  was  due 
more  to  the  continued  presence  and  pressure  of  the  ligature  than 
to  the  unseen  plastic  and  absorptive  changes  in  the  structures  inci- 
dent to  its  application.  This  fallacy  found  expression  in  the  belief 
that  the  safety  of  occluding  a  vessel  by  ligation  bore  a  close  rela- 
tion to  the  tightness  with  which  it  was  applied.  It  could  be 
assumed  from  the  surgical  and  practical  standpoint  that  more 
ligatures  were  tied  too  tightly  than  too  loosely.  It  was  surprising 
how  little  circular  pressure  by  ligature  was  sufficient  to  prevent 
hemorrhage,  while  tying  too  tightly  predisposed  to  the  risk  of 
secondary  hemorrhage.  Most  small  vessels,  if  properly  tied, 
would  become  effectually  occluded  in  a  few  hours,  while  a  ligature 
which  lasted  from  three  to  five  days  usually  gave  all  the  safeguard 
of  one  lasting  double  that  time.  There  were  but  few  contingencies 
which  would  require  the  use  of  unabsorbable  material.  An  un- 
absorbable  ligature  was  a  foreign  body,  a  menace  to  produce  pain, 
ulceration,  suppuration,  and  possibly  sepsis.  Not  long  since  he 
had  heard  a  gynecologist  exultingly  declare  he  had  devised  a  hook 
which  he  could  introduce  through  the  sinuses  occasioned  by  un- 
absorbed  silk  ligatures,  and  pull  them  out,  thereby  avoiding  an 
operation  for  their  removal — apparently  oblivious  of  the  fact  that 
he  ought  never  to  have  used  them.  Sterilized  catgut,  plain  or 
chromicized,  and  kangaroo  tendon  of  proper  size,  had  all  the 
advantages  of  other  material.  Some  might  give  instances  of  in- 
fection following  their  use ;  but  that  alone  was  not  proof  that  the 
suture  was  a  source  of  infection,  for  the  difficulty  of  rendering 
the  hands  sterile  was  universally  admitted.  As  to  the  risk  of  in- 
fection, it  might  be  affirmed  with  propriety  that  the  same  objection 
could  be  raised  to  silk  or  any  other  material.  Catgut  should  be 
taken  from  a  sterilized  package,  and  any  portion  not  used  should 
be  destroyed.  In  tying  large  pedicles  the  same  precautions  should 
be  taken  as  with  other  materials,  such  as  a  second  encircling  with 
the  ligature,  a  reinforced  stitch,  or  a  transfixion  to  prevent  slip- 
ping. The  duration  of  catgut  in  the  structures  was  not  to  be  lost 
sight  of.  Plain  catgut  ordinarily  lasted  from  three  to  ten  days, 
a  chromicized  gut  from  ten  days  up,  according  to  the  degree  to 
which  it  had  been  chromicized.  It  was  important  to  remember 
that  catgut  could  be  so  overchromicized  as  to  render  it  unabsorb- 
able and  make  it  as  objectionable  as  silkworm  gut.  In  his  own 
practice,  he  had  not  used  buried  silk  sutures  or  any  unabsorbable 
material  half  a  dozen  times  in  twenty-five  years,  and  his  experi- 
ence convinced  him  of  the  safety  and  superiority  of  catgut.  lie 
thoughl  some  operators  used  too  large  catgut  in  the  ligation  of 
bloodvessels.  It  was  only  the  larger  bloodvessels  that  required 
a  plain  catgut  about  No.  i.  There  was  one  precaution  needful  in 
the  use  of  plain  catgut,  namely,  to  finish  the  tying  by  an  extra 
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knot.  With  this  precaution  catgut  was  as  safe  as  silk  He  con- 
sidered it  superior  because  of  its  ready  absorbent  abinTy  and 
especially  should  it  be  used  only  in  tissues  where  there  we  (deer 
ative  and  necrotic  changes.  He  was  glad  the  number  of  operators 
were  diminishing  who  used  metallic  wire  or  silkworm  tut  as 
sutures,  for  these  often  caused  bad  results  by  acting  Ts  foreign 
bodies  and  occasioning  suppuration  and  avoidable  infection  He 
wished  to  again  allude  to  the  undue  tension  winch  many  operators 

S&SJS?^  SUtUreS-     NOt  Sati5fied  With  a  -asonabk  deg?e 
of  tightness,  they  sometimes  increased  the  tension  to  such  a  decree 
as  to  risk  cutting  through  the  tissue.    If  it  were  remembered  Sat 
under  many  conditions  swelling  was  likely  to  follow  in  the  course 

under' rood  Th  **  "*  °f  the  ^  alU<ded  t0  would  be  better 
understood.    There  was  one  matter  which  demanded  special  atten- 

lerv?  ru  chromiclzeducat^t  as  safe  as  silk  in  intestinal  sur- 
ger}  .  1  he  point  was  whether  the  chromicized  catgut  retained  the 
Tlfrn?^1011-^  intftinal  suturinS  long  enough  for  safe  union. 
it^EFh  'T117  unduC?-re/Ul  observation  he  had  demonstrated 
its  safety  It  was  his  belief  that  the  aversion  to  and  lack  of  confi- 
dence in  the  use  of  all  forms  of  catgut  arose  from  failures,  before 
the  methods  of  its  preparation  were  perfected,  to  render  it  sterile, 
and  the  employment  ot  such  treatment  incident  thereto  as  would 
imperil  tensile  strength. 

SOME  ADVANCES   IN   URETERAL  AND  RENAL  DIAGNOSIS. 

Dr.  Charles  Lester  Leonard  said  that  every  means  possible 
should  be  employed  in  making  the  diagnosis  of  ureteral  o renal 
calculus     Improved  methods  had  resulted  in  a  clearer  different^ 
tion  between  symptoms  that  had  been  considered  identical    and 

Sian  before  ^The*  *  ??  T"  ■MCU?te  komrlg^  °f  *^£2 

tnan  before.    The  exact  localization  of  calculi  had  led  to  a  o-r0un- 

ing  of  symptoms  around  the  most  common  seat  of  impaction  and 

weTvaTu ame  V**A  f  ^  ^T^  kd  to  inclusions' that 
were  valuable  in  determining  other  conditions.  The  present 
status  of  diagnosis  in  urinary  calculus  had  been  much  unpro^d 
by  the  use  of  the  Roentgen  ray.     After  a  careful  study  of  the 

KHuXr^H  KWerC  n°)  ^™eWeS  SUffident'  h  was  P°sslble  to 
get  further  aid  by  use  of  the  Roentgenogram.     In  order  that  a 

Roentgenogram  be  of  practical  service  it  must  embrace  f^ure 

of  all  the  urinary  tract  and  one  picture  was  not  enough  in  itself 

for  a  diagnosis,  for  while  it  might  be  a  beautiful  picture  it  m  gh 

a  so  be  deceptive.     In  order  to  show  the  entire  urinary  tract  the 

piate  should  be  12x20,  and  several  pictures  should  be  taken  for 

comparison.     It  should  be  remembered  that  the  Roentgenogram 

was  useful  in  diagnosis,  both  by  confirmation  and  bv  exclusion 

but  it  required  an  expert  usually  to  correctly  interpret" the  picture' 

In  a  total  of  one  hundred  and  fifty-six  cases  the  number  of  erro« 

was  less  than  three  per  cent.,  and  in  a  total  of  one  hundred  and  six 

cases  a  positive  diagnosis  had  been  made  without  an  error. 
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THE     SURGICAL    TREATMENT      OF      URETERAL      CALCULUS     IN     THE 

FEMALE. 

Dr.  Edgar  Garceau  called  attention  to  the  difference  in  the 
ureter  in  the  male  and  the  female  on  account  of  the  anatomical 
relations.  The  ureter  in  the  male  was  straight,  and  its  posi- 
tion in  the  pelvis  was  such  that  it  was  comparatively  easy  of 
access  through  an  extraperitoneal  incision.  In  the  female  the 
broad  ligament  was  above  the  most  dependent  portion  of  the 
ureter  and  made  it  much  more  difficult  of  access.  In  cases  of 
impacted  stone  between  the  base  of  the  broad  ligament  and  blad- 
der, it  was  usually  possible  to  make  an  entrance  through  the 
vagina,  but  when  the  impaction  was  between  the  superior  strait 
and  base  of  the  broad  ligament  it  was  often  difficult  to  reach.  The 
following  routes  might  be  considered  in  the  treatment  of  stone  in 
ureter ;  the  transperitoneal,  the  transperitoneal  and  extraperitoneal 
combined,  the  hypogastric,  the  urethrovesical,  the  rectal,  and  the 
vaginal.  In  many  cases  it  was  difficult  to  decide  which  operation 
was  the  best  to  perform,  and  again  it  was  possible  in  many  cases 
that  a  stone  that  had  been  impacted  for  a  considerable  time  would 
pass  into  the  bladder  without  any  change  in  the  kidney.  While 
not  all  stones  would  block  the  urine  entirely,  still  he  considered 
expectant  treatment  dangerous.  Whenever  it  was  practicable  he 
thought  that  the  vaginal  route  should  be  selected  for  the  operation. 
The  vaginal  operations  were :  simple  incision  through  the  vaginal 
wall ;  combined  extraperitoneal  and  vaginal  incision ;  crushing  the 
stone  in  the  ureter  through  the  vagina  ;  Doyen's  operation  through 
the  anterior  cul-de-sac.  and  the  author's  operation  through  the 
anterior  cul-de-sac  and  vagina.  After  discussing  the  various 
forms  of  operations.  Dr.  Garceau  said  he  wished  to  present  an 
operation  that  he  had  devised  in  an  urgent  case.  The  patient  had 
been  suffering  excruciating  agony  for  a  week  while  attempting  to 
pass  a  stone  that  was  impacted  in  the  left  ureter.  She  had  re- 
cently been  delivered  of  a  child  by  an  operation  that  involved  the 
loss  of  a  great  amount  of  blood,  and  though  the  vaginal  route 
seemed  impracticable,  he  decided  that  it  was  impossible  to  go 
through  the  abdominal  wall.  He  decided  to  try  to  push  the  stone 
toward  the  vagina,  and  thus  let  it  act  as  a  guide  for  his  incision. 
He  found  that  this  was  possible, and  incised  the  anterior  cul-de-sac 
and  pushed  the  peritoneum  between  the  bladder  and  uterus  back. 
He  then  everted  the  broad  ligament  backward  with  the  end  of  his 
finger,  caught  the  stone  with  the  tip  of  the  finger,  brought  it  down 
toward  the  vaginal  outlet,  cut  upon  it  with  a  small  incision  and 
squeezed  it  out  like  squeezing  the  stone  out  of  a  ripe  cherry. 
The  operation  proved  entirely  satisfactory,  required  only  ten  min- 
utes for  its  accomplishment,  and  the  patient  recovered. 

Dr.  Hi'Xtf.r  of  Washington  was  pleased  that  Dr.  Leonard  had 
set  forth  all  the  methods  of  importance  that  would  aid  in  diag- 
nosis, and  especially  with  the  fact  that  he  had  advised  the  use  of 
all  of  them.     In  his  own  experience  he  was  never  satisfied  with 
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the  .r-ray  picture  alone  or  with  a  waxed  catheter  alone      He  had 
seen  cases  where  the  *-ray  had  missed  a  large  stone  when  embed 
ded  in  fibrous  tissue,  and  in  some  cases  it  might  indicate    he  ores 
ence  of  a  stone  where  none  existed  P 

Dr.  Percy  Brown  said  he  would  like  to  emphasize  the  necessity 
of  preparing  patients  before  taking  a  Roentgenogram.  H^afwa  -s 
™TV  *  PrfParatlon  twenty-four  hours  before  by  giving  a 
cathartic  and  cleaning  out  the  lower  bowel  by  means  of  an  ene*  ia 
The  patient  should  take  food  sparingly  at  the  previous  meal.  With 
these  precautions  the  question  of  previous  urinary  findings  could 
be  put  aside  and  by  this  method  one  could  usually  rely  upon 
the  results  obtained  Phleboliths  should  be  seriously' considered. 
He  had  been  astonished  to  see  how  small  a  phlebolith  would  pro- 
duce a  distinct  shadow.  ' 

Dr.  Branford  Lewis  suggested  great  care  in  drawing  conclu- 
sions from  the  .r-ray,  for  mistakes  would  arise  even  with  the  best 
He  remembered  one  case  where  a  Roentgenogram  showed  an 
object  m  the  right  ureter,  and  a  diagnosis  of  stone  was  made  but 
on  incision  no  stone  was  found.  He  also  cited  a  case  where  Dr 
Seeley  detected  a  little  object  that  had  the  appearance  of  a  stone' 
but  proved  to  be  a  concretion  in  the  end  of  the  appendix.  It  was 
removed.  He  had  never  subscribed  to  the  infallibility  of  the 
-r-ray  or  the  waxed  catheter.  As  to  the  treatment,  he  would  like 
to  ask  what  was  the  use  of  making  an  incision  if  the  calculus 
couid  be  gotten  out  without  an  operation,  and  many  of  them  could 
be  removed  by  working  through  the  cystoscope. 

Dr.  Charles  P.  Noble  remarked  that  one  ought  to  be  able  to 
locate  a  stone  with  the  .r-ray  and  the  waxed  catheter  without 
going  back  to  the  dark  ages,  and  he  believed  it  was  often  better 
to  make  two  incisions  instead  of  one  long  one,  or  the  incision 
might  be  made  through  the  rectus  muscle,  and  thus  all  the  needed 
room  be  secured. 

Dr.  Leonard,  in  closing  the  discussion,  emphasized  the  fact  that 
he  did  not  think  we  had  anything  that  was  infallible.  Dr.  Lewis 
had  asked  what  was  the  use  of  operating  if  the  stone  could  be 
removed  through  the  aid  of  the  cystoscope,  but  he  would  ask  why 
even  that  should  be  employed  if  the  patient  would  pass  the  stone 
by  herself.  He  had  already  spoiled  thirtv-one  operations  by  giving 
the  patient  time  to  pass  the  stone.  In  addition  to  the  Roentgeno- 
gram he  recognized  the  value  of  the  waxed  bougie  in  detecting 
stones  in  the  ureter.  The  fact  that  the  ureter  'was  capable  of 
extensive  dilation  made  it  possible  in  manv  cases  to  remove  the 
stone  by  that  method,  and  it  should  certainly  be  tried  in  all  cases 
where  time  permitted. 

cystocele. 

Dr.  Charles  P.  Noble  said  that  cystocele  was  a  hernia  of  the 
bladder  into  or  through  the  vaginal  opening,  and  that  it  was  gen- 
erally described  as  a  prolapse  of  the  anterior  vaginal  and  bladder 
walls.     He  thought  that  the  tonic  condition  of  the  abdominal 
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muscles  and  the  intraabdominal  pressure  drove  down  upon  the 
surrounding  tissue  which  lacked  its  proper  anatomical  supporting 
ligaments  of  the  uterus  and  bladder  which  played  their  part  in  the 
maintenance  of  the  pelvic  organs  in  their  position.  The  greatest 
factor,  however,  was  the  lack  of  integrity  in  the  sacral  segment  of 
the  pelvic  floor.  This  was  the  reason  why  cystocele  occurred  only 
secondary  to  impairment  of  the  pelvic  floor.  The  exceptions  to 
this  were  in  cases  of  marked  muscular  relaxation  of  the  pelvic 
tissue  or  absorption  of  the  perivaginal  fat.  Injuries  which  caused 
damage  to  the  pelvic  floor  involved  laceration  of  the  pelvic 
muscles  and  fascia.  In  consequence  of  this  a  pouch  of  the  bladder 
greater  or  less  in  size  was  pushed  down  with  the  anterior  vaginal 
walls  into  the  vaginal  outlet  or  entirely  outside  of  the  vaginal 
canal.  Cystocele  was  often  complicated,  and  in  many  cases  re- 
quired restoration  of  the  entire  vaginal  walls  with  as  much  detach- 
ment of  the  bladder  as  would  permit  it  to  rise  to  its  normal  posi- 
tion in  the  pelvis.  Normally  the  ligaments  of  the  bladder  were 
of  service  in  supporting  it  in  position ;  but  in  these  cases  the  uterus 
and  the  bladder  both  fell,  and  the  pelvic  contents  were  supported 
only  by  the  sacral  segment  of  the  pelvic  floor.  The  position  of 
the  uterus  itself  was  of  prime  importance.  If  it  were  retroverted 
the  intraabdominal  pressure  tended  to  force  the  uterus  down  and 
out  of  the  vaginal  canal,  and  thus  the  vaginal  walls  were  forced 
down.  Dr.  Noble  called  especial  attention  to  the  fact  that  the 
chief  credit  for  placing  the  operation  for  cystocele  upon  a  sound 
basis  was  due  to  Dr.  Hadra  of  Texas,  who  was  the  first  to  recog- 
nize that  the  way  to  cure  cvstocele  was  to  incise  the  anterior 
vaginal  wall,  separate  the  bladder  from  the  entire  face  of  the 
uterus  and  also  from  the  vaginal  wall  sufficiently  to  permit  it  to 
rise  in  the  pelvis  ;  then  to  resect  the  anterior  vaginal  wall  suffi- 
cient] v  to  get  rid  of  the  excess  of  tissue  and  to  fill  in  this  by 
suturing  the  anterior  vaginal  wall  up  to  the  anterior  face  of  the 
cervix,  so  that  it  might  become  attached  and  thus  prevent  the 
descent  of  the  bladder.  All  of  the  operations  since  introduced 
were  based  upon  this  principle  set  forth  by  Hadra.  In  view  of 
the  fact  that  cystocele  was  generally  associated  with  rectocele 
and  prolapse  of  the  uterus,  due  to  injury  of  the  pelvic  floor,  and 
also  often  with  the  retrodisplacement  of  the  uterus,  the  operation 
necessary  for  cure  of  the  lesions  should  always  he  carried  out  at 
the  same  sitting,  and  thus  insure  a  permanent  and  good  result. 

Dr.  Noble  described  the  technic  as  follows:  The  uterus  was 
curetted  and  the  cervix  was  amputated  if  necessarv.  The  cervix 
was  drawn  down  with  the  volselia  forceps  and  another  forceps 
attached  to  the  anterior  vaginal  wall  near  the  internal  orifice  of 
the  urethra.  Traction  was  made  until  the  vaginal  wall  was 
stretched.  A  strip  of  the  vaginal  wall  was  incised  between  the 
two  points  and  the  bladder  laid  bare.  The  vaginal  walls  were 
seized  with  the  artery  forceps  and  the  bladder  was  dissected  in 
front  of  the  cervix  and  along  the  front  of  the  uterus  as  high  as 
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the  internal  us,  until  the  bladder  rose  of  its  own  accord.  The 
redundant  tissue  of  the  vagina  was  excised,  care  being-  taken  not 
to  cut  away  too  much.  Two  rows  of  buried  half-hitch  continuous 
sutures  were  introduced,  the  first  embracing  the  deeper  layers  of 
the  vagina  and  catching  up  some  of  the  bladder  tissue  for  the  first 
inch  or  inch  and  a  half,  and  then  suturing  the  deep  layers  of  the 
vagina  to  the  under  surface  of  the  cervix.  Then  the  superficial 
row  was  put  in  place.  The  result  of  this  operation  was  almost 
uniformly  curative,  provided  the  operation  not  only  elevated  the 
bladder  and  restored  the  anterior  vaginal  wall,  but  also  restored 
the  sacral  segment  of  the  pelvic  floor  and  secured  the  uterus  in 
a  position  of  anteflexion. 

A    SIMPLIFIED    CYSTOCELE    OPERATION. 

Dr.  D.  Tod  Gilliam  said  the  operation  consisted  of  (i)  a 
denudation  of  the  most  prominent  part  of  the  cystocele;  (2)  dis- 
secting flaps  from  the  vaginal  wall  on  either  side  of  the  denuded 
area  with  which  to  cover  it;  (3)  bringing  the  flaps  together  over 
the  denuded  area  and  suturing  them  to  it  and  to  each  other. 

Technic. —  (1)  Lift  up  the  redundant  tissues,  and  by  means  of 
tenacula  or  tissue  forceps  gather  them  into  a  longitudinal  fold 
along  the  median  line  of  the  anterior  vaginal  wall.  (2)  Make  an 
incision  on  one  side  of,  and  at  the  base  of  the  fold  at  or  near  the 
median  line.  This  incision  should  extend  from  within  one-half 
of  an  inch  of  one  end  of  the  fold  to  within  a  like  distance  of  the 
other  end.  (3)  Carry  the  incision  down  through  the  fascia  to 
the  muscularis  of  the  bladder.  (4)  Make  a  similar  incision  on 
the  other  side  of  the  fold.  (5)  By  blunt  dissection  separate  the 
bladder  from  the  vaginal  wall,  from  the  incision  outward  to  the 
sulci.  (6)  Convert  the  two  separated  layers  of  the  vaginal  wall 
into  flaps  by  cutting  outward  from  the  upper  and  lower  extremi- 
ties of  the  incisions  toward  the  sulci.  (7)  Denude  the  area  be- 
tween the  incisions.  (8)  Draw  the  flaps  over  the  denuded  area 
and  suture  them  to  it  and  to  each  other  from  below  upward.  Dr. 
Gilliam  said  he  had  found  this  simple  operation  very  satisfactory, 
and  wished  to  recommend  it  to  the  profession. 

Dr.  J.  Riddle  Goffe  said  that  there  was  but  little  that  was  new 
in  the  operation  as  presented  by  Dr.  Noble,  and  he  differed  en- 
tirely from  the  author  as  to  the  mode  of  operation.  It  was  his 
theory  that  nature's  plan  of  supporting  the  organs  of  the  body  was 
suspension,  and  this  was  accepted  by  the  profession  until  it  came 
to  the  organs  of  the  pelvis.  It  was  his  opinion  further  that  the 
perineum  was  not  intended  as  a  support  of  the  pelvic  organs,  and 
only  when  it  was  torn  did  it  have  any  influence,  and  then  it  acted 
against  nature.  The  fact  that  cystocele  occurred  in  virgins  was 
evidence  that  the  theory  of  perineal  support  was  not  correct. 
Even  where  there  was  complete  laceration  of  the  perineum  the 
organs  stayed  in  their  place,  and  anv  building  up  of  the  floor  of 
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the  pelvis  was  futile  in  holding  the  bladder  and  uterus  in  position. 
The  bladder,  like  the  other  organs  of  the  body,  was  held  in  its 
position  by  ligaments  and  not  by  props.  It  was  supported  by  and 
hung  from  the  uterus,  and  the  natural  operation  would  be  to  put 
the  uterus  into  its  normal  position,  dissect  the  bladder  away  from 
it,  and  stitch  it  higher  up  on  the  uterus,  thus  suspending  it  from 
the  uterus  as  nature  intended. 

Dr.  Edward  Reynolds  said  it  seemed  to  him  that  Dr.  Goffe 
unnecessarilv  opposed  the  rest  of  the  profession,  and  that  he  erred 
when  he  claimed  that  they  did  not  believe  in  the  suspension  of 
the  organs  of  the  pelvis.  They  did  believe  in  suspension  of  the 
pelvic  organs,  but  they  also  believed  that  the  perineum  acted  as  a 
support. 

Dr.  I.  S.  Stone  said  that  in  many  things  he  agreed  with  Dr. 
Goffe,  but  it  seemed  that  he  made  his  statements  a  little  radical. 
In  a  number  of  cases  the  perineum  had  been  entirely  torn,  and  yet 
the  uterus  and  the  tissues  remained  uninjured.  He  had  been  sat- 
isfied with  the  operation  for  the  support  of  the  uterus. 

Dr.  Noble  had  not  seen  more  than  a  half  dozen  cases  of  cysto- 
cele  in  virgins  in  twenty  years,  but  nearly  all  of  the  cases  occurred 
in  multipara?.  The  fact  should  be  remembered  that  complete 
laceration  did  not  injure  the  levator  muscles.  In  the  operation  as 
described  by  him  the  bladder  rose  in  the  pelvis  and  no  puck- 
ers were  formed,  but  Dr.  Goffe  in  his  operation  put  in  sutures 
and  made  puckers. 

Dr.  Gilliam  said  he  was  surprised  to  find  a  man  of  such  great 
learning  along  other  lines  as  Dr.  Goffe  carried  away  so  that  he 
could  see  nothing  but  suspension.  Nature  was  liberal,  and  God 
supplied  ligaments  and  walls  and  swings  and  shelves,  and  was 
not  limited  in  the  means  he  used.  If  the  abdominal  walls  were 
removed  the  viscera  would  not  remain  in  position,  and  yet  it  only 
proved  that  in  addition  to  suspension  there  were  also  supports. 

salpingitis  caused  by  appendicitis. 

Dr.  I.  S.  Stone  said  there  were  two  means  of  transmitting  the 
infection  from  the  appendix  to  the  ovary :  by  the  lymph  channels 
or  other  vessels  and  by  means  of  direct  contact,  as  when  the  pus 
from  a  ruptured  appendix  came  in  contact  with  the  fimbriated 
extremity,  or  when  it  discharged  directly  into  the  tube.  In  illus- 
tration of  a  salpingitis  caused  by  appendicitis,  Dr.  Stone  gave  the 
following  history:  A  patient  thirty-five  years  of  age,  white,  two 
children,  and  with  a  history  of  previous  good  health,  was 
seen  with  the  family  physician  three  days  after  beginning  of  ap- 
pendicitis. The  patient  was  located  six  miles  from  the  hospital, 
but  her  condition  was  such  that  it  was  decided  to  operate  if  she 
could  lie  q^tten  there.  Her  pulse  was  135,  her  temperature  was 
102. 5°.  and  she  had  no  distention,  for  her  bowels  had  been  well 
cared  for  by  her  family  physician  by  means  of  the  enema.     On 
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arriving  at  the  hospital  the  operation  was  postponed,  and  in  six 
days  her  temperature  was  normal.  He  then  operated  and  found 
necrosis  of  the  appendix  and  also  of  a  portion  of  the  cecum  which 
appeared  the  size  of  a  silver  dollar.  The  pelvis  was  infected,  so 
he  decided  to  delay  the  operation,  replace  the  tube,  and  close  the 
abdomen.  The  patient  improved  for  a  time  and  then  developed 
a  temperature  and  showed  that  the  right  side  was  distended  with 
pus.  This  was  opened  through  the  vagina,  and  pus  was  found  that 
had  the  same  odor  as  that  in  the  pelvis  at  the  first  operation.  The 
patient  improved  again  until  the  tube  on  the  left  side  behaved  in 
the  same  way  and  was  opened.  After  this  the  patient  made  an 
uneventful  recovery.  Dr.  Stone  said  that  the  medical  profession 
was  sceptical  when  it  considered  the  cause  of  infection  in  young 
women.  Doubtless  many  were  unjustly  suspected.  It  might  be 
considered  impossible  for  appendicitis  to  cause  a  salpingitis  or 
vice  versa,  but  in  this  case  narrated  he  had  found  large  pus  tubes, 
a  perforated  and  gangrenous  appendix,  and  in  all  of  them  the 
colon  bacillus  which  indicated  an  intestinal  origin.  It  was  his 
opinion  that,  as  a  rule,  the  Fallopian  tube  became  infected  secon- 
darily, i.e.  by  extension  from  the  appendix  to  the  tube. 

THE  EARLY  DIAGNOSIS  OF  TUBAL  PREGNANCY. 

Dr.  Philander  A.  Harris  said  that  twenty-nine  out  of  thirty 
cases  presented  symptoms  in  which  a  presumptive  diagnosis  could 
be  made  prior  to  any  alarming  conditions.  It  was  formerly  sup- 
posed that  the  first  symptoms  of  ectopic  gestation  were  pallor,  a 
weak  and  rapid  pulse,  a  subnormal  temperature,  and  probably 
syncope.  He  wished  to  direct  attention  to  two  stages,  i.e.  the 
nontragic  and  tragic.  The  nontragic  embraced  those  cases  where 
there  were  symptoms  that  were  in  themselves  diagnostic,  and  for 
which  the  patient  usually  consulted  her  family  physician,  while  the 
tragic  cases  included  those  who  had  gone  to  the  point  of  rupture, 
collapse,  etc.  In  a  series  of  one  hundred  and  thirty  cases,  90  per 
cent,  had  consulted  physicians  on  account  of  conditions  referable 
to  the  pelvis  before  the  tragic  stage.  Dr.  Harris  said  he  wished  to 
present  the  following  statements :  ( 1 )  Many  received  medical 
advice  for  a  term  of  several  weeks  before  the  tragic  stage.  (2) 
Many  were  wrongly  assured,  and  relied  for  days  and  weeks  on 
false  hopes.  (3)  A  large  number  were  told  that  an  ordinary  abor- 
tion was  threatened.  (4)  About  20  per  cent,  were  subjected  to 
the  operation  of  curettage  Tor  cure  of  metrorrhagia.  (5)  Some 
were  not  able  to  follow  their  usual  vocations.  (6)  Only  20  per 
cent,  of  the  physicians  consulted  arrived  at  the  right  diagnosis. 
(7)  In  three  instances  only,  out  of  more  than  one  hundred  and 
thirty  cases,  was  he  the  first  physician  consulted.  (8)  Ninety-nine 
of  the  cases,  promptly  operated  on  in  the  nontragic  stage,  recov- 
ered promptly,  (q)  It  was  easy  to  arrive  at  a  presumptive  diag- 
nosis of  ectopic  gestation. 
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Dr.  Harris  said  that  if  these  assertions  were  correct  the  burden 
of  responsibility  rested  upon  the  obstetrician  and  the  general 
practitioner.  When  he  had  been  asked  how  to  diagnose  ectopic 
gestation  he  had  answered :  "When  any  woman  after  puberty,  and 
before  the  menopause,  who  had  menstruated  regularly  and  pain- 
lessly, went  four,  five,  six,  eight,  ten,  fifteen,  or  eighteen  days  over 
the  time  at  which  menstruation  was  due,  saw  blood  from  the 
vagina  differing  in  quality  color,  quantity  or  consistence,  from 
her  usual  menstrual  flow,  and  had  pain,  generally  severer  in  one 
side  of  the  pelvis  or  the  other,  or  possibly  in  the  hypogastric 
region,  ectopic  gestation  might  be  presumed." 

The  two  items  of  greatest  value  in  diagnosing  ectopic  gestation 
in  the  nontragic  stage  were  atypical  menstruation  and  pain.  Em- 
phasis must  be  put  upon  the  necessity  of  a  careful  history  in  each 
case,  including  that  concerning  previous  menstruation  and  child- 
birth. In  the  nontragic  stage  the  pulse  remained  about  normal, 
but  if  a  quantity  of  blood  had  been  lost  in  the  abdomen  the  pulse 
would  be  found  quickened,  patient  weakened,  the  temperature 
below  normal,  and  the  amount  of  blood  thus  lost  to  the  circulation 
would  be  sufficient  to  at  once  cause  alarm  or  imperil  life,  for  the 
tragic  stage  was  reached.  Dr.  Harris  said  that  he  had  but  one 
case  that  refused  operation  in  the  tragic  stage,  and  she  consented 
six  hours  later,  but  died  in  transferring  from  the  ambulance  to 
the  hospital.  It  should  be  remembered  in  dealing  with  women  in 
the  nontragic  stage  that  one-half  to  two-thirds  of  all  cases  un- 
influenced by  operation  eventuated  in  death,  but  if  operated  upon 
ninety-nine  cases  in  one  hundred  got  well. 

Dr.  Florus  Lawrence  agreed  with  Dr.  Harris  that  the  time 
for  diagnosis  was  before  rupture  took  place.  He  had  had  three 
cases  under  his  care  within  a  short  period  and  in  each  there  was 
a  history  of  a  previous  tubal  disease.  He  considered  it  an  im- 
portant question  whether  in  an  operation  for  ectopic  gestation  the 
operator  should  leave  the  other  tube  or  not.  In  one  case  where 
the  tube  was  left  it  had  been  necessary  to  operate  within  fourteen 
months  for  the  same  trouble,  and  in  two  other  cases  the  patients 
had  died  in  a  second  extrauterine  pregnancy.  He  had  seen  some 
cases  where  a  slight  temperature  indicated  that  a  small  hemor- 
rhage  had  occurred  and  nature  was  trying  to  protect  herself  and 
throw  off  the  resulting  condition.  He  thought  that  pain,  inter- 
mittent in  character,  uneasiness,  breast  changes  more  marked  than 
in  normal  pregnancies  and  irregular  flowing  were  symptoms  of 
grave  importance. 

Dr.  Harris  said  in  conclusion  that  he  considered  that  if  nine 
correct  diagnoses  out  of  ten  were  made  it  was  as  much  as  could  be 
expected.  It  had  been  his  custom  to  say  that  he  was  sometimes 
wrong.  As  to  the  question  of  tenderness  preceding  rupture,  it 
was  his  opinion  that  it  would  be  found  in  nearly  every  case  and 
that  the  examiner  should  always  exercise  great  care  when  pal- 
pating or  he  might  produce  a  hemorrhage. 
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CONSTITUTIONAL  ILL-EQUIPMENT  OF  THE  PATIENT  AS  A  FACTOR  IN 

DETERMINING  THE  PERFORMANCE  OF  THE 

PRIMARY    CESAREAN    SECTION. 

Dr.  Edward  Reynolds  said  that  these  cases  might  be  divided 
into  three  classes.  The  first  class  embraced  those  in  whom  the 
expulsive  efforts  of  labor  had  failed  to  drive  the  head  through 
the  pelvic  brim ;  the  second  class  included  those  in  whom  there 
had  been  a  moderately  full  test  in  labor,  but  not  extending  to  the 
point  of  exhaustion,  and  the  third  class  included  those  that  were 
operated  upon  before  labor.  In  a  total  of  two  hundred  and 
eighty-nine  cases  by  different  operators  in  different  parts  of  the 
world,  forty-nine  came  under  the  first  class,  a  hundred  and  fifty- 
eight  under  the  second  class,  and  eighty-two  under  the  third  class. 
One  patient  belonging  to  the  third  class  died  as  the  result  of 
rupture  of  the  sutures,  which  was  the  fault  of  the  attendant.  The 
mortality  in  these  classes,  including  this  one  patient,  was  twelve 
per  cent,  in  the  first  class,  eight  per  cent,  in  the  second,  and  one  and 
two-tenths  per  cent,  in  the  third.  As  a  rule,  in  this  class  of  pa- 
tients the  mortality  might  be  estimated  by  the  duration  of  labor 
endured  before  operation.  Late  section  had  become  entirely  dis- 
credited, and  was  never  performed  by  experienced  operators  who 
had  had  the  patient  under  their  care  from  the  beginning.  He 
thought  the  secondary  operation  was  still  too  much  in  favor  with 
the  profession,  but  the  performance  of  the  primary  operation  had 
now  become  the  custom  all  over  the  world.  He  said  that  Dr. 
Edgar  claimed  that  while  the  mortality  of  the  operation  must  be 
admitted  to  be  proportionate  to  the  length  of  labor  endured  before 
its  performance,  the  mortality  rose  very  little  during  the  first  few 
hours  of  labor,  and  therefore  a  slight  test  in  labor  might  be  con- 
sidered justifiable.  Dr.  Reynolds  said  that  this  statement  was 
doubtless  correct,  but  the  slight  amount  of  labor  would  indicate 
but  little  concerning  the  ability  of  the  patient  to  complete  it  suc- 
cessfully, and  he  considered  therefore  that  it  was  important  to 
decide  for  or  against  Cesarean  section  before  the  time  of  labor. 
To  this  end  it  was  important  that  the  physician  consider  carefully 
all  the  elements  that  entered  into  the  case  under  consideration.  He 
must  bear  in  mind  all  mechanical  obstructions,  the  past  history  of 
the  patient,  and  her  general  condition.  Where  there  was  a  history 
of  a  multipara  who  had  in  previous  pregnancies  failed  to  bear  the 
child,  necessitating  instrumentation  with  death  of  the  fetus,  the 
indications  would  be  for  Cesarean  operation.  In  cases  of  primi- 
para?  it  was  often  difficult  to  decide,  but  the  personal  character  of 
the  woman  would  have  much  to  do  in  making  a  decision.  Some 
women  had  great  ability  to  bear  pain  and  some,  though  healthy  in 
appearance,  could  not.  It  should  be  remembered  that  labor  was 
a  muscular  function,  and  its  efficient  performance  depended 
upon  the  possession  of  muscular  power  and  capacity  to  endure 
pain  without  undue  exhaustion.  This  power  was  largely  the 
result  of  good  eliminative  organs  and  heart  muscle.    Occasionally 
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a  man  or  woman  who  was  frail  in  appearance  had  the  greatest 
amount  of  endurance,  but  this  was  not  often  found  in  the  luxuri- 
ous class.  A  surgical  axiom  was  that  it  was  always  wise  to  rec- 
ommend a  relatively  safe  operation  rather  than  to  subject  the 
patient  to  the  chances  of  a  late  operation  for  a  doubtful  and 
uncertain  condition. 

DELIVERY   OF  DEBILITATED  WOMEN  ;   WITH   ESPECIAL  REFERENCE  TO 
THE   INTEREST   OF  THE   CHILD. 

Dr.  Edward  P.  Davis  said  that  while  labor  was  a  spontaneous 
and  successful  process  which  prohibited  interference,  nevertheless 
the  indiscriminate  application  of  this  idea  had  cost  the  lives  of 
many  women  and  children.  The  practitioner  met  cases  from  time 
to  time  in  which  women  were  not  able  to  give  birth  to  children 
unless  special  consideration  was  given  to  the  case.  In  these  cases 
the  physician  might  employ  different  methods,  for  instance,  where 
a  frail  woman  had  a  large  husband,  he  might  attempt  to  modify 
the  size  of  the  child  by  means  of  diet ;  encourage  spontaneous 
premature  labor  by  free  exercise ;  interrupt  pregnancy  at  some 
time  selected  by  himself,  or  permit  it  to  go  on  to  term  and  be 
prepared  for  any  emergency  that  might  arise.  It  was  his  opinion 
that  the  dieting  of  the  patient  was  of  uncertain  and  doubtful  ben- 
efit. There  was  great  likelihood  that  it  would  have  more  dele- 
terious effect  upon  the  health  of  the  mother  than  it  would  have  in 
modifying  the  size  of  the  infant.  In  many  cases  where  labor  was 
induced  at  a  time  set  by  the  physician  the  results  had  been  excel- 
lent, and  he  was  inclined  to  favor  this  as  a  general  rule.  Some 
practitioners  substituted  pubiotomy  for  abdominal  operations, 
and  in  cases  where  he  had  tried  this  the  results  had  been  fairly 
good,  but  not  as  good  as  in  the  Cesarean  section.  As  a  general 
rule  it  was  his  opinion  that  abdominal  section,  especially  in  cases 
selected  bv  a  consideration  of  all  the  conditions,  compared  well 
with  all  other  methods  for  both  mother  and  child. 

A  BIMANUAL  METHOD  OF  ROTATION  IN  OCCIPITO-POSTERIOR  VERTEX. 

Dr.  William  D.  Porter  had  found  that  the  use  of  forceps 
in  rotating  the  head  in  the  occipitoposterior  position  had  proved 
very  unsatisfactory,  producing  trauma  to  the  mother  and  risking 
the  life  of  the  child.  He  had  been  using  his  hands  in  producing 
rotation  of  the  head  and  from  long  experience  was  convinced 
that  it  was  a  useful  method.  Of  course,  when  the  head  was  im- 
pacted it  was  difficult  to  grasp  it,  and  especiallv  to  get  hold 
of  it  on  account  of  its  slipperiness.  He  used  one  hand  with  the 
palm  toward  the  head  of  the  infant  in  the  vagina  and  with  the 
other  he  made  pressure  above  the  pubes.  For  instance  when 
the  occiput  was  in  the  right  posterior  position  he  inserted  the 
left  hand  with  a  turning  motion  and  then  made  pressure  from 
above  with  the  right  hand.  thus,  grasping  the  head  between  the 
two,  he  untwisted,  as  it  were,  the  arm  of  the  left  hand  and  swept 
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the  head  of  the  infant  around  to  the  position  desired.  The  meth- 
od of  inserting  the  hand  was  important,  for  having  the  arm  par- 
tially rotated  gave  it  greater  strength  when  pressure  was  made 
upon  the  head  to  turn  it  into  the  desired  position.  Before  per- 
forming this  operation  the  patient  was  anesthetized,  placed  cross- 
wise of  the  bed,  and  the  operator  sat  facing  her.  When  the 
head  was  in  the  left  occipital  position  the  right  hand  was  used 
in  the  vagina.  He  had  found  the  method  a  very  successful  one, 
without  damage  to  the  mother  or  child,  and  one  that  avoided 
the  possibility  of  injury  to  either. 

Dr.  Walter  B.  Manton  had  often  tried  various  methods  in 
order  to  change  the  occipito-posterior  position  and  in  most  of 
them  had  failed.  In  private  practice  the  physician  usually  got 
in  too  late  to  see  the  case  in  time,  and  there  was  not  much  chance 
of  doing  anything  but  let  nature  go  ahead  or  apply  the  forceps. 
This  condition  occurred  largely  in  elderly  primiparse  and  in 
these  patients  the  tissues  were  stirrer  and  more  fibrous.  He 
thought  that  if  the  physician  got  to  the  case  early  this  method  was 
a  good  one. 

Dr.  Porter  said  that  the  application  of  forceps  without  rota- 
tion of  the  head  was  dangerous.  He  thought  that  impaction  of 
the  head  by  natural  forces  was  rare,  but  the  action  of  closing  the 
forceps  and  rotating  to  the  antero-posterior  position  was  likely  to 
result  in  impaction. 

THE  SYNCYTIUM. 

Dr.  Laura  H.  Branson  said  that  syncytial  tissue  was  of  fetal 
origin,  possessing  the  power  of  proliferation,  and  it  was  in  indi- 
rect line  from  the  ectodermo-trophoblast.  The  chorionic  villi  or 
parts  of  them,  together  with  their  epithelial  covering,  might  nor- 
mally circulate  in  the  vascular  and  lymphatic  circulation  of  the 
host.  It  was  possible  for  this  circulation  to  take  place  during 
the  period  of  pregnancy  from  the  formation  of  the  chorionic 
villi  even  to  the  termination  of  labor.  The  epithelial  covering  of 
the  chorionic  villi  had  the  power  of  proliferation  and  this  might 
take  place  during  the  entire  life  cycle  of  the  syncytium  and  Lang- 
hans  cells.  The  syncytium  had  a  physiological  function.  If 
foiled  in  this  function  its  pathology  might  prove  injurious  to  both 
fetus  and  host.  It  was  the  prime  factor  in  the  production  of  a 
neoplasm  whose  history  placed  it  in  a  class  by  itself :  syncytioma 
malignum.  The  theory  of  the  syncytium  as  a  prime  factor  in 
producing  eclampsia  was  one  that  was  upheld  by  all  recent  inves- 
tigations. It  was  the  one  cause  that  could  meet  all  the  claims 
made  by  recent  investigations  and  theories,  for  it  occupied  the 
middle  ground  and  met  all  theories  and  requirements  with  the 
tested  results  of  intelligent  investigation.  Hepatic  changes  were 
the  rule  and  not  the  exception  in  eclampsia.  Many  microscopical 
examinations  had  been  made  which  tended  to  prove  the  asser- 
tion.    The  changes  in  the  liver  observed  in  eclampsia  might  be 
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explained  also  as  being  caused  by  the  syncytium,  if  the  function 
of  the  liver  were  weakened  previous  to  the  ushering  in  of  preg- 
nancy. Then  it  would  be  unable  to  do  its  part  in  ridding  the 
circulation  of  these  emboli  and  of  this  toxin. 

Malignant  neoplasms  of  pregnancy  had  an  eroding  action  upon 
the  structure  of  the  uterus  and  this  was  the  nature  of  the 
chorionic  epithelium  covering  the  villi.  Normal  chorionic  epi- 
thelium was  also  one  of  the  constituents  of  these  neoplasms.  It 
was  therefore  reasonable  to  conclude  that  their  origin  was  the 
same  and  that  this  activity  remained  in  force  in  the  neoplasm. 
She  believed  that  the  future  of  chemistry  would  go  to  show  the 
natural  cell  constituents  and  to  differentiate  the  normal  con- 
stituent of  the  cell  from  the  product  of  their  ferment  meta- 
morphoses taking  place  in  the  different  neoplasms.  She  believed 
the  future  outlook  of  biological  research  was  teeming  with  promise 
in  this  particular  field  and  hoped  for  great  results  as  to  cell 
processes  in  general  with  the  power  to  differentiate  between  the 
normal  and  the  pathological  changes  taking  place  within  the  cell. 
The  study  of  the  cause  of  cell  proliferation  opened  up  an  arena 
pregnant  with  hope,  and  the  greater  the  knowledge  of  cytomor- 
phoses  the  greater  would  he  the  understanding  of  cell  prolifera- 
tion. Cell  growth  was  controlled  by  certain  stimulating  and  in- 
hibitory influences  ;  the  knowledge  of  these  would  explain  many  of 
the  unknown  phenomena,  and  this  knowledge  might  also  explain 
the  cause  of  progressive  metamorphoses  that  were  attributed  to  the 
cells  of  many  neoplasms,  particularlv  of  the  malignant  neoplasms. 

SARCOMA  OF  THE  UTERUS.   WITH    RFPORT  OF   NINE   CASES. 

_  Dr.  Ellice  McDonald  said  that  the  subject  under  considera- 
tion had  not  been  discussed  extensively  up  to  the  last  nine  years. 
In  more  recent  years  it  had  been  entered  into  more  thoroughly, 
and  it  was  found  that  many  cases  that  had  been  diagnosed  and 
considered  as  simple  fibroid  tumors  had  proved  to  show  also 
sarcomatous  changes.  Dr.  Noble  had  reported  2,200  cases  in 
wluch  there  were  about  two  per  cent,  of  fibroid  tumors  that  were 
fibromyomata.  The  cervix  was  not  often  the  site  of  the  disease 
and  sarcoma  of  the  cervix  was  very  rare.  The  fundus  of  the 
uterus  was  more  often  affected,  and  sarcoma  of  this  region  could 
be  divided  into  the  diffused  and  circumscribed.  The  diffused 
type  was  the  more  malignant  and  caused  extensive  hvpertrophy. 
The  usual  results  of  these  conditions  was  hemorrhage,  metastasis, 
and  pathological  changes  in  the  surrounding  tissues.  In  165;  cases 
45  were  subperitoneal,  and  of  the  others,  63  were  submucous.  The 
submucous  sarcoma  was  usually  a  fleshy  mass,  very  malignant, 
and  producing  severe  hemorrhage.  It  had  been  proved  by  stain- 
ing muscle  fibers  in  these  tumors  and  connected  tissiu's  that  there 
was  a  direct  transition  from  muscle  cell  to  mvomatous  cell.  Dr. 
McDonald  presented  specimens  which  showed  the  changes  that 
had  taken  place  in  the  various  tumors,  and  in  four  of  these  was 
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demonstrated  the  change  from  fibrous  tumors  to  sarcoma.  In 
other  cases  the  patient  gave  a  history  of  fibroid  tumor  for  some 
time.  He  had  seen  three  cases  in  which  there  was  a  new  growth. 
It  could  not  be  said  positively  that  sarcoma  was  always  derived 
from  a  fibroma  when  they  were  together,  but  it  was  probably  the 
case.  When  examining  specimens  it  was  important  to  cut  them 
in  such  a  way  that  the  different  parts  of  the  tumor  were  exposed 
and  microscopical  examination  should  always  be  carried  out. 

Dr.  Noble  had  had  four  cases  of  sarcoma,  and  only  during 
the  last  seven  years  had  he  made  it  a  rule  that  every  specimen  of 
fibroma  should  be  examined  microscopically.  Previous  to  that 
he  had  only  the  suspicious  looking  ones  examined.  There  was  no 
doubt  that  if  the  fibroid  tumors  were  systematically  examined  more 
sarcomata  would  be  found. 

Dr.  Craig  said  that  he  had  had  three  cases  of  sarcoma  in  the 
uterus.  One  was  very  early  in  the  disease  and  one  was  further 
advanced.  These  two  cases  had  sarcoma  of  the"  fundus.  One  of 
them  died  by  metastasis  and  recurrence  and  the  other  recovered. 
The  third  case  had  been  supposed  to  be  fibroid. 

Dr.  Carson  had  seen  a  number  of  cases  of  fibroid  tumors  which 
had  later  become  malignant  and  fatal.  He  thought  that  fibroid 
tumors  ought  to  be  removed,  for  he  considered  that  the  .voman 
who  had  a  fibroid  was  in  danger. 

Dr.  Walter  B.  Dorsett  said  that  in  years  gone  by  lie  had 
postponed  operations  and  wished  to  plead  guilty  to  having;  had 
considerable  faith  in  electricity  at  one  time.  He  cited  a  case  of 
a  woman  with  a  small  pedunculated  tumor  of  the  fundus  of  the 
uterus  which  in  five  or  six  years  weighed  eight  pounds.  She 
developed  fever  and  was  treated  for  malaria  and  consented  to 
have  an  operation  after  the  malaria  had  subsided,  but  it  did  not 
subside.  Finally,  she  was  placed  on  the  table  with  a  pulse  of 
120,  was  operated  on,  and  a  'arge  tumor  fed  by  blood  supply  irom 
the  omentum  was  removed.  It  was  found  that  this  tumor  con- 
tained pus.  The  temperature  subsided  and  the  patient  recovered. 
He  thought  there  was  no  doubt  that  fibroid  tumors  changed  to 
sarcoma  and  carcinoma,  and  the  only  cases  where  an  operation 
should  not  be  performed  were  the  combination  of  small  tumors 
with  pregnancy. 

Dr.  Gilliam  said  that  he  had  been  conservative  at  all  Limes 
in  dealing  with  these  cases.  While  some  might  remove  fibroid 
tumors  with  a  mortality  of  one  or  two  per  cent.,  he  thought  the 
average  was  nearer  ten  per  cent.  When,  therefore,  no  trouble 
resulted  from  the  tumor  he  left  it  alone. 

Dr.  McDonald  said,  in  conclusion,  that  after  all  he  believed 
he  differed  from  all.  In  his  examinations  he  had  found  one  fibroid 
tumor  in  every  seven  cases  examined,  and  if  we  operated  on  one 
case  in  every  fifth  woman  we  would  do  a  foolish  thing.  His 
report  was  based  on  fatal  cases,  and  it  was  necessary  to  draw  the 
line  somewhere,  though  it  was  difficult  to  do.     It  was  his  opinion 
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that  indications  for  operation  should  be  more  or  less  lasting,  and 
it  was  his  rule  to  onerate  where  the  tumor  produced  symptoms. 

The  following-  officers  for  the  ensuing  year  were  elected : 
Chairman,  Dr.  Walter  B.  Dorsett,  St.  Louis,  Mo. ;  Vice-chairman, 
Charles  P.  Noble,  Philadelphia,  Pa.;  Secretary,  Walter  P.  Man- 
ton,  Detroit,  Mich. ;  Delegate,  F.  F.  Simpson,  Pittsburg,  Pa. ; 
Alternate,  Thomas  J.  Watkins,  Chicago,  111. 
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OBSTETRICS. 

Prognosis  of  Breech  Presentations. — Gaussel  Ziegelmann 
(L'Obstet.,  March,  1907)  reminds  us  that  in  former  times  the 
breech  presentation  was  regarded  as  somewhat  less  favorable  to 
both  mother  and  infant  than  the  vertex.  He  has  made  a  study  of 
the  records  of  the  Maternity  Hospital  of  Montpellier  with  refer- 
ence to  the  statistics  to  be  gained  in  breech  presentations.  He 
finds  that  they  were  somewhat  less  frequent  than  in  city  clinics. 
Between  1896  and  1906  he  finds  53  breech  presentations,  32  com- 
plete and  21  incomplete.  He  concludes  from  tabulation  of  the 
records  of  these  cases  that  breech  presentation  is  almost  as  favor- 
able for  the  mother  as  vertex.  The  course  of  the  labor  is  as  rapid 
and  as  regular,  ruptures  are  no  more  frequent  than  usual,  and  the 
puerperal  period  is  physiological.  For  the  child  the  prognosis  is  a 
little  graver  than  in  the  vertex  presentation ;  complete  and  incom- 
plete presentations  do  not  differ.  The  disengagement  of  the  feet 
to  assist  delivery  does  not  seem  to  be  of  any  benefit. 

Use  of  the  Ventral  Bandage  During  Labor. — Vallee  {Ami. 
des  Sci.  Med.  de  Lille,  March  30,  1907)  describes  her  method  of 
assisting  labor  by  the  use  of  a  bandage  placed  around  the  abdomen 
of  the  patient  so  as  to  exercise  a  firm  compression  on  the  uterus 
from  the  beginning  of  true  labor  pains  until  delivery.  With  this 
is  combined  the  horizontal  position  in  bed  from  the  beginning  of 
labor.  As  the  fetus  escapes  from  the  pressure  of  the  bandage,  in 
the  last  stage  of  labor,  the  hands  of  the  assistant  make  pressure, 
following  down  the  body  of  the  child.  These  means  give  a  point 
of  support  to  the  contractions,  and  they  become  regular,  strong, 
and  frequent  from  the  time  of  application  of  the  bandage.  The 
bag  of  waters  is  kept  intact,  and  presses  down  through  the  cervix, 
which  is  directed  into  the  center  of  the  pelvic  canal  by  the  rectified 
position  of  the  uterus.  Thus  the  bag  of  waters  exercises  its  nor- 
mal dilating  force  in  the  right  direction  and  is  most  efficient.  The 
patient  suffers  much  less  than  usual  and  is  less  fatigued  by  the 
labor.  No  bad  effects  on  the  infant  are  observed.  Labor  is  much 
hastened  and  ends  in  a  few  hours.  The  placenta  is  much  flattened 
and  is  delivered  rapidly  with  little  hemorrhage,  and  no  clots  are 
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found  in  the  vagina.     The  method  has  been  successful  with  all 
presentations. 

Scopolamin-Morphine  in  Labor. — W.  Steffen  (Arc hit'  f. 
Gyn.,  Bd.  81,  H.  21)  has  observed  three  hundred  cases  of  labor 
conducted  under  the  use  of  scopolamin-morphine  injections,  at  the 
Krankenhaus  at  Dresden.  Out  of  1,335  cases  delivered  during 
1906  only  these  300  were  thought  suitable  for  this  type  of  nar- 
cosis. All  cases  of  contracted  pelvis,  or  that  were  considered  to 
be  likely  to  have  a  prolonged  labor  were  excluded  on  account  of 
the  slowing  of  the  labor  pains  that  is  found  to  be  the  result  of  the 
drugs.  There  are  many  of  the  human  species  who  do  not  bear 
scopolamin  well ;  even  a  small  portion  of  a  milligram  may  produce 
bad  effects.  For  this  reason  morphine  was  added  to  lessen  the 
mental  disturbances  and  excitation,  since  it  quiets  the  central 
nervous  system.  On  the  fetus  morphine  may  produce  arythmia 
of  the  heart  if  too  large  a  dose  is  given.  Morphine  alone  has  been 
found  to  have  a  favorable  effect  on  the  contractions  when  the 
patient  has  become  exhausted.  By  giving  this  drug,  and  allowing 
a  sound  sleep  of  several  hours,  the  patient  is  rested  and  more  reg- 
ular, and  stronger  pains  are  produced.  At  first  the  injections  of 
scopolamin-morphine  were  given  as  soon  as  the  regular  labor 
pains  came  on,  but  it  was  found  that  the  pains  were  inhibited  to 
a  great  degree  by  the  drugs,  and  labor  was  much  prolonged. 
Injections  were  then  given  only  when  strong  pains  had  come  on, 
and  later  they  were  given  only  at  the  beginning  of  the  last  stage 
of  labor,  when  the  most  severe  pains  are  experienced.  In  favor- 
able cases  they  make  the  contractions  painless,  and  these  go  on 
more  strongly  and  quietly  until  delivery  is  accomplished.  The 
patient  has  no  feeling  of  pain  and  no  remembrance  of  the  labor, 
sometimes  insisting  that  she  has  not  been  delivered  and  the  child 
is  not  hers.  The  woman  is  not  able  to  control  the  abdominal 
pressure,  and  it  is  very  difficult  to  protect  the  perineum.  Pres- 
sure on  the  abdomen  may  be  necessary  to  aid  expulsion,  on 
account  of  weakness  of  the  contractions.  The  effect  on  the 
friends  of  the  patient  of  the  red,  congested  face,  the  restlessness 
that  is  sometimes  seen,  and  the  inabilitv  to  rouse  the  patient  to 
natural  consciousness  is  disagreeable,  and  hence  this  form  of 
anesthesia  is  not  well  adapted  to  the  delivery  of  cases  in  private 
practice.  Another  difficulty  is  that  the  physician  must  be  present 
and  ready  to  give  aid  during  the  entire  labor,  not  leaving  the 
patient  at  any  time  to  the  care  of  the  nurse  or  midwife.  The 
child  when  delivered  does  not  cry  lustily,  and  is  sleepy,  and  even 
stupid.  This  passes  away  in  about  ten  minutes,  but  occasions 
some  anxiety.  The  author  concludes  that  the  effect  of  scopolamin- 
morphine  is  not  regular,  and  every  case  must  be  carefully  watched 
throughout  its  course.  Its  use  is  not  adapted  to  all  cases  of  labor, 
and  only  primiparae  with  normal  pelves  and  strong  pains  should 
be  treated  thus.  It  is  not  altogether  without  danger  for  mother 
and  child,  and  is  not  adapted  to  private  practice. 
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Length    of    Time   in    Bed   After    Physiological    Labor. — L. 

Bouchacourt  (La  Presse  Med.,  May  15,  1907)  discusses  the  time 
that  it  is  necessary  for  a  patient  delivered  normally  and  having 
a  normal  puerperium  to  remain  in  bed.  The  length  of  this  time 
differs  in  different  countries  and  nations  from  a  few  hours  to 
several  weeks.  Among  savage  nations  it  is  well  known  that 
the  mother  is  confined  when  on  the  march,  accomplishes  her  own 
delivery,  and  goes  on  her  way  with  the  others.  In  some  country 
districts  it  is  a  matter  of  emulation  among  the  women  to  remain 
in  bed  as  little  time  as  possible  before  undertaking  all  the  house- 
hold work,  and  yet  there  seem  to  be  few  bad  results.  Among  the 
richer  classes,  on  the  contrary,  it  is  the  habit  to  remain  in  bed 
a  month,  and  it  is  difficult  to  get  the  patient  to  leave  her  bed. 
The  consensus  of  opinion  at  the  present  day  seems  to  be  that 
it  is  best,  in  order  to  secure  perfect  involution,  to  remain  in  bed 
from  two  to  three  weeks,  and  to  return  gradually  to  the  ordinary 
duties  of  life. 

Prolonged  Retention  of  the  Ovum  After  Abortion. — R.  Gari- 
puy  (Presse  Med.,  April  24,  1907)  calls  attention  to  the  rather 
frequent,  partial,  or  total  retention  of  the  ovum  after  abortion. 
The  complications  that  thus  arise  are  hemorrhage  and  infection. 
Rarely  the  entire  ovum  is  retained.  The  placenta  may  be  re- 
tained by  the  uterus  with  remarkable  tolerance,  and  the  absence 
of  general  or  local  symptoms  makes  the  diagnosis  extremely 
difficult.  The  placenta  may  be  eliminated  in  fragments  at  stool, 
without  the  knowledge  of  the  patient.  In  case  of  entire  retention 
of  the  ovum  there  are  no  transformations  of  the  tissues.  The 
ovum  remains  in  the  uterus  for  a  variable  time  without  any 
changes  and  without  symptoms  and  is  then  expelled  intact. 
When  only  the  placenta  is  retained  it  may  undergo  changes  that 
transform  it  into  a  placental  polypus,  with  a  proliferation  of  the 
connective  tissue  of  the  villosities  and  of  their  epithelial  cover- 
ing. The  persistence  of  vitality  of  the  adherent  placenta  is  per- 
mitted ;  coagulation  of  the  blood  is  prevented  and  circulation 
continues.  There  are  almost  no  signs  of  retention,  and  it  is  often 
impossible  to  tell  whether  the  abortion  has  taken  place.  The 
uterus  acts  as  it  does  after  a  threatened  abortion  and  closes  itself 
on  the  incomplete  ovum  as  if  this  were  intact.  The  absence 
of  hemorrhage  is  explained  bv  the  absence  of  separation  of  the 
placenta.  If  the  woman  has  been  examined  and  pregnancy  diag- 
nosed before  the  abortion,  this  is  an  aid  to  diagnosis;  but  if  this 
has  not  taken  place  the  difficulties  are  greater.  There  may  be 
no  bleeding,  and  not  even  a  serous  flow,  or  clots  may  be  expelled. 
Pelvic  pains  may  be  absent.  Onlv  physical  examination  will 
aid  us.  Closure  of  the  cervix  may  be  normal.  There  may  be  a 
diminution  in  the  size  of  the  uterus,  and  examinations  at  intervals 
may  be  of  service.  Modifications  of  form  of  the  uterus  have 
some  value.     The  consistence  will  be  neither  the  peculiar  soft- 
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ness  of  pregnancy,  nor  a  normal  hardness,  but  these  differ- 
ences are  evident  only  to  the  skilled  touch.  Metritis  and  sub- 
involution complicate  the  diagnosis,  but  in  these  conditions  there 
is  often  tenderness  of  the  uterus.  Having  satisfied  oneself  that 
pregnancy  does  not  exist,  it  is  allowable  to  dilate  the  cervix 
and  remove  whatever  is  found  there. 

Care  of  Nipples  and  Breasts  During  Pregnancy  and  Lacta- 
tion.— P.  Lagueux  (Bull.  Med.  de  Quebec,  April  1907)  says 
that  during  pregnancy,  if  the  nipples  are  well  formed  and  not 
painful,  no  treatment  except  absolute  cleanliness  is  necessary.  If 
the  nipples  are  small  it  is  best  to  use  massage  in  the  shape  of 
traction  for  fifteen  minutes  daily  during  the  last  two  months, 
using  boracic  acid  vaseline  as  a  lubricant.  In  lactation  the 
breasts  and  everything  that  touches  them  should  be  kept  as  aseptic 
as  possible.  They  should  be  enveloped  in  sterilized  gauze.  The 
mouth  of  the  infant  should  be  washed,  before  and  after  nursing, 
with  boracic  acid  solution.  The  patient  should  not  touch  the 
nipples  herself.  If  there  are  cracks  the  best  anplication  is  nitrate 
of  silver,  1-10,  applied  with  cotton  on  a  stick.  The  breasts  should 
be  washed  with  boracic  acid  solution.  When  the  patient  does 
not  nurse  her  infant  the  breasts  and  axillae  should  be  enveloped 
in  cotton  pads,  and  a  firm  bandage  applied,  which  remains  on 
until  the  milk  disappears  from  the  breast.  If  they  become  pain- 
ful and  full  Rochelle  salts  should  be  given.  When  the  patient  is 
nursing  a  bandage  is  used  to  support  the  breasts.  If  they  become 
painful  massage  is  used  every  four  hours,  given  by  the  nurse, 
to  distribute  the  milk  evenly  in  the  breast.  If  there  is  not  enough 
milk  the  patient  should  take  milk,  eggs,  butter,  and  cream.  If 
infection  is  established  massage  is  most  useful  to  remove  the  pus 
from  the  milk  ducts.  It  should  be  given  at  first  lightly,  then  with 
more  pressure,  every  four  hours,  with  the  use  of  the  ice-bag 
between.  When  the  skin  becomes  red  and  inflammation  sets  in, 
the  abscess  must  be  opened  and  treated  like  an  abscess  in  any 
other  place.  Incisions  should  be  radiating  so  as  to  cut  as  few 
milk  ducts  as  possible.  The  infant  mav  nurse  the  breast  again 
after  the  abscess  is  cured  if  the  milk  still  remains. 

Puerperal  Mastitis  of  Exceptional  Gravity. — Trillat  and 
Latrajet  (Lyon  Med.,  March  31,  1907)  describe  two  cases  of 
mastitis  of  such  gravity  that  the  patients  died  of  septicemia. 
Such  cases  are  of  extreme  rarity.  One  occurred  on  the  fifth  day 
after  labor,  when  the  mother  had  suddenly  ceased  to  nurse  the 
infant.  In  the  second  it  occurred  in  the  beginning  of  the  second 
month,  and  the  mother  had  not  nursed  the  infant  for  twenty-six 
days.  The  general  condition  of  septicemia  came  on  with  great 
rapidity  after  the  local  manifestations  began.  In  spite  of  ener- 
getic surgical  treatment  death  soon  occurred.  The  examination 
of  the  uterus  showed  that  it  was  intact  and  took  no  part  in  the 
infection.     Examination  of  the  blood  in   one   case   showed   the 
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presence  of  staphylococcus  pyogenes  aureus.  It  is  known  that 
the  staphylococcus  aureus  is  a  habitual  inhabitant  of  the  milk 
ducts.  Virulence  of  the  pathogenic  agent  plays  the  most  impor- 
tant role  in  such  cases.  Expression  of  the  breast,  which  was 
done  in  these  cases,  is  not  to  be  recommended  when  there  is 
a  disease  of  the  breasts  that  shows  symptoms  of  having  become 
generalized.  Early,  large  incision,  with  prolonged  drainage,  is 
the  best  treatment. 

Treatment  of  Mastitis  with  Bier's  Suction. — P.  Zacharias 
{Munch.  Med.  Woch.,  April  9,  1907)  has  made  use  of  the  suc- 
tion method  of  Bier  in  cases  of  mastitis  treated  at  the  Erlangen 
Hospital.  The  production  of  passive  hvperemia  through  suction 
apparatus  has  a  wide  field  in  modern  therapeutics.  The  suction 
hyperemia  has  the  effect  of  inhibiting  bacterial  action  in  the 
tissues.  In  the  last  seven  years,  at  the  Erlangen  clinic,  there 
have  been  treated  2,214  labor  cases,  among  which  there  have  been 
52  cases  of  mastitis,  that  is,  2.35  per  cent.  Among  these  cases 
63  breasts  were  treated.  Thirty  were  treated  antiphlogistically ; 
ten  per  cent,  had  to  be  incised.  Thirty-three  were 
treated  by  suction ;  only  two  were  incised,  that  is,  six 
per  cent.  The  author  believes  that  at  the  begin- 
ning of  a  case  of  mastitis  this  treatment  is  a  sovereign 
remedy.  Only  failure  in  the  technique,  or  beginning  the  treat- 
ment too  late,  will  give  unsatisfactory  results.  In  cases  which 
come  to  the  clinic  after  abscess  formation  has  taken  place  no 
benefit  will  be  received.  This  method  enables  the  mother  to  con- 
tinue nursing  her  child,  while  under  the  old  system  it  was  neces- 
sary to  stop  nursing  and  on  recovery  the  milk  was  gone  from  the 
breast.  Under  this  treatment  lactation  is  rather  a  benefit  to  the 
mother.  If  nursing  gives  pain  the  milk  can  be  removed  by  suc- 
tion and  lactation  begun  at  the  end  of  the  treatment.  The  best 
method  of  applying  the  treatment  is  to  begin  as  soon  as  there 
is  any  rise  of  temperature,  giving  three  suctions  daily  of  half  an 
hour  each.  The  child  may  nurse  before  the  treatment,  as  other- 
wise the  greater  part  of  the  milk  is  lost.  After  the  tempera- 
ture has  fallen  and  inflammation  disappeared  suction  is  stopped, 
treatment  being  needed  for  two  or  three  davs  at  most.  When 
by  the  third  day  the  temperature  has  not  fallen  to  normal  we 
may  expect  abscess  formation.  Recurrence  took  place  once,  but 
yielded  to  application  of  the  same  treatment.  The  bell  glasses 
should  be  large  enough  to  entirely  cover  the  gland  and  should 
not  give  any  pain.  In  thin  patients  a  little  air  may  get  under 
the  bell,  and  this  will  give  pain,  so  that  some  pressure  may  be 
needed  to  £eep  the  bell  in  contact  with  the  thorax.  The  bell 
must  be  filed  gradually  with  air  at  the  end  of  the  treatment.  The 
treatment  should  never  be  put  into  the  patient's  own  hands  to 
execute. 

Diffuse  Infectious  Phlegmon  of  the  Mammary  Gland,  End- 
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ing  in  Death  of  a  Nursing  Mother  at  the  Sixth  Month  After 
Labor. —  {Lyon  Med.,  April  21,  1907)  Planchu  and  Andre 
Rendu  report  a  very  rare  case  of  infection  of  the  mammary 
gland  in  a  woman  who  had  been  normally  nursing  her  child 
for  six  months.  She  was  a  remarkably  healthy  specimen  and 
had  well  developed  mammary  glands  and  plenty  of  milk.  The 
children  that  she  was  nursing  were  healthy  and  showed  no 
signs  of  infection ;  the  hospital  service  was  new  and  an  infectious 
case  had  never  been  treated  there.  Nevertheless  an  infection 
that  was  at  first  moderate  went  on  progressively  from  bad  to 
worse,  and  the  patient  died  on  the  ninth  day  with  all  symptoms 
of  general  septicemia.  The  breast  at  first  snowed  only  the  signs 
of  a  small  amount  of  pus,  removed  under  expression.  It  was  not 
painful  or  tender  at  any  stage  of  the  case,  and  the  incisions 
were  made  without  anesthesia  and  without  complaint  of  pain. 
The  expression  method  has  been  used  with  success  in  the  treat- 
ment of  so  many  cases  that  it  is  impossible  to  think  that  it  was 
the  cause  of  the  generalization  of  a  local  mammary  infection. 
No  bacteriological  examinations  were  made. 

History  of  an  Epidemic  of  Puerperal  Fever  from  Strepto- 
cocci.— Gonnet  (Lyon  Medical,  April  7,  1907)  gives  the  his- 
tory of  an  epidemic  of  puerperal  fever  occurring  in  the  Univer- 
sity Obstetrical  Hospital.  Although  such  epidemics  are  much 
less  frequent  than  formerly  and  are  of  less  severity,  still  they 
occur  at  the  present  day.  The  source  of  infection  may  be  brought 
into  the  ward  bv  any  case  that  has  been  subjected  to  repeated 
examinations  before  admission,  and  the  cause  of  the  infection  in 
the  first  case  is  believed  by  the  author  to  be  always  the  hand. 
The  cause  in  general  is  the  streptococcus  pyogenes.  The  only 
means  of  putting  an  end  to  the  epidemic  is  the  prompt  isolation 
of  each  victim  as  soon  as  the  infection  is  discovered.  The  dan- 
ger of  contamination  exists  during  the  latent  period  of  incuba- 
tion, while  many  cases  are  insidious,  accompanied  by  slight  ele- 
vation of  temperature  and  few  uterine  signs.  The  possibility  of 
the  early  recognition  of  the  streptococcus  in  the  lochia  is  most 
important.  As  soon  as  a  single  streptococcus  case  has  occurred 
in  a  ward  a  systematic  examination  of  the  lochia  of  each  patient 
in  the  ward  should  be  made  daily.  We  must  have  a  means  of 
recognizing  the  streptococcus  quickly  in  cultures,  and  the  use 
of  blood-agar  gives  us  such  a  means.  This  means  ha§  been  used 
in  the  hospital  mentioned,  where  there  are  several  confinements 
every  day.  Several  other  microorganisms  have  been  found  in 
the  lochia,  especially  certain  anaerobes.  The  epidemic  began  with 
the  arrival  of  a  patient  whose  membranes  had  been  ruptured 
three  days  before  entrance  and  who  had  submitted  to  many 
vaginal  examinations.  Delivery  was  nevertheless  normal.  Two 
days  later  there  was  a  rise  of  temperature  and  pulse,  and  strep- 
tococci were  found  on  the  blood-agar.     The  case  was  promptly 
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isolated,  but  new  ones  began  at  once  to  occur  among  those  de- 
livered in  the  same  room.  There  were  ten  cases  in  all,  of  which 
the  author  gives  the  histories.  There  were  present  other  micro- 
organisms, but  of  feeble  pathogenic  quality.  When  the  anae- 
robes were  present  in  numbers  the  temperature  rise  was  moder- 
ate. In  one  half  of  the  cases  the  culture  contained  only  strepto- 
cocci; in  the  others  there  were  staphylococci.  When  there  were 
few  colonies,  isolated,  and  easy  to  count  there  was  a  mild  infec- 
tion. The  contagion  is  very  rapid  and  easy ;  it  is  only  necessary 
for  the  patient  to  remain  a  few  hours  in  the  same  room  with  an 
infected  woman  to  begin  to  show  streptococci.  It  is  propagated 
by  the  hands  of  the  attendants,  rarely  directly  from  one  patient 
to  another.  The  persistence  of  the  streptococcus  in  the  genitals 
is  very  variable.  Even  after  the  temperature  has  fallen  there 
may  be  streptococci  in  the  discharges  for  a  long  time,  and  they 
are  always  dangerous.  Streptococci  of  a  latent  type  are  fre- 
quent. Without  any  symptoms  the  germs  are  still  present,  and 
such  cases  are  very  dangerous  to  other  patients.  The  examina- 
tion of  the  blood  is  most  important,  the  prognosis  being  fatal 
when  the  germs  are  found  in  it.  The  prophylactic  measures 
and  those  necessary  to  stop  the  spread  of  the  epidemic  are  early 
examination  of  the  lochia  of  all  suspects  and  isolation  of  all 
cases  at  once.  As  soon  as  the  temperature  reaches  38 °  C.  the 
patient  should  be  isolated. 

Inflammatory  Lesions  of  the  Tubes  and  Pregnancy. — Louis 
Verdelet  (Gaz.  Hebd.  des  Sci.  Med.,  May  12,  1907)  describes  a 
case  of  pelvic  peritonitis  with  salpingitis  and  fixed  uterus  in 
which  conservative  treatment  resulted  in  removal  of  all  the 
exudates  and  a  normal  pregnancy  and  delivery  followed.  It  is 
generally  held  that  salpingitis  prevents  future  pregnancies,  and 
while  sterility  as  a  rule  follows,  this  case  shows  that  it  is  not 
invariably  present.  Pregnancy  is  possible  both  in  the  course  of 
and  after  salpingitis.  Abortion  may  be  the  result ;  but,  as  in 
this  case,  normal  delivery  mav  follow.  Pregnancy,  when  it  does 
occur,  has  a  favorable  effect  in  hastening  the  melting  away 
of  the  inflammatory  tissue  following  the  peritonitis.  Hence,  a 
conservative  treatment  should  be  used  whenever  possible  in  such 
cases. 

Prevention  of  Puerperal  Fever. — Otto  v.  Herri  (Munch.  Med. 
Woch.,  May  21,  1907)  considers  that  physicians  lay  too  much 
blame  on  midwives  for  the  production  and  spreading  of  puerperal 
fever.  The  general  practitioner  is  just  as  liable  to  be  the  carrier 
of  infection  bv  not  using  efficient  disinfection  of  the  hands  before 
examination  and  operation.  The  disinfection  of  the  hand  must 
not  be  perfunctory,  but  must  be  thorough  and  will  take  some 
time.  Therefore  it  is  often  neglected,  and  only  a  partial  re- 
moval of  ererms  from  the  skin  takes  place.  In  order  to  get  per- 
fect disinfection  we  must  not  make  use  of  a  slow  and  tedious 
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method,  which  goes  through  several  processes  and  necessitates 
apparatus  that  is  cumbersome  to  carry  about.  The  shorter  and 
simpler  the  method  the  better  results  we  will  get  in  the  end. 
The  author  advocates  the  use  of  the  hot  water  and  alcohol  meth- 
od, since  that  gives  a  perfect  result  with  only  two  processes  to 
go  through,  and  all  the  anoaratus  that  is  required  is  two  basins, 
a  brush,  and  some  gauze.  The  use  of  rubber  gloves  has  many 
disadvantages,  and  really  requires  an  efficient  disinfection  of  the 
hands  before  they  are  put  on,  since  the  gloves  are  apt  to  tear 
or  to  be  cut  by  instruments,  and  they  are  almost  impossible  to  put 
on  over  hands  that  are  wet  and  unpowdered,  and  a  tear  spoils 
their  usefulness.  The  danger  of  introduction  of  germs  is  in- 
creased by  every  unnecessary  examination  or  operation,  and  the 
author  believes  that  patience  and  conservatism  will  do  away 
with  many  of  the  smaller  operative  procedures,  such  as  forceps 
extractions.  The  author  has  made  use  of  this  method  of  disin- 
fection in  6,000  cases  of  labor  at  the  Basel  Frauenklinik  and  has 
found  it  most  efficient.  His  mortality  from  puerperal  fever  has 
been  0.08  per  cent. 

GYNECOLOGY  AND  ABDOMINAL   SURGERY. 

Endothelioma  of  the  Ovary.— Channing  W.  Barrett  (Surg., 

Gyn.,  and  Obst.,  May,  1907)  presents  a  review  of  the  eighty- 
four  cases  of  this  type  recorded  in  the  literature  and  adds  a 
report  of  a  case  seen  by  himself.  He  says  that  less  confusion 
will  prevail  if  the  endothelioma  is  considered  a  separate  class 
of  tumor.  Such  a  classification  has  justification  in  the  histo- 
genesis, morphology,  and  arrangement  of  the  cells.  The  tumor 
cannot  be  made  to  conform  to  the  sarcoma  or  the  carcinoma. 
Endothelioma  should  be  divided  into  three  varieties :  lymphangio- 
endothelioma intravascular^  hemangio-endothelioma  intravascu- 
lare,  and  hemangio-endothelioma  perivasculare,  to  correspond 
with  their  three  origins.  Endothelioma  of  the  ovary  has  a  high 
mortality  if  operation  is  delayed.  Patients  should  be  educated  to 
seek  earlier  relief  for  pelvic  conditions.  On  account  of  the  ten- 
dency of  the  uterus  to  become  involved  and  the  growth  to  return 
in  the  opposite  ovary,  we  should  seriously  consider  the  advis- 
ability of  their  removal  at  the  time  of  removing  a  malignant 
tumor  of  the  ovary. 

Hemorrhage  at  the  Beginning  of  Puberty.— J.  Fischer 
(Monat.  f.  Geburts.  u.  Gyn.,  April,  1907)  describes  two  cases  of 
severe  hemorrhage  in  girls  twelve  and  thirteen  years  of  a^e 
coming  on  near  the  beginning  of  menstruation.  Only  a  curettnV 
of  the  uterus  had  any  effect  in  stopping  the  flow.  In  one  of  them 
there  was  undoubtedly  a  hemophilic  condition,  while  the  other 
patient  had  purpura  hemorrhagica.  Hemophilia  is  much  more 
frequent  in  men  than  in  women,  but  there  are  undoubted  cases  in 
which  menstruation  has  caused  severe  hemorrhage  in  such  sub- 
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jects.  The  periods  begin  generally  at  a  very  early  age.  The 
menses  are  very  plentiful,  irregular,  and  of  long  duration,  and 
generally  continue  during  pregnancy.  Severe  hemorrhages  are 
frequent.  Bleeding  from  other  organs,  such  as  the  nose,  mouth, 
and  throat,  and  from  skin  and  hemorrhoids,  is  common.  Hemor- 
rhages occur  at  puberty  and  the  climacteric.  The  author  found 
large  coagula  in  the  uterus,  showing  that  the  blood  does  not  lose 
its  coagulating  power.  Out  of  5,000  obstetrical  and  gynecologi- 
cal cases  the  author  has  seen  twelve  of  pronounced  hemorrhages 
in  girls  from  twelve  to  seventeen  years  of  age.  The  amount 
and  duration  of  the  menses  was  great,  hemorrhage  lasting  from 
twelve  days  to  eight  weeks.  Locally,  nothing  that  was  abnormal 
was  to  be  found  by  rectal  examination.  Hydrastis  and  ergotin 
were  the  best  internal  remedies  and  were  successful  in  sixteen 
of  the  cases.  Tumors  of  the  uterus  may  cause  hemorrhage.  So 
may  acute  infections,  heart  lesions,  kidney  troubles,  malaria,  and 
chronic  poisoning  by  lead  and  arsenic.  There  is  a  hemorrhagic 
form  of  chlorosis.  Local  deviations  of  the  uterus,  stenosis,  mas- 
turbation, constipation,  abuse  of  hot  baths,  standing,  sewing  on 
the  machine,  riding,  and  dancing  may  all  cause  hemorrhages  in 
young  girls. 

Sclerosis  of  the  Arteries  of  the  Uterus  as  a  Cause  of  Un- 
controllable Hemorrhage. — A.  Solowij  (Monatsschr.  f.  Geb.  u. 
Gyn.,  March,  1907)  says  that  most  of  the  severe  and  uncon- 
trollable hemorrhages  of  the  uterus  are  due  to  inflammatory 
changes  in  the  uterine  mucous  membrane,  to  circulatory  derange- 
ments resulting  from  retroversion,  and  to  new  growths.  When  the 
uterus  is  not  markedly  enlarged,  the  position  and  adnexa  are  nor- 
mal, and  there  is  no  tendency  to  hemophilia,  we  may  seek  for, 
changes  in  the  walls  of  the  blood-vessels  as  a  cause  of  hemor- 
rhage. These  alterations  are  not  infrequent,  yet  cases  that  are  so 
severe  as  to  cause  uncontrollable  hemorrhages  are  somewhat 
rare.  The  author  describes  a  case  in  which  a  patient  who  had 
had  several  normal  labors  and  had  been  curetted  for  hemorrhages 
twice,  submitted  to  the  operation  of  total  extirpation  of  the  uterus 
before  the  uncontrollable  bleeding  could  be  stopped.  The  ex- 
amination of  the  uterus  that  had  been  removed  showed  very 
marked  changes  in  the  walls  of  the  blood-vessels,  as  well  as  in 
the  muscular  structure  of  the  organ.  The  muscular  fibers  were 
atrophied  and  replaced  by  connective  tissue.  The  changes  were 
for  the  most  part  in  the  middle  coats  of  the  arteries,  whose  walls 
were  much  thickened.  The  mucous  membrane  was  not  much 
changed.  There  are  two  forms  of  sclerotic  change  in  the  ar- 
teries of  the  uterus :  first,  the  senile,  which  results  in  extravasa- 
tion of  blood  into  the  mucous  membrane  and  the  walls  of  the 
uterus,  but  with  no  hemorrhages  into  the  cavity  of  the  organ. 
The"  "alteration  of  the  arteries  is  confined  to  the  intima,  the  lumen 
of  the  vessel  being  contracted  or  obliterated.     The  other  form 
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occurs  in  younger  women  near  the  climacteric.  The  changes  are 
in  the  media,  the  lumen  of  the  arteries  is  not  diminished,  but 
often  increased,  and  the  symptom  of  note  is  uncontrollable  hemor- 
rhage into  the  cavitv  in  severe  cases.  Senile  sclerosis  gives  no 
symptoms  during  life,  and  is  generally  recognized  on  the  post- 
mortem table.  The  other  form  is  generally  combined  with 
chronic  metritis.  Metritis  occurs  in  two  forms,  hyperplastic,  due 
to  chronic  congestion,  and  inflammatory,  due  to  infection  of  the 
endometrium.  The  results  of  both  forms  is  the  same,  i.e.  in- 
crease in  the  size  of  the  uterus,  increase  in  the  connective  tissue 
of  the  organ,  especially  about  the  blood-vessels,  and  atrophy  of 
the  musculature.  The  impulse  to  increase  in  connective  tissue 
arises  either  outside  the  vessels  in  the  uterine  parenchyma,  or 
in  inflammatory  changes  in  the  vessels  themselves.  Chronic 
metritis  always  causes  sclerosis  of  the  arteries.  Diagnosis  is 
made  by  exclusion.  The  contractile  elements  of  the  vessels  and 
of  the  uterine  walls  no  longer  act  and  bleeding  results.  Treat- 
ment is  unsatisfactory,  ergot  becomes  useless,  as  well  as  hot 
douches,  as  soon  as  the  vasomotor  elements  lose  their  power. 
Rest  in  bed  and  regulation  of  the  bowels  may  help  by  lessening 
congestion  of  the  uterus.  Curetting  may  aid  at  first,  but  a  time 
comes  when  removal  of  the  organ  will  be  the  only  means  of.  sav- 
ing life. 

Carcinoma  of  the  Superficial  Mucous  Membrane  of  the  Ute- 
rine Cavity. — Walther  Schauenstein  {Gyn.,  Rund.  H.  5,  1907) 
tells  us  that  pure  carcinomata  of  flattened  epithelium  may  in- 
volve the  mucous  membrane  of  the  uterine  cavity  or  of  the  cer- 
vix. Such  carcinomata  may  spread  over  the  lining  of  the  body 
as  secondary  growths.  Hence  we  must  divide  the  carcinomata  of 
flattened  epithelium  into  two  groups :  first,  primary  growths ; 
second,  secondary  growths  which  have  spread  from  a  primary 
carcinoma  of  the  cervix.  This  classification  is  made  as  a  result 
of  examinations  of  the  cell  elements  of  the  growths,  as  well  as 
of  the  clinical  symptoms  present.  In  one  case  cited  by  the  writer 
he  made  examinations  of  the  entire  body  of  the  uterus  seriatim, 
and  found  that  there  had  been  no  involvement  of  the  cervix  at 
all.  The  changes  in  the  mucous  membrane  were  of  two  kinds. 
There  had  been  a  chronic  purulent  endometritis,  which  resulted 
in  small-celled  infiltration  of  the  mucous  membrane,  and  a  true 
pvogenic  membrane  was  formed.  Afterwards  the  entire  lining 
was  destroved  in  some  places  and  the  characteristics  of  cylindri- 
cal epithelium  were  lost.  A  growth  took  place  of  cancroid  pearls 
having  the  characteristics  of  flattened  epithelium,  and  a  typical 
horny  epithelioma  was  formed.  Hence  the  author  believes  it  to 
have  been  a  primary  cancroid  of  the  uterine  body.  There  were 
three  areas  of  growth  separated  from  one  another,  and  several 
smaller  ones  at  other  ooints  of  the  lining,  due  to  the  implantation 
of  particles  of  cancerous  material  separated  from  the  larger  areas. 
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Suppuration  of  Fibromata  of  the  Uterus. — Jacques  Delage 
and  E.  Gaujoux  {Gaz.  dcs  Hop.,  April  30,  1907)  describe  sup- 
puration of  fibromata  of  the  uterus  as  extremely  rare.  It  is 
difficult  to  recognize,  coming  on  insidiously  and  having  no  ten- 
dency to  spontaneous  cure.  Unless  operation  is  done  it  ends  in 
death.  The  authors  describe  two  cases  observed  by  them.  It 
occurs  about  once  in  one  hundred  cases  of  fibroma  when  primary 
and  not  the  result  of  gangrene  or  sphacelus.  Neither  of  the  pa- 
tients observed  presented  any  genital  source  of  infection.  In 
one,  pregnancy  was  the  cause,  and  in  the  other  several  punc- 
tures of  the  abdomen  had  been  made  for  ascites.  The  predis- 
posing causes  are  those  that  interfere  with  the  nutrition  of  the 
tumor,  as  when  the  pedicle  becomes  twisted,  or  the  circulation  is 
cut  off  by  adhesions  or  by  compression.  Labor  is  a  frequent 
cause.  The  immediate  cause  is  always  the  introduction  in  some 
manner  of  infection,  either  vaginouterine  or  extrauterine.  The 
infectious  agent  may  be  carried  by  the  blood  or  lymph  vessels. 
The  suppuration  begins  from  without,  involving  first  the  fibro- 
muscular  tissues  around  the  tumor.  The  fever  of  such  suppura- 
tions is  generally  moderate  and  regular.  Loss  of  appetite  and 
of  flesh  and  general  failure  indicate  the  suppuration  and  speak 
for  immediate  intervention.  The  only  hope  outside  of  operation 
is  of  the  abscess  opening  into  the  intestine  or  the  vagina.  Opera- 
tion should  be  done  as  soon  as  the  diagnosis  is  made. 

Nomenclature  of  Endometritis. — The  committee  on  this  sub- 
ject, E.  F.  Tucker,  H.  O.  Marcy,  and  John  G.  Clark  {Jour.  Amer. 
Med.  Assn.,  March  23,  1907),  report  to  the  Section  on  Obstetrics 
and  Gynecology  of  the  American  Medical  Association  that  the  clas- 
sification of  endometritis  should  be  simply  as  acute  and  chronic. 
The  chronic  form  may  further  be  divided  into  glandular  and  in- 
terstitial, when  the  glands  on  the  one  hand  or  the  stroma  on  the 
other  are  especially  involved.  Pathologists  may  subdivide  the 
chronic  forms  in  order  to  indicate  anatomic  peculiarities,  but  this 
is  not  necessary  for  the  clinician.  Classifications  based  upon 
etiological  factors,  clinical  symptoms  and  age  are  faulty. 

Dysmenorrhea  in  Abnormal  Pelvic  Conditions. — G.  R.  Hol- 
den  {Surg.,  Gyn.,  and  Obst.,  May,  1907)  has  analyzed  1,000 
consecutive  cases  in  the  gynecological  wards  of  the  Johns  Hop- 
kins Hospital,  omitting  those  in  which  menstruation  had  ceased 
or  had  not  begun,  also  all  rectal,  renal,  and  ureteral  cases.  He 
finds  that  dysmenorrhea  is  present  in  47  per  cent,  of  all  gyneco- 
logical hospital  patients.  In  about  23  per  cent,  of  the  entire 
number,  it  seems  to  be  definitely  caused  by  certain  abnormal  con- 
ditions of  the  pelvic  organs.  In  22  per  cent,  of  tbe  entire  num- 
ber it  is  present  in  conjunction  with  such  conditions,  but  is  ap- 
parently not  caused  by  them.  The  pathological  conditions  which 
are  most  frequently  seen  as  the  causes  of  dysmenorrhea  are: 
1.  Retrodisplacements    of    the    uterus;    2.   Pelvic     inflammatory 
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disease;  3.  Myomata.  These  three  conditions  account  for  nearly 
90  per  cent,  of  all  the  dysmenorrhea  which  is  caused  by  patho- 
logical conditions  of  the  pelvic  organs.  Retrodisplacement  ac- 
counts for  41  per  cent.,  pelvic  inflammatory  disease  for  57  per 
cent.,  and  myomata  for  11  per  cent.  Of  nulliparous  patients  with 
retrodisplacements  causing  symptoms,  86  per  cent,  have  dys- 
menorrhea. The  frequency  of  association  leads  us  to  conclude 
that  the  abnormal  position  causes  the  dysmenorrhea.  In  the 
retrodisplacements  occurring  after  child-birth  it  is  much  less 
common ;  25  per  cent,  of  multipara  with  retrodisplacements  have 
dysmenorrhea,  which  is  a^arently  caused  by  the  malposition. 
(  )f  all  the  cases  of  pelvic  inflammatory  disease,  31  per  cent,  have 
dysmenorrhea  which  is  apparently  caused  by  the  condition.  Of 
all  the  cases  of  myoma,  20  per  cent,  have  dysmenorrhea  ap- 
parently caused  by  the  tumor. 

DISEASES  OF  CHILDREN. 

Hysteria  in  Children. — Contrary  to  the  views  of  most 
authors,  who  hold  that  hysteria  is  not  a  disease  of  childhood, 
though  it  is  occasionally  seen  during  that  period,  D'Orsay  Hecht 
(Jour.  Amer.  Med.  Assn.,  Feb.  23,  1907)  holds  that  it  occurs  fre- 
quently at  that  time  of  life.  Heredity  is  the  great  predisposing 
cause,  though  hysterical  parents  often  have  hysterical  children 
on  account  of  the  child's  aptitude  for  imitating  the  peculiarities 
and  habits  of  others,  this  becoming  a  subconscious  process  when 
long  exercised.  The  affection  will  rarely  be  recognized  in  chil- 
dren if  one  waits  for  all  the  stigmata  and  symptoms  seen  in  adults. 
Juvenile  hysteria  is  chiefly  monosymptomatic,  a  localized  paralysis 
being  often  the  only  physical  finding  or  possibly  associated  with 
one  other  symptom.  The  paralyses  of  hysteria  differ  from  those 
of  organic  disease  in  manner  of  distribution,  character  of  onset, 
and  duration.  Monoplegias  and  paraplegias  are  frequent  and 
hemiplegia  occurs,  but  always  without  involvement  of  the  face. 
Paralysis  of  a  single  limb  usually  appears  with  great  suddenness, 
is  characterized  by  flaccidity,  normal  tendon  reflexes,  and  in 
long-standing  cases  by  slight  atrophy  of  disuse.  The  extent  and 
degree  of  paralysis  change  rapidly  for  better  or  worse.  Asso- 
ciated with  prolonged  paralyses  are  contractures  of  functional 
type,  marked  in  degree,  relaxing  only  in  deep  sleep  or  narcosis 
and  tender.  Sensory  disturbances  are  rarely  noted  in  children 
and  when  present  they  are  almost  always  of  the  hvperesthetic 
variety.  Hemianesthesias  are  practically  unknown  and  occur  only 
in  older  children.  When  an  anesthetic'zone,  suggested  or  other- 
wise, is  found,  it  is  the  same  unanatomic,  sharply  demarcated,  rap- 
idly shifting  area  seen  in  hysterical  adults.  Hysterical  motor  agi- 
tation in  children  is  expressed  in  the  form  of  choreic  movements, 
facial  habit  spasms,  convulsive  tics  and  epileptoid  seizures.  Other 
common  phenomena  in  child  hysteria  are  aphonia,  mutism,  stam- 
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mering,  and  blepharospasm.  The  writer  describes  five  cases  of 
hysteria  in  childhood  which  he  has  recently  observed.  The  great- 
est difficulty  in  diagnosis  lies  not  so  much  in  mistaking  organic 
disease  for  hysteria  and  vice  versa  as  in  failing  to  appreciate  that 
organic  disease  is  frequently  complicated  with  hysteria.  It  is  well 
to  note  the  disproportion  between  cause  and  effect.  Slight  cause 
and  grave  consequence  should  arouse  a  suspicion  of  hysteria.  As 
regards  treatment,  several  methods  may  be  employed.  The  so- 
called  "method  of  surprise"  aims  to  emancipate  the  child  from 
a  deep-rooted  obsession  quickly  and  completely,  without 
giving  it  time  to  reflect  and  deliberate.  The  "method  of  dis- 
regard" implies  apparent  absolute  indifference  of  all  attendants 
toward  all  symptoms,  while  they  are  really  carefully  observed. 
Absolute  isolation  is  also  sometimes  effectual.  In  addition  to  the 
above  methods,  diet,  massage,  electricity,  and  hydrotherapy  are 
of  value,  particularly  the  last  two,  which  are  usually  unpleasant 
and  so  successful. 

Meningism. — Chevalier  Jackson  {Jour.  Amer.  Med.  Assn., 
Mar.  30,  1907)  defines  meningism  as  a  morbid  state  characterized 
by  a  meningitic  syndrome  without  intracranial  inflammation.  Be- 
fore recovery  such  cases  are  often  indistinguishable  from  men- 
ingitis. According  to  etiology,  these  cases  may  be  classified  as 
either  reflex,  toxemic,  or  irritative.  In  all  three  classes  there 
are  circulatory  changes,  and  in  many  cases  direct  action  on  the 
cortical  and  subcortical  cells.  In  the  toxemic  cases  the  nosotoxins 
circulating  in  the  blood  act  as  toxic  doses  of  cerebral  poisonous 
drugs  do.  When  irritative  and  toxemic  forms  occur  accidentally 
in  a  case  with  middle-ear  disease,  correct  diagnosis  becomes  of  the 
utmost  importance.  Any  meningitic  symptom  may  occur,  but  the 
erethistic  are  much  more  frequent  than  the  depressive.  The  full 
development  of  pressure  symptoms  or  paralysis  will  usually  ex- 
clude meningism.  The  readiness  with  which  the  symptoms  of 
meningism  may  be  quieted  by  small  doses  of  morphine  is  a  val- 
uable diagnostic  point.  These  cases  of  meningism  are  distinct 
from  Quincke's  "serous  meningitis" ;  in  that  there  is  no  serous 
trouble.  In  the  course  of  middle-ear  disease  the  symptoms  of 
meningism  often  demand  radical  operation  for  cure,  even  if  the 
mastoid  be  yet  uninvolved. 

Cysts  of  the  Omentum. — Rufus  E.  Fort  {Ann.  of  Surg., 
Mar.,  1907)  records  a  case  of  this  unusual  affection.  The  patient, 
a  female  child  two  and  a  half  years  old,  gave  no  history  of  pre- 
vious illness  except  two  attacks  of  acute  indigestion.  Abdominal 
enlargement  had  been  noticed  for  eighteen  months.  There  were 
no  symptoms  except  dyspnea  on  exertion.  The  abdomen  was 
greatly  distended,  with  prominent  veins,  and  dullness,  fluctuation, 
and  fluid  wave  oyer  the  entire  abdomen.  Five  pints  of  dark 
bloodv  fluid  were  remoyed  by  aspiration.     A  few  days  later  the 
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abdomen  was  opened  and  a  dark,  glistening  tumor  was  excised. 
It  was  a  collection  of  fluid  in  the  greater  omentum,  without  a  dis- 
tinct capsule.  There  were  no  adhesions.  Recovery  was  completed 
within  two  weeks.  The  fluid  had  a  specific  gravity  of  1.007  an^ 
contained  albumin  and  many  degenerated  blood  cells.  The  writer 
has  collected  twenty-one  cases  besides  his  own.  These  have  im- 
pressed him  with  the  impossibility  of  diagnosis  without  explora- 
tion. The  condition  is  seen  most  often  in  young  children,  50  per 
cent,  under  ten  years,  65  per  cent,  under  twenty,  which  leads  to 
a  belief  that  it  is  of  congenital  origin.  Seventy-five  per  cent,  of 
the  cases  are  females.  There  are  no  characteristic  symptoms,  the 
picture  being  that  common  to  cystic  abdominal  growths.  The 
points  which  have  been  mentioned  as  pathognomonic  of  omental 
tumor  are :  Superficial  location,  abnormal  passive  mobility  with 
downward  limitations,  absence  of  functional  disturbance,  and  lit- 
tle or  no  change  in  position  during  respiration.  Absolute  dullness 
over  the  entire  tumor  shows  it  to  be  anterior  to  the  hollow  viscera: 
Lipoma  is  the  only  solid  tumor  with  which  it  may  be  confused,  as 
this  may  give  fluctuation.  Pancreatic  tumors  are  usually  malig- 
nant, productive  of  constant  pain,  usually  produce  icterus,  fatty 
stools,  and  rarely  occur  before  middle  life,  and,  as  a  rule,  coils  of 
the  intestine  yielding  a  tympanitic  note  may  be  found  over  the 
tumor.  Cyst  of  the  urachus,  if  seen  early,  may  show  its  lower 
origin  and  its  mobility  less  marked  and  the  same  in  all  directions. 
In  cyst  of  the  mesentery  we  usually  have  a  coil  of  intestine  an- 
terior. Ovarian  cyst  in  its  earlier  stages  may  be  differentiated 
by  pelvic  examination  and  by  the  physical  signs,  showing  that 
the  tumor  springs  from  the  lower  zone  of  the  abdomen. 

Asthma  in  Infants  and  Children. — It  is  almost  certain,  says 
Edmund  Cautley  (Clin.  Jour.,  Feb.  27,  1907)  that  in  every  case 
there  is  a  neurotic  element.  Gout  also  appears  to  be  a  strong 
predisposing  factor.  The  exciting  causes  may  be  central  or 
reflex.  All  affections  which  produce  catarrh  of  the  respiratory 
tract  may  lead  to  asthma.  The  first  attack  often  dates  from 
an  attack  of  bronchitis  or  bronchopneumonia,  especially  when 
secondary  to  whooping-cough  or  measles.  When  there  is  mor- 
bid hypersensitiveness  or  a  catarrhal  condition  of  the  respiratory 
mucosa  a  slight  cause  mav  bring  on  a  paroxysm  by  reflex  stimu- 
lation of  the  vagus.  Among  these  causes  are  wind,  pollen  of 
plants,  various  dusts  and  odors,  digestive  disturbance,  consti- 
pation, affections  of  the  nose  and  nasopharynx,  and  foreign 
bodies  in  various  orifices.  Cases  have  been  cured  by  removal  of 
some  nasal  obstruction,  such  as  hypertrophied  turbinals,  deflected 
septum,  polypus,  and  adenoids.  On  the  other  hand,  nasal  ob- 
structions and  adenoids  are  verv  common  apart  from  asthmatic 
attacks,  and  true  asthma  sometimes  follows  the  removal  of  a 
nasal  polypus  or  the  cure  of  nasal  obstruction.  An  unhealthy 
state  of  the  nasal  mucosa,  especially  edema  of  a  small  area  of 
the  upper  part  of  the  triangular  cartilage,  opposite  and  imme- 
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diately  above  the  level  of  the  anterior  third  of  the  middle  turbinal 
bone,  has  been  blamed.  Cauterization  of  this  area  has  relieved  or 
cured  some  cases,  even  when  it  has  appeared  perfectly  healthy. 
It  may  also  cure  paroxysmal  sneezing.  There  is  very  little  evi- 
dence of  central  stimulation  as  an  exciting  cause,  but  attacks  are 
occasionally  produced  by  emotion.  Poisons,  such  as  carbonic 
acid  and  those  of  uremia,  are  known  to  induce  dyspnea,  and  act 
directly  on  the  respiratory  center  in  the  medulla.  It  is  probable 
that  some  cases  of  asthma  are  due  to  muscular  spasm  alone,  and 
that  in  others,  in  young  infants  especially,  muscular  spasm  is 
secondary  to  swelling  of  the  mucous  membrane.  Concerning  the 
diagnosis  the  writer  says  that  stress  must  be  laid  on  the  more  or 
less  sudden  onset,  the  presence  of  dyspnea  out  of  all  proportion 
to  the  physical  signs,  the  absence  of  fever,  the  recurrence  of 
paroxysms,  and  an  appropriate  family  history.  Care  must  be 
taken  to  exclude  those  varieties  of  dyspnea  due  to  cardiac  and 
renal  disease;  due  to  the  pressure  of  a  retroesophageal  abscess, 
an  enlarged  thymus,  or  of  bronchial  glands ;  and  the  dyspnea 
that  results  from  laryngeal  affections  and  foreign  bodies  in  the 
air  passages.  An  important  feature  of  asthma  is  the  expiratory 
nature  of  the  dyspnea,  whereas  in  laryngeal  obstructions  the 
dyspnea  is  inspiratory.  Hysterical  dyspnea  may  be  paroxysmal, 
but  is  not  accompanied  by  any  distress.  As  a  general  principle 
it  is  infinitely  more  important  to  attend  to  the  general  health  of 
the  child,  to  prevent  erroneous  methods  of  feeding,  to  remove 
local  sources  of  irritation,  and  to  cure  the  catarrhal  tendency, 
than  it  is  to  rely  upon  measures  for  relieving  or  cutting  short 
the  paroxysms. 


ERRATA. 


Tn  Julv  issue,  line  20,  page  90,  should  read:  Sixth,  if  he  be- 
came tympanitic,  he  would  ask  that  1/50  gr.  hyoscin  hydro- 
bromate  be  given,  etc. 
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Primary  tuberculosis  of  the  bladder  in  the  female  is  doubtful, 
and  it  has  been  claimed  that  there  are  no  instances  in  which  it  has 
been  positively  determined  by  autopsy  that  the  lesion  in  the  blad- 
der was  primary.  Secondary  tuberculosis,  however,  the  infection 
reaching  the  bladder  from  the  kidney  above,  is  by  no  means  un- 
common. It  is  impracticable,  in  discussing  the  treatment  of 
bladder  tuberculosis  not  to  take  into  account  the  lesions  above 
the  bladder.  It  is  also  impracticable  to  discuss  the  treatment  of 
vesical  tuberculosis  in  the  female  side  by  side  with  that  in  the 
male.  The  disease  seldom  originates  in  the  male  bladder,  and 
it  has  been  found  that  in  most  of  the  cases  of  tuberculosis  of  the 
bladder  in  the  male  the  lesion  is  secondary  to  disease  of  adjoining 
parts  of  the  urinary  tract,  the  testicles,  prostate,  and  seminal 
vesicles.  If  one  discusses  the  treatment  of  male  vesical  tuber- 
culosis without  at   the  same  time  taking  into  consideration   the 

*Read  by  invitation  before  the  New  York    Obstetrical    Society,    May    14. 
1907. 
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treatment  of  other  coexisting  lesions,  one  cannot  arrive  at  any 
definite  conclusion.  It  is  therefore  illogical  to  discuss  the  treat- 
ment of  male  cases  with  those  occurring  in  the  female,  and  the 
statistics,  of  which  there  are  many,  bearing  on  the  "treatment 
of  vesical  tuberculosis,"  in  which  the  disease  is  discussed  as  an 
entity  in  both  male  and  female,  can  only  give  a  confused  idea  of 
the  real  therapeutic  value  of  any  given  measure. 

The  treatment  of  vesical  tuberculosis  in  the  female  gives  bet- 
ter results  than  in  the  male.  In  the  female,  local  treatment  is 
more  satisfactory  because  one  can  watch  the  progress  of  the 
case  through  the  cystoscope,  and  one  is  not  in  the  dark  as  to 
the  progress  of  the  deeper  foci  of  the  disease. 

Tuberculosis  of  the  urinary  tract  is  a  most  desperate  disease. 
It  taxes  the  patient  and  the  physician  to  the  utmost.  The  fact 
that  it  is  usually  secondary  to  the  disease  in  some  other  part 
of  the  body  makes  it  still  more  serious  and  difficult  to  treat.  Re- 
lapses from  states  of  temporary  improvement,  even  after  months, 
if  not  years,  of  treatment,  are  very  apt  to  occur,  and  may  bring 
back  the  patient  to  the  same  condition  of  suffering.  Much 
thought  has  been  expended  in  devising  new  methods  of  treat- 
ment for  this  disease,  and  much  has  been  accomplished.  Many 
disappointments  have  arisen,  many  patients  have  relapsed ;  but 
the  satisfaction,  finally,  after  untiring  patience,  of  seeing  a  blad- 
der tuberculosis  clear  up  and  leave  the  patient  in  a  condition  of 
comfort  more  than  repays  for  the  effort  expended.  Even  if  the 
patient  has  been  only  relieved,  much  has  been  gained. 

The  subject  of  treatment  may  be  divided  as  follows:  (1)  The 
treatment  of  primary  vesical  tuberculosis;  (2)  the  treatment 
of  secondary  vesical  tuberculosis. 

It  is  a  question,  as  already  stated,  if  tuberculosis  is  really  ever 
actually  primary  in  the  bladder  in  the  strict  sense  of  the  word,  and 
there  are  many  who  think  that  it  is  always  secondary  to  some 
other  lesion  situated  elsewhere  in  the  body,  which  serves  as  a 
primary  focus.  Clinically,  however,  there  are  many  cases  in 
which  the  bladder  lesion  is  the  only  important  one.  and  to  all 
intents  and  purposes  in  these  cases  it  is  the  only  one  of  moment. 
In  what  follows  the  word  "primary"  means  primary  with  ref- 
erence to  the  urinary  tract. 

Vesical  tuberculosis  assumes  two  forms,  the  miliary  form,  and 
the  ulcerative  form.  "We  will  first  discuss  the  treatment  of  the 
miliarv  form.    The  first  evidence  of  the  disease  is  seen,  on  cvsto- 
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scopic  examination,  to  be  numbers  of  small  red  patches,  in  which 
the  tubercles  are  later  to  appear.  The  disease  does  not,  as  has 
been  erroneously  supposed,  first  manifest  itself  by  the  formation 
of  visible  tubercles.  Intense  inflammatory  reaction  results,  which 
is  succeeded  by  a  gradual  breaking  down  of  the  tubercles,  and 
secondary  ulceration.  A  good  deal  may  be  accomplished  during 
this  primary  stage  by  intelligent  treatment.  The  lesions  are 
not  deep  as  a  rule.  There  are  many  who  believe  that  nothing 
should  be  done  in  this  stage,  except  to  advise  the  patient  to  move 
to  some  suitable  climate,  where  she  can  have  the  benefit  of  in- 
telligent medical  supervision.  Rest,  fresh  air,  proper  food,  and 
obedience  to  rules  of  hygiene,  are  essential.  Some  cures  have 
been  reported,  the  most  notable  of  which  are  those  of  Desnos 
(Bid.  de  Therap.,  1898,  Vol.  135,  p.  127),  who  reports  four 
remarkable  cases  in  which  there  was  a  most  satisfactory  result. 
Unfortunately  this  method  of  treatment  is  not  within  the  range 
of  all,  and  cannot  be  carried  out  except  by  those  in  a  position  of 
some  affluence.  Those  who  are  obliged  to  stay  at  home,  es- 
pecially those  who  are  obliged  to  earn  their  own  living,  as  is 
often  the  case,  must  be  treated  in  some  less  expensive  way. 

Drugs  taken  internally  are  sometimes  adjuvants,  and  chief 
among  these  drugs  is  creosote,  which  has  been  largely  employed. 
Its  effect  in  pulmonary  tuberculosis  is  sometimes  remarkable. 
Fenwick  (Ulceration  of  the  Bladder,  London,  1900,  p.  44)  rec- 
ommends most  strongly  sandalwood  oil,  at  the  outset  of  the  dis- 
ease, the  patient  taking  it  for  about  fourteen  days.  Fenwick  be- 
lieves that  it  reduces  inflammatory  swelling.  For  violent  pain, 
Steindler  (Wien.  Med.  Bldt.,  1899,  Vol.  22,  p.  207)  speaks  highly 
of  antipyrin  injected  into  the  rectum.  Morphia  should  be  avoided 
if  it  is  possible  to  do  so.  The  patient  who  has  to  stay  in  the  city 
should  be  given  directions  as  to  a  simple  mode  of  life,  special  in- 
sistence to  be  laid  upon  the  need  of  plenty  of  fresh  air,  proper 
food,  and  ordinary  hygienic  rules.  While  it  is  proper  to  have 
the  urine  as  bland  as  possible,  yet  in  order  to  effect  this  it  is  not 
best  to  order  too  large  amounts  of  milk  and  water,  because  an 
excess  of  ingested  fluid  means  so  many  more  urinations. 

Many  years  ago  it  was  thought  that  with  the  introduction  of 
Koch's  lymph  we  had  a  remedy  with  which  to  combat  this  dis- 
ease. Unfortunately  the  first  efforts  in  this  direction  were  not 
wholly  satisfactory ;  nevertheless,  enough  was  accomplished,  even 
at  that  time,  to  show  that  further  investigation  was  warranted. 
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Fenwick  and  Wright  were  among  those  who  thought  it  worth 
while  to  give  the  remedy  a  further  trial.  Fenwick  (Ulceration  of 
the  Bladder,  London,  1900,  p.  34)  advised  it  in  all  cases  of  pri- 
mary vesical  tuberculosis,  and  he  relates  a  case  (loc.  cit.  p.  45)  in 
a  male  thirty-two  years  old,  in  which  the  use  of  this  remedy 
was  followed  by  a  cure.  Fenwick  used  large  doses  of  the  lymph. 
His  method  of  treatment  was  to  inject  the  tuberculin,  beginning 
with  1/250  mg.,  giving  the  patient  a  course  of  six  injections  of 
increasing  strength  (1/250,  1/200,  1/150,  1/100,  1/50,  to  1  mg.). 
This  surgeon  was  fair  in  his  estimate  of  the  method  as  it  was 
then  used,  and  in  another  article  (Lancet,  1904,  Vol.  1,  p.  935) 
he  distinctly  disclaimed  that  the  remedy  was  a  cure  in  all  cases, 
and  he  furthermore  advised  against  its  use  when  the  kidney  was 
affected,  believing  that  there  was  some  danger  of  lighting  up  a 
latent  affection.  Schroeder  (Zcit.  f.  Geburt.  und  Gyndk.,  1899, 
No.  40,  p.  1 )  reported  the  case  of  a  female  thirty-nine  years  old, 
who  had  1/500  of  a  milligram  of  the  tuberculin  given  every  three 
or  four  days.  He  proceeded  with  caution,  omitting  the  treat- 
ment when  there  was  much  reaction.  The  patient  was  greatly 
improved,  but  subsequently  relapsed. 

Wright  {Lancet,  1905,  Vol.  2,  p.  1676)  advanced  a  step  fur- 
ther in  the  treatment  by  this  method  when  he  urged  small  doses 
of  the  lymph.  He  has  treated  a  number  of  cases,  using  doses  as 
small  as  1/800  of  a  milligram  at  ten  days'  intervals.  He  relates 
a  case  in  which  the  opsonic  index  stood  at  .62  before  treatment. 
At  first  the  patient  was  given  1/100  of  a  mg.  at  intervals  of  ten 
days,  advancing  to  1/50  of  a  mg..  without  result.  The  dose  was 
then  reduced  to  1/800  mg.  at  ten  days'  intervals;  immediate  im- 
provement followed,  and  there  was  freedom  from  pain.  Another 
patient  ( loc.  cit.  p.  1677),  forty-five  years  of  age,  had  the  same 
treatment,  and  gained  fourteen  pounds  in  weight.  Wright  (loc. 
cit.  p.  1677)  is  guided  as  to  the  strength  of  the  dose  by  the  c  n 
dition  of  the  patient  after  injection.  In  another  case,  that  of  an 
adult  female,  the  dose  was  reduced  to  T/2400  nig.  before 
improvement  followed. 

These  results  obtained  by  Wright  have  led  to  some  discus- 
sion, but  it  is  generally  admitted  by  those  who  have  had  some 
experience  with  it,  among  whom  may  be  mentioned  Chevne 
[Lancet  1906.  Vol.  I,  p.  80).  that  Wright's  investigation  de- 
mands further  inquiry,  and  that,  furthermore,  the  use  of  the 
lymph,  if  not  a  cure,  is  certainly  a  very  great  adjuvant.     Judging 
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from  the  effects  of  tuberculin  in  primary  tuberculosis  in  other 
parts  of  the  body,  notably  in  bones,  it  would  seem  that  this 
method  demands  further  experiment. 

When  the  tubercles  have  begun  to  break  down  and  to  form 
ulcers,  it  is  time  to  employ  local  measures,  but  not  before.  No 
possible  good  can  come  from  injections  and  topical  applications 
before  the  ulcer  has  formed,  because  the  bacilli  are  still  within 
the  tissues  in  the  submucous  spaces,  and  they  cannot  be  reached 
by  local  treatment. 

The  use  of  corrosive  sublimate  was  first  brought  forward  by 
Guyon.  The  treatment  consists  in  instillations  of  a  solution  of 
the  drug  every  day,  or  if  not  daily,  as  often  as  the  patient  can 
support  it.  A  solution  of  1/5000  or  1/10,000  is  first  tried,  thirty 
or  forty  drops  being  slowly  instilled  into  the  bladder  by  means 
of  a  dropper  or  pipette.  As  toleration  for  the  drug  is  attained, 
the  strength  may  be  increased  up  to  1/1000  or  1/500.  After  the 
first  few  treatments  by  the  physician,  the  patient  may  be  in- 
structed to  make  the  applications  herself.  If  the  pain  is  intoler- 
able a  solution  of  cocaine  or  eucaine  may  be  injected  into  the 
bladder  before  the  corrosive  sublimate  is  used.  The  treatment 
has  to  be  kept  up  for  months  before  any  decided  improvement  is 
noticed.    Above  all,  patience  and  perseverance  are  essential. 

The  perusal  of  the  literature  on  the  subject  of  urinary  tuber- 
culosis shows  that  the  treatment  by  the  use  of  this  drug,  while 
it  has  not  given  numerous  cures,  has  given  an  enormous 
amount  of  relief,  and  when  other  treatment  is  impossible  it  should 
always  be  tried. 

The  writer  (Jour.  Am.  Med.  Ass.,  1906,  Vol.  47,  p.  1440)  has 
had  five  cases  in  which  he  has  used  this  treatment,  which  are 
analyzed  as  follows:  In  one  (Case  2)  there  was  a  tubercular 
kidney  treated  by  nephrotomy,  and  in  this  case  the  Guyon  treat- 
ment after  the  nephrotomy  gave  such  relief  that  the  patient  was 
rendered  most  comfortable;  in  another  (Case  11)  a  patient  with 
vesical  tuberculosis  was  made  most  comfortable  by  suprapubic 
cystotomy  combined  with  this  treatment,  and  was  rendered  much 
more  comfortable,  in  fact,  almost  well.  In  another  (Case  12) 
primary  vesical  tuberculosis  was  cured;  in  another  (Case  18)  a 
nephrectomy,  followed  by  a  vesicovaginal  fistula,  a  cure  was 
effected  after  some  years;  in  another  (Case  9),  a  primary  vesi- 
cal tuberculosis,  in  a  working  girl,  which  was  treated  by  vaginal 
cvstotomv,  followed  bv  the  Guyon  treatment,  was  entirely  cured. 
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A  cure  of  primary  vesical  tuberculosis  with  beginning-  tubercular 
ureteritis  has  been  reported  by  Kreisel  (Am.  Jour.  Urol.,  1906, 
Vol.  2,  p.  393).  The  patient  was  eighteen  years  old,  and  the 
diagnosis  was  confirmed  by  the  guinea-pig  test.  The  patient  was 
cured  by  bladder  and  ureteral  instillations  of  guaiacol  alternating 
with  corrosive  sublimate.     She  recovered  completely. 

Various  other  drugs  have  been  employed  in  the  treatment  of 
this  disease.  At  one  time  emulsion  of  iodoform  and  olive  oil  was 
extensively  used,  and  it  was  thought  that  a  positive  remedy  had 
been  discovered  for  the  cure  of  the  disease.  Cases  of  absolute 
cure,  however,  are  very  rare.  Jamin  (Jour,  de  Med.  de  Paris, 
1898,  2  s.,  No.  10,  p.  579)  reported  such  a  case  in  a  female 
twenty-eight  years  old.  The  drug  is  useful  in  allaying  the  symp- 
toms in  those  cases  in  which  the  corrosive  sublimate  cannot  be 
used,  but  it  has  little  curative  action.  Luys  (La  Clinique,  Paris, 
1906,  Vol.  1,  p.  645)  recommends  instillations  of  iodoform  and 
guaiacol  in  vaseline  oil  in  the  following  proportions :  Iodoform,  1 
gram ;  guaiacol,  5  grams ;  vaseline  oil,  100  grams ;  instillations  of 
5  c.c.  a  day.  Luys  advises  that  the  bladder  should  not  be  washed 
out  before  these  injections,  and  the  patient  is  directed  to  hold 
the  urine  as  long  as  possible,  and  not  to  let  it  all  out  when  she 
has  to  urinate.  Pyrogallic  acid,  lactic  acid,  and  carbolic  acid 
have  also  been  used  in  the  same  way.  Carbolic  acid  particularly 
has  been  recommended  by  Rovsing  (Abstr.  Jour.  Am.  Med.  Ass., 
1906,  Vol.  47,  p.  903),  who  reported  thirteen  cures  from  its  use. 
Rovsing  injects  50  c.c.  of  a  6  per  cent,  solution,  which  has  pre- 
viously been  warmed.  The  fluid  is  retained  for  three  or  four 
minutes  and  flows  out  milky ;  the  process  is  repeated  until 
it  comes  back  clear.  The  bladder  is  not  rinsed  out  sub- 
sequently. Morphia  by  rectum  has  to  be  given  to  control  the 
pain.  The  treatment  is  repeated  every  second  day,  and  later,  at 
longer  intervals.  As  carbolic  acid  of  this  strength  kills  germs 
in  a  test  tube  within  a  short  while,  the  treatment  seems  rational. 
Motz  (Ass.  Franc.  d'Urol.,  1898,  3  ses.,  p.  342)  has  reported  a 
cure  from  the  use  of  creosote  and  oil  instillations  combined  with 
drainage  through  the  urethra,  in  a  girl  fifteen  years  old. 

If  there  is  an  ulcer  of  considerable  size  in  the  bladder,  topical 
applications  of  silver  nitrate  will  often  stimulate  healing.  It  is 
best  applied  by  fusing  the  crystals  onto  the  end  of  a  small  probe, 
and  the  application  can  lie  neatly  and  accurately  made  through  a 
small  cystoscope.  with  the  patient  in  the  knee-chest  position.     An 
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injection  of  cocaine  previous  to  the  application  makes  the  pain 
bearable.  These  applications  should  be  made  every  week  or  two. 
It  is  astonishing  how  quickly  reparative  changes  take  place  under 
this  treatment.  The  author  has  many  times  seen  ulcers  disappear 
in  this  way.  Curettage  of  an  ulcer  is  not  to  be  recommended  un- 
less there  are  granulations. 

If  the  case  does  not  yield  to  treatment,  something  further  will 
have  to  be  done,  and  cystotomy  is  the  best  remedy.  The  blad- 
der is  at  once  put  at  rest;  the  patient  is  able  to  sleep  at  night; 
reparative  processes  take  place,  provided,  of  course,  the  patient 
is  willing  to  expend  a  sufficient  amount  of  time  and  care  to  keep 
the  parts  clean.  It  is  the  writer's  belief  that  more  early  cases 
should  be  treated  by  cystotomy  than  has  been  done  in  the  past. 
A  patient  who  is  obliged  to  earn  her  own  living  and  to  live  at 
home  cannot  lose  her  sleep  and  be  ready  for  the  labors  of  the 
day,  and  she  demands  relief.  Cystotomy,  however,  must  not  be 
done  in  those  cases  in  which  there  is  a  lesion  of  the  urinary  tract 
above  the  bladder.  In  these  cases  the  kidney  must  always  be  first 
attacked;  if  cystotomy  is  done,  and  the  kidney  not  treated,  there 
is,  of  course,  no  prospect  of  cure.  One  of  the  writer's  cases 
(Jour.  Am.  Med.  Ass.,  1906,  Vol.  47,  p.  1440,  Case  9)  illus- 
trates this  method  of  treatment  very  well.  The  patient,  twenty- 
eight  years  old,  was  referred  by  Dr.  James  M.  Jackson  of  Bos- 
ton. She  had  had  severe  vesical  symptoms  for  five  months. 
There  was  primary  vesical  tuberculosis  with  miliary  tubercles 
and  one  large  ulcer  near  the  left  ureteral  orifice ;  the  guinea-pig 
test  was  positive.  After  trying  various  methods  of  treatment 
without  relief,  a  vaginal  cystotomy  was  done,  April  2,  1904.  For 
two  years  following  this  operation  the  patient  took  two  copious 
vesical  irrigations  of  boric  acid  daily,  and  gave  herself  the  cor- 
rosive sublimate  treatment  at  home.  Besides  this,  she  came  to 
have  applications  of  nitrate  of  silver,  which  were  applied  about 
once  a  week  for  a  considerable  length  of  time.  At  the  end  of 
two  years  the  urine  was  free  from  pus,  and  the  bladder  looked 
healthy.  The  fistula  was  closed  in  May,  1906,  and  the  patient 
has  been  perfectly  well  ever  since.  She  had  a  contracted  bladder 
following  the  treatment,  and  this  was  dilated  until  the  bladder 
held  200  c.c,  when  it  was  found  that  it  could  not  be  enlarged 
beyond  this  capacity. 

The  writer  wishes  to  emphasize  the  importance  of  after-treat- 
ment when  cystotomy  has  been  done.     There  is  a  great  tempta- 
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tion  on  the  part  of  the  patient,  in  view  of  the  great  relief  experi- 
enced, especially  if  a  portable  urinal  collects  all  the  urine  as  it 
drips  from  the  vagina,  to  disregard  the  after-treatment  and  to 
relapse  into  a  condition  of  indifference.  Such  a  case  will  not 
get  well.  Secondary  infection  is  almost  certain  to  occur,  com- 
plicating and  consequently  prolonging  the  disease,  and  an  incur- 
able condition  is  likely  to  ensue. 

Suprapubic  cystotomy  should  never  be  done  in  the  female  un- 
less it  is  desired  to  resect  a.  portion  of  the  bladder.  It  will  not 
be  demanded  for  excision  of  the  mucous  membrane  itself,  for  it 
has  been  shown  by  Walker  (Ann.  of  Surgery,  1907,  Vol.  45,  p. 
601)  that  excision  of  the  mucous  membrane  is  not  a  suitable 
operation.  Walker  reports  thirteen  cases  in  which  this  was  done, 
with  the  following  results :  Two  died  from  the  operation,  eight 
died  later,  two  were  improved,  and  one  was  not  improved. 

Ulcerative  tuberculosis  of  the  bladder  sometimes  takes  the 
form  of  a  solitary  ulcer.  Fenwick  (Ulceration  of  the 
Bladder,  London,  1900,  p.  11)  has  called  particular  attention  to 
this  form  of  the  disease.  He  believes  that  a  simple  ulcer  of  the 
bladder,  analogous  to  simple  ulcer  of  the  stomach,  has  a  decided 
tendency  to  tubercular  change.  Fenwick  is  in  doubt  as  to 
whether  the  disease  is  originally  simple  nontubercular  ulcer,  or 
whether  there  is  not  a  torpid  chronic  tuberculosis  manifesting 
itself  by  ulcerative  change.  There  seems  to  be  some  ground  for 
Fenwick's  opinion,  because  these  changes  do  not  seem  to  be  as 
virulent  as  those  in  which  the  ulcer  has  resulted  from  an  evident 
primary  miliary  tuberculosis.  Fenwick's  (Ulceration  of  the 
Bladder,  London,  1900,  p.  46)  method  of  treatment  is  Koch's 
tuberculin  to  begin  with,  and,  later,  cystotomy,  with  thorough 
application  of  iodoform.  If  the  ulcer  is  very  accessible  it  might 
be  well  to  resect  that  portion  of  the  bladder  affected  by  the  lesion. 
Polak  (Am.  Gynecological  and  Obstetrical  Jour.,  1897,  Vol.  to, 
p.  41)  has  reported  a  solitary  ulcer  of  the  bladder  in  a  female, 
twenty  years  old,  which  was  treated  by  curetting,  drainage 
through  the  urethra  with  gauze  for  four  days,  and  later,  applica- 
tions of  nitrate  of  silver,  80  grains  to  the  ounce,  every  four  days. 
This  treatment  was  followed  by  a  complete  cure. 

The  writer  does  not  wish  to  give  the  impression  that  cases 
of  primary  vesical  tuberculosis  are  very  amenable  to  treatment. 
On  the  contrary,  it  is  a  most  intractable  disease,  and  at  the  pres- 
ent time  there  are  but  few  instances  reported  of  authentic  cures. 
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W  e  will  now   discuss  the  treatment  of  vesical  tuberculosis   in 
which  the  disease  in  the  bladder  is  secondary   from  the  kidney 
above.     The  subject  may  be  divided  into  two  headings— the  treat- 
ment of  the  bladder  in  those  cases  in  which  nephrectomy  is  not 
advisable,  and  treatment  after  nephrectomy  has  been  performed. 
It  is  inadvisable  to  do  a  nephrectomy  in  cases  in  which  there 
is  urgent  contraindication,  for  instance,  a  serious  heart  disease, 
and  extensive  lesions  in  other  parts  of  the  body,  tubercular  or 
nontubercular.     The  danger  that  the  remaining  sound  kidney  may 
be  infected  by  the  tubercular  process  in  the  bladder  has,  it  seems 
to  the  writer,  been  much  exaggerated.     In  one  of  the  writer's 
cases  tuberculosis  was  known  to  have  existed  in  the  bladder  for 
at  least  five  years,  and  probably  much  longer,  and  yet  the  remain- 
ing sound  kidney  was  not  affected.     If  urgent  relief  is  demanded 
there  is  nothing  better  than  an  infrapubic  cystotomv,  and  if  it  is 
evident  that  the  patient  has  not  much  longer  to  live  this  will  de- 
cidedly be  the  best  line  of  procedure.   This,  hoAvever,  is  not  always 
necessary,  and  other  methods  of  treatment  may  give  equally  good 
results.    In  one  of  the  writer's  cases  {Jour.  Am.  Med.  Ass'.,  1906, 
Vol.   47,   Case   2).   that  of  a   female,   thirty   years   of  age.   with 
tuberculous     left     kidney,     the     patient's     condition     precluding 
nephrectomy,  the  persistent  use  of  instillations  of  corrosive  sub- 
limate for  some  months,  together  with  applications  of  silver  to 
the  ulcers  in  the  bladder,  brought  about  a  condition  of  great  re- 
lief,  so  that  she   passed   her  water  without  pain   only   seven   or 
eight  times  a  day.  and  once  or  twice  at  night.     The  kidnev  had 
been  previously  incised  and  drained  to  let  out  the  pus.  and  had 
diminished   in   size  and  was   discharging  but  little   pus   into  the 
bladder. 

It  would  seem  that  injections  of  Koch's  new  tuberculin  may 
accomplish  a  great  deal  of  good  in  these  cases.  Wright  (Lancet, 
1905,  Vol.  2.  p.  1676)  relates  the  following  three  cases  as  ex- 
amples of  this  method  of  treatment:  The  first  was  that  of  a 
female  adult,  with  tubercular  cystitis  and  tubercular  disease  of 
the  kidney,  which  had  lasted  for  two  years.  One  kidnev  had 
been  removed,  but  there  was  evidence  of  disease  in  the  other. 
Tubercle  bacilli,  the  proteus.  and  other  contaminating  bacteria 
were  found,  and  the  patient's  tuberculo-opsonic  index  was  .7; 
and  .35  on  two  tests.  After  the  first  inoculation  the  index  rose  to 
1.7  and  continued  at  this  height  for  the  next  few  days.  After 
six  month-'  treatment  the  bacilli  had  entirely  disappeared   from 
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the  urine.  Then  the  proteus  vaccine  was  used,  which  caused  this 
bacillus  to  disappear.  The  patient  got  so  well  that  she  contem- 
plated marriage,  but  unfortunately  there  was  a  relapse,  which 
was  apparently  due  to  the  proteus.  Inoculations  were  begun 
again,  and  at  the  time  of  the  report  the  proteus  was  once  more 
disappearing.  The  second  case  was  that  of  a  female  of  good 
physique,  with  cystitis.  Tubercle  bacilli  were  found  in  the  urine. 
The  index  was  .85  and  on  two  subsequent  occasions  it  was  .9  and 
.93  respectively.  An  inoculation  of  1/800  mg.  of  tuberculin  was 
given,  but  this  dose  was  excessive,  and  the  patient  was  made 
worse.  Then  1/2400  mg.  was  given,  and  improvement  followed. 
Micturition  was  soon  decreased,  and  at  the  time  of  the  report  the 
index  was  1.6.  The  third  case  reported  by  Wright  was  that  of  a 
female,  forty-three  years  old,  with  a  large  ulcer  of  the  bladder, 
and  tubercle  bacilli  in  the  urine.  Both  kidneys  were  large  and 
tender,  especially  the  left  one.  Injections  of  tuberculin  were  be- 
gun in  April,  1903.  The  patient  gained  sixteen  pounds  in  three 
months.  The  tubercle  bacilli  gradually  diminished,  and  at  the 
end  of  six  weeks  disappeared.  Later  tubercle  bacilli  reappeared, 
and  on  further  inoculation  disappeared  again.  At  the  time  of  the 
report  she  was  much  better,  but  there  was  incontinence  of  urine. 
Rosenfeld  (Ann.  des  Mai.  des  Org.  G.  U.,  Paris,  1905,  Vol.  23, 
p.  234)  likewise  reports  a  case  in  a  male  with  tubercular  right 
kidney  and  tuberculosis  of  both  testicles.  Tubercle  bacilli  were 
found  in  the  urine.  After  six  weeks  of  treatment  with  Koch's 
new  tuberculin  the  fever  fell,  the  urine  became  clear,  and  the 
bacilli  disappeared.  Coincidently  with  this  improvement  the 
swelling  of  the  prostate  and  epididymis  diminished  to  a  marked 
degree.  The  treatment  was  carried  on  for  only  four  months. 
The  value  of  this  case  lies  in  the  fact  that  there  was  a  late  report. 
Three  years  later  the  patient  was  quite  well,  the  urine  having 
been  clear  all  this  time. 

The  treatment  of  the  bladder  after  nephrectomy  has  been  per- 
formed is  of  the  greatest  importance.  There  is  a  mistaken  opin- 
ion that  once  the  kidney  has  been  removed  the  bladder  rapidly 
clears  up  and  gets  well.  This  is  not  so,  and  if  one  follows  a 
number  of  nephrectomies  in  which  there  is  an  associated  bladder 
lesion  he  will  convince  himself  that  this  is  far  from  the  truth.  At 
the  same  time  it  must  be  said  that  many  bladders  apparently  get 
well  of  themselves  after  neohrectomy.  Tn  these  cases  the  sus- 
picion must  exist  that  the  bladder  was  nol  tubercular  at  all,  and 
that  there  was  some  other  form  of  infection. 
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The  same  painstaking-  care  is  necessary  in  the  treatment  of 
these  bladders  as  in  the  case  of  primary  tuberculosis  of  the  viscus. 
The  same  patience  and  perseverance  are  essential,  and  in  some 
instances  it  may  be  months,  if  not  years,  before  a  final  cure  is 
attained.  A  great  mistake  has  been  made  in  urging  treatment 
too  rapidly  in  these  cases.  It  is  far  better  to  proceed  slowly  and 
not  to  resort  to  any  harsh  method  of  treatment  which  will  aggra- 
vate the  disease  and  make  it  worse.  Curetting  should  never  be 
done  unless  there  are  granulations.  It  does  no  good  to  curette 
tubercles;  it  simply  disseminates  the  disease.  Desnos  (Congr. 
de  I' Etude  de  la  Tuber  cxdose,  Paris,  1898,  Vol.  4,  p.  864),  after 
curetting  a  bladder  through  a  suprapubic  wound,  found  that  there 
was  rapid  dissemination  of  the  disease.  In  one  case  the  whole  blad- 
der and  space  of  Retzius  were  filled  with  tubercular  granulations. 
If  a  patient  who  has  just  had  nephrectomy  performed  can  have 
the  benefit  of  a  change  of  climate,  this  is  by  far  the  best  method 
to  begin  with.  She  may  live  in  a  suitable  sanatorium  for  a  num- 
ber of  months  and  will  probably  experience  great  relief.  Those  pa- 
tients who  cannot  have  the  benefit  of  this  form  of  treatment  must 
be  taken  care  of  in  another  way.  The  writer  believes  that  treat- 
ment with  corrosive  sublimate  is  by  far  the  best  at  the  present 
time.  With  this,  injections  of  Koch's  lymph  may  be  given.  Ni- 
trate of  silver  may  be  employed  in  conjunction  with  the  corrosive 
treatment.  Nitrate  of  silver,  in  the  writer's  experience,  has 
proved  to  be  of  the  greatest  value  in  the  treatment  of  these  post- 
operative cases.  If  the  bladder  is  extensively  diseased,  covered 
with  ulcers,  and  universally  affected,  the  greatest  good  will  be 
obtained  by  etherizing  the  patient,  and  thoroughly  cauterizing  the 
whole  surface  of  the  bladder  with  the  solid  nitrate  of  silver  stick. 
There  is  no  danger  of  cauterizing  too  deeply,  for  the  burn  result- 
ing from  the  application  of  the  silver  is  not  deep.  Morphine 
subcutaneously  or  by  rectum  controls  the  pain,  which  lasts  only 
a  few  hours.  In  three  instances  in  which  this  method  of  treat- 
ment was  employed,  two  post-operative  cases,  and  one  in  which 
nephrectomy  was  inadvisable,  the  greatest  possible  relief  resulted, 
the  number  of  urinations  diminishing,  and  the  pain  on  urination 
becoming  much  less  severe.  In  all  these  cases  the  subsequent 
treatment  consisted  in  further  occasional  applications  of  silver 
nitrate  through  the  cystoscope,  as  well  as  continued  treatment 
with  corrosive  sublimate. 

If,  in  spite  of  all  treatment,  the  patient  cannot  stand  the  suf- 
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fering  caused  by  the  disease,  it  may  be  necessary  to  make  a 
vesicovaginal  fistula.  Subsequently  the  Guyon  treatment  with 
the  nitrate  of  silver  may  be  continued.  After  some  progress  has 
been  made,  and  there  is  evidence  that  the  process  is  coming  to 
an  end,  the  Guyon  treatment  may  be  replaced  by  injections  of 
ichthyol  and  glycerine,  half  of  each.  This  is  a  very  soothing  ap- 
plication, is  well  borne,  and  is  especially  useful  in  these  cases. 

In  cases  of  extensive  ulcerations  which  are  accessible,  resec- 
tion has  been  employed  with  considerable  success.  Hunner 
(Johns  Hopkins  Hospital  Bulletin,  1904.  Vol.  15,  pp.  15,  16,  17) 
has  reported  four  cases,  one  of  his  own  and  three  of  Kelly's,  in 
which  this  method  of  treatment  was  employed,  the  operation 
being  done  at  the  time  that  the  nephrectomy  was  performed ;  in 
one  instance  through  a  transperitoneal  suprapubic  incision,  and 
in  the  remaining  three  cases  through  a  lateral  incision  used  for 
removing  the  ureter.  In  three  of  these  cases  cure  followed,  and 
the  remaining  one  was  improved.  Hunner  (Am.  Med.,  1901, 
Vol.  7,  p.  706)  advises  doing  an  infravaginal  cystotomy  for 
drainage  in  case  it  has  been  necessary  to  enter  the  peritoneal 
cavity.  Otherwise  there  is  some  danger  that  the  bladder  stitches 
may  give  way  and  cause  death  from  peritonitis.  This  result  en- 
sued in  one  of  Kelly's  (New  York  State  Med.  Jour.,  1906,  Vol.  6, 
p.  145)  two  weeks  after  an  intraperitoneal  resection  of  the  blad- 
der. Kelly  (Can.  Jour,  of  Med.  and  Surg.,  1906,  Vol.  19,  p.  81) 
has  reported  a  case  of  a  female,  thirty-four  years  old,  with  ex- 
tensively ulcerated  bladder,  in  which  he  removed  the  kidney  and, 
through  a  suprapubic  incision,  the  ureter,  taking  away  about 
half  of  the  bladder,  including  the  left  ureteral  orifice.  The  pa- 
tient was  reported  cured. 

The  chief  objection  to  resection  is  that  one  can  never  be  sure 
that  he  has  removed  all  the  diseased  parts,  for  tubercular  portions 
of  the  bladder  may  easily  escape  observation  and  be  left  behind. 
Hunner  (Am.  Med.,  1901,  Vol.  7,  p.  706)  is  not  in  favor  of  re- 
section at  the  time  of  nephrectomy,  except  in  rare  instances,  be- 
lieving that  many  of  the  bladder  lesions  are  not  tubercular,  and 
that  they  will  get  well  of  themselves  in  time. 

In  order  to  determine  what  effect  on  the  bladder  nephrectomy 
has,  the  writer  has  compiled  the  following  two  tables. 

The  cases  were  selected  with  care,  and  only  those  instances 
were  selected  in  which  the  cystoscopic  examination  was 
made  both  before  and  after  the  nephrectomy.     Table   1   includes 
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those  cases  in  which  there  was  nephrectomy  with  recovery,  in 
which  cystoscopy  previous  to  operation  showed  but  slight  changes 
in  the  bladder,  while  Table  2  was  made  up  exclusivelv  of 
nephrectomies  with  recovery,  in  which  there  were  marked 
changes  in  the  bladder,  principally  in  the  nature  of  ulcerations  of 
mure  or  less  extent.  There  were  twenty-three  cases  in  Table  1 
and  thirty-three  cases  in  Table  2.  Each  case  was  narrowly  in- 
spected, and  by  "well"  is  meant  frankly  well,  without  symptoms. 
In  Table  1  there  are  seven  cures  in  twenty-two  cases;  probabh 
more  than  seven,  because  in  seven  of  these  twenty-two  cases  the 
end  result  was  not  given.  If  we  subtract  these  seven  cases  (Cases 
1,  3,  6,  19,  20,  21,  22),  the  percentage  of  cures  is  46.6  per  cent. 
This  does  not  mean  that  46.6  per  cent,  of  nephrectomies  in  cases 
in  which  there  are  slight  bladder  changes  will  inevitably  be  fol- 
lowed by  cure.  It  is  presupposed  that  the  rest  of  the  body  is  mod- 
erately healthy.  If  this  is  so,  these  figures  cannot  be  far  from 
the  truth.  The  percentage  seems  high,  and  it  is  high,  but  it  must 
be  remembered  that  the  conditions  were  most  favorable.  There 
were  two  cases  in  which  improvement  had  lasted  quite  a  while 
(Cases  13  and  14),  respectively  eight  and  six  years,  and  the  two 
that  died  survived  the  operation  seven  and  four  years  respec- 
tively.    "Improved"  is  with  reference  to  bladder  symptoms. 

Analyzing  Table  II.,  we  find  thirty-two  cases  in  which  the  re- 
sult is  definitely  stated.  There  are  fourteen  cures,  ranging  in 
duration  from  one  to  eleven  years,  a  percentage  of  43.7,  practi- 
cally, the  same  as  in  the  table  compiled  from  bladders  with  very 
slight  lesions.  The  conclusion  is  inevitable — either  nephrectomy 
exerts  a  specific  effect  on  bladder  tuberculosis,  or  else  these 
bladders  are,  many  of  them,  not  tubercular ;  the  close  similarity  of 
percentage  seems  to  favor  the  view  that  many  of  the  bladders 
are  not  tubercular.  From  published  reports  it  is  impossible  to 
deduce  whether  the  bladder  in  question  was  tubercular  or  not.  If 
we  adopt  the  tubercle  as  a  criterion  of  vesical  tuberculosis  it  is 
impossible  to  deduce  anything  of  value  from  the  published  re- 
ports, for  its  presence  or  absence  was  not  mentioned  in  most 
cases.  In  the  writer's  two  cases  (Table  2.  Cases  5  and  6)  tuber- 
cles were  present  in  Case  6  and  not  in  Case  5,  and  it  is  worthy 
of  note  that  in  Case  6  healing  was  much  more  rapid  than  in 
Case  5.  This  much  we  can  say :  Examples  show  that  nephrec- 
tomy exerts  a  favorable  influence  on  these  vesical  lesions,  hasten- 
ing their  healing  and  ultimate  disappearance.     We  can  also  say 
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that,  following  nephrectomy,  severe  lesions  will  heal.  An  exam- 
ination of  Table  2  shows  that,  while  on  the  one  hand  severe  ulcer- 
ations of  the  bladder  sometimes  did  not  heal  promptly  (Cases  5, 
6,  17,  18,  21,  23,  25,  28,  29),  yet  on  the  other  hand  there  were 
some  cases    (Cases  13,  19,  27,  32)   in  which  healing  was  quite 


TABLE  I. 
Cases    of    Nephrectomy    with    Recovery,    in    which    Cystoscopy 


No. 


Name  and  Reference 


Age 


Nature  of  Operation 


Duration 


IS 
16 
17 
[8 


Kuster — Berlin     klin.     Woch.,  1888, 

p.  934. 

J.    H.   Adams — Glasgow   Med.  J  oar., 

[897,  vol.  47,  p  23. 

Cullen  (.Personal  communication).  .  .  . 

McCosh  (F.  Tilden  Brown) — Boston 
Med.  and  Surg.  Jour.,  190 1,  vol.  144, 
P    516. 

Konig  (Pels  Leusden) — Dtsch.  Zeit.  f. 
Chir.,  1900,  p.  11 . 


W.  D.  Hamilton — Med.  News,  New 
York,  1S98.  September  17,  p.  374. 

Czerny  (Simon) — Beitr.  z.  klin.  Chir., 
1901,  vol.  30,  p  34. 

Czersy  (Simon) — Beitr.  z.  klin.  Chir., 
1901,  vol.  30,  p.  27. 

Czerny  (Simon) — Beit.  z.  klin.  Chir.. 
190 1.  vol.  30,  p.  45. 


Albarran  (Cottet) — Bui.  de  la  Soc 
Anat.,  Paris,  1899,  vol.  74,  p.  108. 

FT.  Brown — Boston  Med.  and  Surg 
Jour.,  1901,  vol.  144,  P-  S1^. 


Kelly  (Hunner)— Johns  Hopkins  Hos 
pital  Bulletin,  1004,  vol.  15.  P-  is)- 

Kelly  (Hunner) — Johns  Hopkins  Hos- 
pital Bulletin,  1004,  vol.  15.  p.  13. 

Kelly  (Hunner) — Johns  Hopkins  Hos- 
pital Bulletin,  1904,  vol.  15,  p.  13 

Kelly  (Hunner) — Johns  Hopkins  Hos- 
pital Bulletin,  100.1,  vol.  15,  p.  15. 

Kelly  (Hunner) — Johns  llopkn 
pital  Bulletin,  [904,  vol.  15.  p.  15. 

Cullen  (Hunner,)  -Johns  HopkinsHos 
pital  Bulletin,  mo.\.  vol.  15,  p.  16. 

Willy  Meyer  Medical  News,  New 
York,   i 


Albarran  (De  Sard) — Le  CathSterisnte 

Cystoseopique    des    Ureteres,    Paris, 

1900,  p.  133. 
F.  Tilden  Brown — Ann.  0}  Surg.,  1899. 

p.  609. 
E.  Reynolds — Johns  Hopkins  Hospital 

Bulletin.  1898,  No.  92. 

Steinthal — Rrjtr.  z.  Win.  Chir.,   1899, 
P-  :  I 


28 

37 

30 


3° 

34 

23 
3° 
25 

22 
33 

47 
39 


31 


Lumbar  nephrectomy.  Side 

not  stated. 
..ight  lumbar  nephrectomy 


Not  stated 
5  years. .  . 


Right  nephroureterectomy .  3$  years. . 
Left  lumbar  nephrectomy.  .  One  year. . 

Left  lumbar  nephrectomy.  .  4^  years. . 

Right  lumbar  nephrectomy.  Few  m'ths 
Left  lumbar  nephrectomy.  .   12  months 

Right  lumbar  nephrectomy.; 6  months. 

Right  nephrectomy 4  years .  . . 


Right  nephrectomy A  few  years 

Right  lumbar  nephrectomy  <  years. . .  . 

•■iml  partial   ureterectomy 
ches). 

Left  nephroureterectomy..    Several yrs. 

Right  nephroureterectomy.   2  years. .  .  . 

Right     nephrectomy     and  3  years. . .  . 
partial  ureterectomy. 

Left  nephrectomy Several  yrs. 


Left     nephroureterocystec-  10  months. 

tomy. 

Left  nephroureterectomy.  .  Not  stated. 

Right  nephrectomy 9  months.  . 


Left  nephrectomy V)  days  I  ?  1 


Left  lumbar  nephrectomy.  .   1 
Right  lumbar  nephrectomy.  S  years. 


Right  lumbar  nephrectomy.  Xot  stated. 
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prompt,  although  there  were  marked  extensive  ulcerative  vesical 
changes.  The  writer  wishes  to  emphasize  one  point,  and  this  is 
that  treatment  does  not  end  with  nephrectomy.  Months,  if  nut 
years,  of  painstaking  and  thorough  watchful  treatment  are  some- 
times necessary  before  the  disease  is  finallv  overcome.     Unfortu- 


TABLE   I.   (Continued). 
Previous  to  Operation  Showed  Slight  Changes   in   the    Bladder. 


Cystoscopy 


Urine 


Moderate  injection  of  mu-  Pyuria.   T.  B 
cous  membrane. 

"Hypertrophied    mucous  Pyuria 

membrane     and     vari- 
cose veins." 

Irregular  areas  of  conges- 1 Pyuria.   T.  B 
tion,  especially  on  right 

Discrete    patches   of  hy-  Pyuria.   T.  B 
peremia  over  base. 


Swelling  of  trigone, 
ulcers 


No  Pyuria. 


Base  of  bladder  and  right  Pyuria 

eminence  red. 
Mucous     memb.     around  Pyuria.   T.  B 

ureteral  orifice  red  and 

swollen. 
Injection       of       mucous  Pyuria 

membrane      especially 

about  right  orifice. 
Slight    redness    of   whole, Pyuria         No 

mucous  memb.     Right       T.  B. 

eminence  elevated  and 

raised,  "but  not  tuber-: 

cular." 
Cicatrix  near  right   ure-;Pyuria 

teral  orifice. 
Congested     trigone     and! Pyuria.   T.  B 

gaping  right  orifice. 


Path.  Condition 


Ultimate  Result 


Tuberculosis  of  kid-  Not  stated. 

ney. 
Tubercular    kidney     Three   months   later,    patient 

and  ureter.  better. 

Tubercular  right  kid-  Lost  sight  of. 

ney  and  ureter. 
Tubercular  kidney. ..  Four  years  later  well.  Urina- 
tion 5  times  in  24  hours. 


Left  orifice  granular  and] Pyuria.        No 
red.  I     T.  B. 

Redness  about  right  ori- 1  Pyuria. 
fice.  Otherwise  normal  I     T.  B. 

Bladder   normal,    except  Pyuria, 
red  right  orifice. 


Tubercular  kidnev 


Tubercular    kidney 

and  ureter. 
Tubercular  kidney. 


Tubercular  kidney. 
Tubercular  kidney. 

Tubercular  kidney. 
Tubercular  kidney. 


Bladder    normal     except  Pyuria. 

for  red  swollen  rt.  orif.    '      T.  B. 
Bladder    normal    except T.  B 

for  red  orifice. 
Slight  reddening  around  T.  B 

left  orifice. 
Normal    bladder    except  Pyuria.    T 

red    trigone    and    pur- 
plish red  spot  over  rt. 

eminence. 
"Mucous  membrane  nor-  Not  stated.. 

mal." 


Tubercular    kidney. 
Chronic  ureteritis 
No  Tubercular    kidney 
Chronic  ureteritis 
T.  B.  Tubercular    kidney- 
Ureter  not  exam- 
ined. 
No  Tubercular  kidney. . 


Tubercular      kidney 

and  ureter. 
Tubercular    kidney. 

Chronic  ureteritis . 
Tubercular    kidney . 


"Normal  bladder." Pyuria.  T.  B.  Renal  tuberculosis.  .  Not  stated 


Improved.  Married  5  years 
later.  Symptoms  of  right 
renal  tuberculosis.  Death  7 
years  after  operation. 

Not  stated. 

Three  yrs.  late.-,  urine  normal. 
Some  pain  in  right  side. 

Three  years  later,  general  con- 
dition only  a  little  better. 
Died  4  yrs.  after  operation. 

One  yr.  later,  urine  normal. 
Small  fistula.   No  pain. 


Convalescing.  "Bladder  not 
diseased." 

Five  months  later,  no  pain. 
Gained  75  pounds.  Still  has 
frequent  micturition.  Gui- 
nea-pig test,  negative. 

Eight  years  later,  perfectly 
well.  Marri'd  4  yrs,  .jchild'n. 

Eight  yrs.  later,  similar  symp- 
toms on  left  side. 

Five  yrs.  later,  operated  for 
pelvic  tuberculosis.  Six  yrs. 
later,  fair  health. 

Five  years  later,  well.  Has 
been  doing  heavy  work. 

Two  yrs.  later,  perfectly  well. 
No  symptoms. 

Two  years  later,  perfectly 
well. 

Four  months  later,  perfectly 
well;  14  months  later,  no 
bacilli  in  urine. 


Renal  tuberculosis.  .  Doing  well. 


"Normal  bladder." Gui  nea-pig 

positive   on 


"Normal  bladder. 


rt.   NoT.B 

A    few   blood 

corpuscles. 


Miliary  tuberculosis.  Not.  stated, 
pelvis  of  kidney.      I 

Calculus   of   rt.    kid-  Not  stated, 
ney.      Miliary    tu- 
berculous  no 
on    upper    half    of 
kidnev. 
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TABLE   II. 
Cases    of    Nephrectomy     with    Recovery,     in     which     Cystoscopy 


No. 


Name  and  Reference 


\V.  L.  Burrage  (Personal  communica- 
tion) 

Czerny  (.Simon) Beitr.  z.  klin.  Ch  r., 

1901,  vol.  30,  p.  17. 
J.  Frank — Medical  Record,  New  York, 

1899,  September  9,  p.  373. 
E.    Reynolds    (Garceau) — Jour.    Am. 

Med.   Ass.,    1006,  vol.  47.  p.   1440. 

(Case  3.) 


Garceau — Jour.  Am.  Med.  Ass.,  1906 
vol.  47,  p.  1440.     (.Case  6.) 


Garceau — Jour.  Am.  Med.  Assn.,  1906, 
vol.  47,  p.  1440.  (Case  18), 


Age 


36 
39 
37 


Nature  of  Operation 
Left  nephrectomy 

Right  ureterectomy. .  .  . 
Right  nephrectomy.  . .  . 
Right  nephrectomy 


Left  nephroureterectomy, 
i«97- 


Duration  j 


Six  years. 

Not  stated. 
Several  yrs. 
Several  yrs. 


One  year. 


y 

Gy 


Ml — Trans.  Am.  Assn.  Obst.  and 
yn.,  1899,  vol.  12,  p.  137. 

Konig  (Pels  Leusden) — Dtsch.  Zeit.  f 
Chir.,  1900,  p.  4. 

W.  R.  Pryor  (Personal  communica- 
tion). 

W.  R.  Pryor  (Personal  communica- 
tion). 

E.  Reynolds — Med.  Jour.,  New  York, 
1899,  Aug.  12,  p.  200. 

Turner — Bui.  et  Mem.  de  la  Soc.  de 
de  Chir.  de  Paris.  1897,  No.  23,  p.  56 

Willy  Meyer — Ann.  of  Surg..  1898, 
p.  248. 

1/.  Caspar — Berlin  kiin.   Woch.,   1896, 

Apr.  27. 
II.  N.  Vineberg — Medical  Record,  New 

York,  1898,  vol.  S3,  p.  193. 


Cullen  (Hunner) — Johns  Hopkins  Hos 
pital  Bulletin,  1904,  vol.  15,  p.  13. 

Kelly  (Hunner) — Johns  Hopkins  Hos- 
pital Bulletin,  iooj.  vol.  IS,  P    1  J. 


Kelly  (Hunner)- — Johns  ll<>pkins  Hos- 
pital Bulletin,  iijoj,  vol.  15,  p    m. 

Kelly  (Hunner)  —  Johns  Hospital  Hos- 
pital lUtllctin.  IQ04,  vol.  15.  V    is 

Kelly  (Hunner) — Johns  Hopkins  Hos- 
pital Bulletin,  1004,  vol.  15.  p.  15, 

Kelly  (Hunner) — Johns  Hopkins  Hos- 
pital Bulletin,  1004.  vol.  is,  p.  1; 


Adult 

26 

31 

20 
Adult. 

28 

ig 

42 
48 


Right  ureterectomy 


Several  yrs. 


Left  nephroureterectomy.. .  One  year. 
Left  lumbar  nephrectomy.  .  One  year.. , 

Right    abdominal    nephro-  Two  years.. 

ureterectomy. 
Left  abdominal  nephroure-  Not  stated. 

terectomy 
Left  lumbar  nephrectomy.  .  Five  years.. 

Left  lumbar  nephrectomy.  .  Four  years. 

Right  lumbar  nephrectomy.  Six  months 


Right  nephrectomy Six  months 

Right  lumbar  nephrectomy   Six  months 


Right  nephrectomy. 


Left     nephroureterectomy 
curettage  of  bladder. 


Three  years 
1!  yrs. 


Right  nephroureterectomy.    \\ 


Left  nephrectomy  and  cys- 
totomy 
Right  nephrectomy 


3  years.  . . 
0  months. 


Vesicovaginal    fistula    with  Several  yrs. 
subsequent  closure.   Left 
"«">hrectomv. 
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TABLE   II.      {Continued). 
Previous  to  Operation  Showed  Marked  Changes  in  the   Bladder. 


Cystoscopy 


Ulceration  of  trigone  and 
irritation  about  right 
orifice. 

Lett  orifice  red;  ulcera- 
tions about  left  orifice. 

Ulcer  of  neck  of  bladder. . 

Many  small  ulcers  in  the 
bladder. 


Urine 


Path.  Condition. 


Ultimate  Result 


Pyuria Tubercular  kidney. 

Pyuria.   T.  B.  Tubercular  kidney. 
Pyuria.   T.  B.  Tubercular    kidney. 


Guinea-pig 
positive 
No  T.  B. 


Tubercular  kidney. 


General  inflammation.  Pyuria, 
scars,  numerous  ulcers]  T.  B. 
throughout. 


Laige  ulcer  neai  right  ori- 
fice. General  injection 
granulation  tissue. 


Ulcerations  in  the  fundus 
"Elevations  on  trigone  ' 

Ulcers  of  bladder 

Tubercles  in  bladder. .  .  . 


Xo  Tubercular  kidney 
and  ureter.  Ureter 
much  thickened : 
char,  changes. 


T.  B.  Guinea-  Tubercular  kidney 
pig  positive 


General   inflam.:   erosion 

about  left  orifice. 
(Five  months  after  oper. 

ulcer  near  left  orifice. ) 
Numerous  small  tuhercles 

hynertronhy.   ulcers  of 

right  orifice. 
"Tubercular  bladder.".    . 

Right  orif.  irreg.  swollen: 
it  presents  projections: 
small  red  aieas  over 
whole  bladder. 

Right     half     of     bladder 
thickened;  ulcerated 
area  about  right  orif. 

Extensive    ulcerations 
posterior  wall. 


Pyuria.   T.  B.  Tubercular  kidney. 

Pyuria Tubercular  kidney. 

Pyuria.  T.  B.  Tubeicular  kidney. 

Not  stated Tubercular  kidney. 

Pyuria Tubercular  kidney. 

Pyuria.  T.  B.  Tubercular  kidney. 
T.  B Tubercular  kidney. 


Xine  months  later,  irritable 
bladder,  ulcers.  Died  2  years 
later. 

Well  for  several  years,  then 
pains  in  rt.  lumbar  region. 

One  year  latei,  improved. 
Still  had  vesical  sjmptoms. 

Complete  relief  for  6  yis.  alter 
operation,  then  severe  ves- 
ical hem.,  incontinence,  py- 
uria, and  recur,  of  vesical 
ulcers.  Cond.  of  left  kidney 
not  known. 

One  yr.  later,  init.  from  ul- 
cers. 6  m.  later,  whole  blad- 
der filled  with  gran,  tissue; 
ether,  thorough  cautery. nit 
of  silver;  6  m.  later,  small 
red  area  over  left  orif. ;  con. 
treatment;  4  yrs  afte.-  oper. 
well;  it  is  now  10  yrs.  since 
the  oper. ;  urine  is  normal; 
twice  daily. 

Two  yrs.  after  nephrectomy, 
cautery'  whole  bladder  with 
silver  under  ether — relief. 
Constant  blad.  treatment 
for  3  yrs.  Then  vag.  cysto- 
tomy. Constant  blad.  treat- 
ment, especially  Guyon 
treatment  for  5  yrs.  more. 
Fistula  closed.  Has  been 
well  3  yrs.  It  is  now  1 1  yrs. 
since  oper.  Urine  normal; 
blad.  normal:  no  vesical  irri- 
tability. Guinea-pig  test 
positive  3  yrs.   after  oper. 

Practically  well.  ' '  single  ulcer- 
ation in  the  bladder." 

Three  months  later,  "Well; 
urine  still  cloudy." 

Three  years  later,  well.  Re- 
peated cystoscopy  negative 

One  year  later,  well.  Cysto- 
scopy showed  nothing  abnor 

Eighteen  months  later,  well. 

Xine  ms.  after  oper..  fair  cond. 

Bladder  still  troublesome. 
Some    ms.    later,    no    urinary 

symps.     Gained  20  pounds. 


Pyuria.  T.  B.  Tubercular  bladder..  "Prompt  and  complete  relief 


Pyuria.        Xo 
T.  B. 


Tubercular    kidney.  Well  four  months  later. 
Bacilli  found. 


Not  stated.  ..  Tubercular  kidney.  . 
Pyuria.   T.  B.  Tubercular  kidney. . . 


Ulcers  over  right  hemis-    Pyuria, 
phere.  T.  B. 


No 


Diffuse  ulceration  of  blad- 
der. 

Reddening  and  extensive 
ulcers  about  right  ori- 
fice. 


Pyuria 

Xot  stated.. 


Left  half  of  bladder  ex-1  Not  stated, 
tensively  ulcerated. 


Tubercular  kidney: 
chronic  ureteritis. 


Tubercular  kidney. 
Tubercular  kidney. 


Tubercular     kidney. 
ureter  and  bladder 


Seven  years  later,  married  and 
in  good  health 

Patient  seen  5  yrs.  late.-,  much 
imp'd:  still  frequency  of 
micturition  and  blad.  wall 
shows  "same  degree  of  ul- 
ceration." 

Four  vears  later,  "symptoms 
of  bladder  trouble  persist." 
Health  is  generally  better. 

Four  years  later,  bladder  nor- 
mal; still  incontinence. 

Three  years  later,  perfectly 
well.  '  At  times  after  expos- 
ure to  cold  and  wet,  slight 
bladder  symptoms. 

Three  vears  later,  has  gained 
ounds:  left  half  of  blad- 
der re<' '  ^o  i*1ri 
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TABLE  II.     (Concluded). 


No. 

Name  and  Reference 

Age 

Nature  of  Operation 

Duration 

22 

Hunner— {Johns     Hopkins     Hospital 
Bulletin,  1904,  vol.  15,  p.  16. 

57 

Vesicovaginal  fistula  curet 
age;  left  nephrectomy. 

Several  yrs. 

23 
24 

Kelly  (Hunner) — Johns  Hopkins  Hos- 
piia    Bulletin,  1904,  vol.  15,  p.  16. 

Cullen  (Hunner) — Johns  Hopkins  Hos- 
pital Bulletin,  1904,  vol.  15,  p.  16. 

28 
24 

Left  nephroureterectomy. . . 
Right  nephroureterectomy . 

15  months 
2  years. .  .  . 

25 

Kelly  (Hunner) — Johns  Hospital  Hos- 
pital Bulletin,  1904,  vol.  15,  p.  16. 

34 

Right  ureterectomy 

4  years.  .  .  . 

26 

Kelly  (Hunner) — Johns  Hopkins  Hos- 
pital Bulletin,  1904,  vol.  15,  p.  16. 

S2 

Vesicovaginal   fistula,   with 
subsequent  closure.    Left 
nephroureterectomy. 

13  months. 

27 

Hunner— /o/jh5      Hopkins      Hospital 
Bulletin,  1904,  vol.  15,  p.  17. 

29 

Right  nephroureterocystec- 
tomy.                                    | 

Several  yrs. 

28 
29 

Hunner — Johns      Hopkins      Hospital 
Bulletin,  1904,  vol.  15,  p.  17. 

Hunner— /o^rcs      Hopkins      Hospital 
Bulletin,  1904,  vol.  15,  p.  17. 

19 
38 

Vesicovaginal    fistula:    irri- 
gations: right  nephrect'y 
Left  nephroureterectomy. . . 

1  year 

3  years. . .  . 

30 

Hunner— Jo/ms      Hopkins      Hospital 
Bulletin,  1904,  vol.  15,  p.  17. 

30 

Right  nephroureterectomy. 

7  months. . 

31 

E.  J.  Ill — Ann.  of  Surg.,  1903.  vol.  s8, 
P-  525- 

27 

Left  nephroureterectomy. . . 

1  year 

32 

E.  J.  Ill — Ann.  of  Surg.,  1903,  vol.  38. 
P-  525. 

Fenwick— "Ulceration  of  the    Blad- 
der."    London.      1900,  p.  73. 

22 

Right  nephroureterectomy 

3  months.  . 

33 

32 

Left  nephrectomy 2  years. . .  . 

nately  there  is  another  point  that  has  to  be  stated :  the  disease 
may  apparently  be  thoroughly  eradicated  and  then  reappear. 
Case  4  illustrates  this.  This  patient  did  exceedingly  well  for 
six  years  after  her  nephrectomy;  the  bladder  symptoms  disap- 
peared, only  to  reappear  again  at  the  end  of  this  long  interval. 
Tn  such  cases  we  must  suspect  hematogenous  infection  of  the  re- 
maining kidney,  with  descending  tuberculosis.  Recurrences  of 
this  nature  are  seen  in  Table  I.,  Cases  5  and  13.  and  in  Table  II., 
Case  2.  the  recurrence  in  the  kidney  taking  place,  respectively, 
five  and  eight,  and  "several"  years  after  the  primary  nephrec- 
tomy. The  proneness  to  surgical  affections  that  single  kidneys 
are  known  to  have  should  make  us  give  a  guarded  prognosis  in 
all  the^e  cases.     Truly  the  disease  is  a  desperate  one. 

NONTUBERCULAR  CYSTITIS. 

Inflammation  of  the  bladder,  which  has  remained  strictly  local- 
ized  and  has  not  extended  to  either  kidnev,  is  in  most  instances 
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TABLE   II.     {Concluded). 


Cystoscopy 


Bladder    ulcerated 
left   half. 


Universal    ulceration   of 

bladder. 
"Right   posterior  wall  is 

deeply  inflamed." 

Diffuse  ulceration  about 
ureterovesical  anasto- 
mosis. 

General  inflam.  and  deep 
ulceration  about  left 
orifice . 

Ulcer  about  right  orifice 
and  another  on  vertex 
of  bladder. 

Universal  ulcerative  cys- 
titis. 

Left  half  of  bladder  in- 
flamed and  ulcerated. 

Right  third  of  bladder  in- 
flamed and  ulcerated. 


Urine 


Path.  Condition 


Pyuria.  T.  B.  Tubercular    kidney 
and  ureter. 


Ultimate  Result 


Pyuria.  T. 
Not  stated 

Not  stated 

Not  stated. 

Xot  stated. 


Two  years  later,  good  health. 
Good  appetite;  sleeps  well; 
"at  times  troubled  with 
bladder  symptoms,  and 
lumbar  wound  still  open." 
B.  lubercular      kidney  One  year  later,  still  has  blad- 

and  ureter.  der  symps.  and  hematuria. 

..    lubercular      kidney  One     year     later     improved 
and  ureter.  "Frequent  micturition  and 

i      discomfort  if  urine  is  held." 
..   lubercular  kidney.  .  One  year  later,  "some  bladder 
I      symptoms." 


Tubercular      kidney 
and  ureter. 


Tubercular     ulcerations 
around    base   and    left 
orifice. 

Many  tubercular  ulcers  in  T.  B  . 

lower  part  of  bladder. 
'  Left  ureteral  orifice  pa-  T.  B . 
tent  and  caked;  it  was 
obviously  tubercular." 


Tubercular  kidney 
and  ureter;  ulcera- 
tive cystitis. 

Tubercular  kidney. . 

Tubercular  kidney 
and  ureter. 

Tubercular  kidney. . 
and  ureter. 


Not  state  1 .  .  .  Tubercular  kidney 


T.  B. 

T.  B. 

T.  B. 


Tubercular  kidney 
Tubercular  kidney. 


One  year  later  "bladder  per- 
fectly normal;  no  symp- 
toms; some  pus  in  urine 
with  colon  bacillus." 

One  year  later,  perfectly  well. 
Nursing  a  five-months  old 
baby.  "Bladder  everywhere 
normal." 

Two  years  later,  still  under 
treatment  for  cystitis. 

One  year  later,  "bladder  less 
inflamed  and  holds  120 
c.c.  without  discomfort." 

One  year  later,"bladder  shows 
an  inflamed  area  about  rt. 
orifice,  3  cm.  in  diam.  Blad- 
der holds  360  c.c.  without 
discomfort." 

Four  years  well;  urine  normal; 
bladder  normal. 

Eighteen  months  later,  well; 
bladder  normal. 

Three  years  later,  well.  Blad- 
der not  diseased. 


quite  amenable  to  treatment.  There  are,  however,  some  forms 
of  the  disease  which  do  not  yield  readily  and  which  are  exceed- 
ingly difficult  to  cure.  Those  forms  of  cystitis  which  are  due  to 
long-continued  suppurative  processes  in  the  upper  passages,  in 
which  the  inflammation  has  had  time  to  give  rise  to  deep  vesical 
lesions,  are  sometimes  most  intractable,  even  after  the  disease 
above  the  bladder  has  been  cured. 

Every  case  of  cystitis  should  be  thoroughly  examined  with 
reference  to  the  possibility  of  there  being  present  inflammation  of 
the  ureter  or  the  kidney.  It  may  be  necessarv  to  administer  ether 
in  order  to  make  this  examination  thorough,  the  -rvtrelv  in- 
flamed condition  of  the  membrane  precluding  the  re<;i:i>.ie  in-;ru- 
mentation.  A  contracted  bladder  often  disappear?  nmlei  ether, 
and  the  relaxed  unconscious  condition  of  the  patient  a'!ow>  of  a 
thorough  exploration,  and  determines  the  best  course  of  treatment. 

Before  beginning  the  treatment  of  a  case  of  intnici.tl  :•  cvstitis, 
it  is  essential  that  the  upper  passages  shall  have  been  £;ee«1  from 


308      GARCEAU  :    TUBERCULAR  AND  NONTUBERCULAR  CYSTITIS. 

disease.  A  nephrectomy  or  a  nephrotomy  may  be  necessary,  a 
calculus  may  have  to  be  removed,  a  strictured  ureter  may  have  to 
be  operated  upon,  and  any  other  diseased  condition  cured.  Unless 
these  measures  are  attended  to  it  will  be  useless  to  expect  a  cure. 
It  is  astonishing  to  note  the  rapidity  with  which  an  apparently  in- 
curable cystitis  will  sometimes  clear  up  after  removal  of  a  stone 
in  the  kidney,  the  symptoms  ceasing  almost  immediately,  and  the 
mucous  membrane  rapidly  taking  on  a  normal  appearance.  There 
are  some  patients  who  will  decline  to  have  a  suppurating  kidney 
removed,  fearing  the  operation.  It  is  not  best  to  encourage  the 
hope  in  these  patients  that  a  suppurating  kidney  will  perhaps 
become  inactive  in  time.  In  one  of  the  writer's  cases  such  a 
condition,  probably  due  to  a  calculus  in  the  kidney,  has  now 
lasted  for  nine  years.  This  patient  absolutely  refused  to  have 
the  kidney  touched.  A  cystotomy  was  performed  to  relieve  the 
bladder  symptoms,  and  the  usual  treatment  carefully  followed  after 
this  operation  in  the  hope  that  the  kidney  would  cease  to  be 
active.  After  seven  years,  there  being  only  a  slight  amount  of 
pus  in  the  urine,  an  attempt  was  made  to  close  the  fistula,  without 
success.  The  kidney  does  not  cause  symptoms,  but  the  pus  pro- 
ceeding from  it  undoubtedly  keeps  up  the  cystitis  and  will  do 
so  until  the  organ  is  removed. 

There  are  not  a  few  cases  of  chronic  cystitis  in  which  the 
exciting  cause  is  a  ureteritis,  due,  possibly,  to  previous  gonorrheal 
inflammation,  with  slight  strictures,  not  large  enough  to  com- 
pletely occlude  the  lumen  of  the  canal.  Ureteritis  is  very  difficult 
to  diagnose  unless  one  is  on  the  lookout  for  it,  but  its  possible 
presence  should  always  be  borne  in  mind.  A  cystotomy  is  not 
i  n rati ve  in  a  condition  like  this,  and  does  not  even  give  very  much 
relief,  the  symptoms  of  irritable  bladder  persisting  in  some  degree 
even  after  the  fistula  has  been  made.  Should  the  fistula  be 
closed,  the  symptoms  recur  at  once. 

It  is  well  in  all  cases  of  chronic  cystitis  to  determine  the  form 
of  organism  present.  It  gives  some  idea  as  to  the  severity  of 
the  disease,  and  the  probable  duration  of  treatment.  Cultures 
taken  during  the  course  of  the  treatment  will  also  give  a  fair 
estimate  as  to  the  progress,  by  noting  the  number  of  colonies 
present  in  the  tube.  The  method  of  treatment  at  the  pr< 
time  does  not  vary  with  the  kind  of  i;erm  present,  and  it  seems 
to  the  writer  that  the  next  advance  in  the  treatment  of  the  dis- 
ease must  be  in  this  direction.  Wright's  method,  by  injection 
of  appropriate  vaccine,  is  a  step  forward. 
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Chronic  cystitis  is  a  disease  which  requires  the  most  untiring, 
patience  in  its  treatment.  Progress  is  slow.  It  may  be  months, 
if  nut  years,  before  the  patient  is  well.  It  is  best  in  all  cases 
not  to  push  the  treatment  too  hard ;  not  to  attempt  too  much  at  one 
time,  and  to  rely  on  gentle  measures  before  resorting  to  severe  ones. 
Patience  will  sometimes  accomplish  unlooked  for  results.  Of 
late  years  there  has  been  a  tendency  to  rely  rather  too  much 
on  instrumental  measures  for  the  cure  of  cystitis ;  there  is  danger 
that  too  much  instrumentation  may  do  harm  rather  than  good. 
The  general  health  should  be  particularly  looked  after.  Some- 
times removal  to  another  climate  under  favorable  circumstances 
will  so  influence  the  regenerative  process  that  cure  will  result 
without  any  other  means.  The  patient  should  live  under  the 
most  careful  hygienic  surroundings,  and  have  an  abundance 
of  fresh  air  and  good  food.  Careful  attention  should  be  given 
to  excretory  processes.  The  patient  should  be  directed  to  take 
large  amounts  of  water,  to  get  rid  of  the  bacteria,  and  render 
the  urine  bland.  With  alkaline  urine,  boric,  benzoic,  or  cam- 
phoric acid  should  be  given,  and  if  the  urine  is  acid,  it  should 
be  made  alkaline  with  the  citrate  of  potash.  Special  attention 
should  be  paid  to  the  probable  cause  of  the  cystitis.  A  sup- 
purating focus  in  the  neighborhood  of  the  bladder  will  some- 
times, probably  through  the  lymphatics,  keep  up  a  cystitis  in- 
definitely. In  one  of  the  writer's  cases  a  fistula-in-ano  was  the 
cause  of  the  continuance  of  the  trouble,  and  as  soon  as  the 
fistula  was  operated  upon,  the  cystitis  rapidly  disappeared :  in 
another  case,  of  purulent  salpingitis,  the  bladder  affection  rapidly 
disappeared  after  operation  for  removal  of  the  tube.  A  chronic 
urethritis  may  sometimes  be  responsible  for  chronic  cases,  the 
urethritis  not  being  recognized  unless  a  careful  examination  has 
been  made,  and  the  symptoms  being  attributed  entirely  to  the 
bladder  affection. 

Many  cases  of  chronic  cystitis  can  be  avoided,  and  are  the 
result  of  improper  treatment  of  the  acute  stage  of  the  disease. 
Acute  cystitis  should  be  treated  with  the  greatest  care,  and  should 
be  regarded,  in  the  light  of  possible  long  continuance  of  the  dis- 
ease with  its  attendant  suffering,  as  a  most  serious  affection. 
It  is  difficult  to  get  these  patients  to  go  to  bed.  and  yet  this 
is  the  most  essential  point  with  reference  to  treatment.  A  long 
rest  in  bed  in  the  acute  stage  will  almost  always  result  i'1  rapid 
cure. 


3IO      GARCEAU  :    TUBERCULAR  AND  NONTUBERCULAR  CYSTITIS. 

A  form  of  chronic  cystitis  which  has  not  heretofore  been 
much  studied  is  that  form  which  affects  the  trigone  of  the 
bladder,  and  which  has  been  variously  described  as  "hyperemia,  ' 
''neurosis  of  the  bladder,"  and  "irritable  bladder." 

There  is  an  undoubted  condition  of  hyperemia  of  the  trigone 
of  the  bladder  and  the  vesical  neck,  but  this  simple  hyperemia 
may,  and  does,  easily  pass  over  into  a  true  inflammatory  con- 
dition. Hyperemia  of  the  bladder  is  common  enough,  and  is  fre- 
quently seen  in  pregnancy,  and  as  an  accompaniment  of  pelvic 
inflammatory  conditions.  It  rapidly  disappears  when  the  cause 
is  removed,  and  its  nature  is  solely  dilatation  of  the  blood- 
vessels which  become  dilated  in  consequence  of  the  increased 
flow  of  blood  in  the  pelvic  cavity,  which  is  due  to  conditions 
altered  from  the  normal.  The  intimate  anastomoses  between  the 
vesical  arteries  and  those  of  neighboring  organs  makes  this  en- 
gorgement of  the  trigone  very  easy.  Hyperemia  of  the  bladder 
is  not  uncommon  after  pelvic  operations,  particularly  total  hys- 
terectomy. In  these  cases  it  is  mo.-t  likely  to  pass  over  into  an 
inflammatory  condition  and  cause  a  great  amount  of  suffering. 
The  chief  symptom  is  an  irresistible  desire  to  pass  water,  usually 
without  pain.  The  desire  is  constantly  present,  and  in  severe 
cases  the  patient  is  obliged  to  urinate  every  half  hour  or  so,  and 
gets  up  many  times  during  the  night.  The  nervous  system 
soon  suffers,  and  the  patient  may  be  reduced  to  a  serious  state. 

While  simple  hyperemia  subsides  on  removal  of  the  cause, 
chronic  inflammation  of  the  trigone  is  not  so  apt  to  do  so,  al- 
though it  is  very  favorably  influenced  by  the  cure  of  associated 
diseased  conditions.  The  distinction  between  hyperemia  and  true 
cystitis  of  the  trigone  is  sometime  very  difficult.  Its  seat  is 
quite  well  limited  by  the  triangle  formed  by  the  ureteral  orifices 
and  the  neck  of  the  bladder.  In  severe  cases  not  only  the  trigone, 
but  the  vesical  neck  and  urethra  have  the  scarlet  red  appearance 
which  is  characteristic  of  the  affection. 

This  disease  has  been  well  and  ably  investigated  by  Heymann 
[Centralb.  f.  die  Krcmk.  der  Horn  und  Sex.  Org.,  1005.  vol. 
in.  p,  .}_'_'  1.  This  writer  speaks  of  the  ease  with  which  the 
bladder  i>  infected,  and  he  believes  that  in  these  cases  of  chronic 
cystitis  of  the  trigone  the  primary  lesion  is  a  simple  hyperemia 
upon  which  the  germs  become  engrafted,  with  resulting  chronic 
inflammation.  The  urine  i<  not  much  altered  in  thc<e  cases; 
usually   apparently  quite  clear,  but  a  careful   examination 
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will  show  an  excess  of  epithelial  cells,  some  blood  and  pus,  and 
various  bacteria.  Heymann  was  struck  with  the  frequency  with 
which  this  affection  occurred  in  women.  He  therefore  made  a 
careful  investigation  of  all  women  in  his  clinic  for  a  period,  of 
five  years,  comprising  2,963  cases.  Of  these,  663,  or  20.6  "per 
cent.,  complained  of  bladder  symptoms.  All  these  women  were 
examined  with  the  cystoscope.  The  affection  under  discussion 
was  present  in  398,  or  13.4  per  cent.,  figures  which  almost  ex- 
actly correspond  to  the  figures  obtained  in  a  similar  investiga- 
tion made  by  the  writer  in  a  series  of  two  hundred  gynecologic 
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Fig.  i- — Neck  of  bladder.  Vessels  dilated.  Epithelium  proliferated,  show- 
ing metaplasia  (M).  Circumscribed  infiltration  (J).  (From  Hey- 
mann.) 

cases,  examined  with  reference  to  this  point.  This  affection 
was  found  by  the  writer  in  thirty  instances,  or  fifteen  per  cent. 
In  Heymann's  list  almost  two-thirds  of  the  entire  number  of 
bladder  affections  in  women  had  this  chronic  inflammatory  affec- 
tion of  the  trigone. 

In  the  beginning  of  the  disease  there  is  marked  active  hyper- 
emia, which  is  caused  by  the  dilatation  of  the  blood-vessels. 
Later,  the  membrane  loses  its  luster,  the  mucosa  becomes  red- 
der, and  there  is  an  exudation  of  leukocytes  which  are  found  in 
the  urine.     In  the  later  stage  of  the  affection  the  membrane  has 
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a  velvety  appearance,  and  in  some  cases  there  are  proliferative 
processes  which  lead  to  the  formation  of  papillary  or  warty  ex- 
crescences (Fig.  2).  In  marked  cases  the  papillomatous  forma- 
tion may  even  present  the  appearance  of  a  bladder  tumor,  and 
an  excellent  example  of  this  form  was  described  by  Bierhoff 
(Medical  News,   New  York,    1900.  Vol.   76,  p.   809),   who  re- 
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Fig.  2. — Neck  of  bladder.  Epithelium  proliferated,  projecting  into  the 
deeper  tissues  as  large  alveoli  (S).  Diffuse  metaplasia  and  infiltration, 
circumscribed  and  general   (M).     (From   Heymann.) 

ported  a  bladder  covered  with  papilloma-like  excrescences  with 
a  broad  base,  the  affection  being  limited  to  the  trigone.  The 
minute  pathologic  anatomy  of  this  affection  was  carefully  studied 
by  Heymann  in  a  later  article  (Centralb.  f.  die  Krank,  der  Hani 
und  Sex.  Org.,  1906.  Vol.  17,  p.  177).  and  he  microscopically 
examined  twenty  bladders  of  patients  who  had  been  affected  by 
this  disease.     Heymann  called  special  attention  to  epithelial  pro- 
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liferation,  marked  round  cell  infiltration,  and  metaplasia  of  the 
cells  (Figs.  1  and  2).  The  subepithelial  infiltration  of  the  trigone 
was  specially  marked  in  many  of  the  cases  (Fig.  4).  The 
epithelium  was  thickened,  and  in  some  instances  there  was  a 
marked  metaplasia  to  flattened  epithelium  (Figs.  1,  2,  3,  5). 
Papillary  projections  rising  above  the  surface  were  seen,  and 
there  was  also  a  cystic  formation  (Figs.  5  and  6)  and  likewise  a 
tendency  for  the  papillary  masses  to  form  in  alveolar-like  arrange- 


tig.  3. — Trigone.     Remains  of  metaplastic  epithelium,  surrounded  by  pro- 
liferated  cylindrical  epithelium    (J).      (From   Heymann.) 


ment  below  the  free  surface  (Fig.  2).  Heymann  called  attention 
to  the  metaplasia  of  the  tissue  (loc.  cit.,  p.  189).  The  cylindrical 
epithelium  changes  into  the  squamous  variety,  and  Heymann  laid 
special  stress  on  this  point,  as  he  found  it  in  ten  of  his  twenty 
cases,  and  he  remarked  that  it  was  the  first  time  that  such 
a  high  percentage  had  been  found.  Heymann  commented  on  this 
metaplasia  as  a  possible  beginning  phase  of  leukoplakia  of  the 
bladder,  an  affection  which  has  lately  assumed  considerable  promi- 
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nence,*  in  view  of  its  being  an  etiologic  factor  in  the  causation 
of  malignant  disease  of  the  bladder.  Heymann  was  the  first  to 
prove  this  metaplasia  from  cylindrical  epithelium. 

The  treatment  of  this  form  of  cystitis  is  sometimes  simple, 
but  many  cases  will  be  found  in  which  the  disease  is  quite  difficult 
to  cure.  As  the  affection  is  comparatively  superficial,  many 
cases  rapidly  yield  to  occasional  applications  of  mild  solutions 
of  nitrate  of  silver  applied  through  a  small  cystoscope,  the  patient 
being  in  the  knee  chest  position.  The  application  may  be  repeated 
once  or  twice  a  week,  according  to  circumstances.  At  the  same 
time  mild  bladder  injections  of  boric  acid  may  be  used,  and  the 
patient  may  take  internally  a  few  doses  of  urotropin  daily.  If 
there  is  no  other  pelvic  condition,  the  disease  will  rapidly  yield 
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Fig.  4. — Trigone.     Epithelium   showing  marked   hyperplasia,  horny  in  the 
r.pper  layer.     Subepithelial   infiltration.      (From   Heymann.) 


to  treatment;  but  if  there  is,  a  cure  will  usually  be  delayed  until 
the  cause  has  been  removed.  The  disease  is  especially  annoying 
in  those  cases  of  pelvic  disease  which  are  long  continued  and 
protracted.  Under  these  circumstances,  especially  if  the  woman 
is  neurotic  as  a  result  of  her  suffering,  the  disease  gives  the 
greatest  amount  of  suffering.  The  writer  has  found  the  affection 
particularly  obstinate  in  cases  of  marked  retroposition  of  the 
uterus ;  in  these  cases  not  only  the  disturbance  in  circulation 
must  be  considered,  but  likewise  the  mechanical  derangement. 
Post-operative  cases  are  likewise  especially  intractable.  In  one 
of  the   writer's  cases   in   which   this   affection    followed   a   total 

*See  article  by  Breck  (Wien.  Med.  Press,  1896,  Nos.  36  and  37)  ■  also 
Heymann  (Monats.  f.  Urol.,  Berlin,  1906,  Vol.  11..  p.  86),  and  Ravasini 
(Centralb.  f.  die  Krank.  dry  Horn  und  Sex.  Org.,  [903,  Vol    XIV,  p   255). 
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hysterectomy,  the  suffering  was  such  that  a  cystotomy  was  neces- 
sitated. Complete  relief  followed,  and  the  fistula  was  closed, 
against  advice,  some  months  later.  Immediately  the  old  train 
of  symptoms  recurred,  and  persisted  for  nearly  a  year  longer, 
when  they  finally  disappeared.  In  these  post-operative  cases  there 
is  some  reason  for  believing  that  there  is  disturbance  in  the 
nervous  mechanism  of  the  bladder  control,  due  possibly  to  section 
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Fig.    5.— Neck    of   bladder.      Marked    epithelial    metaplasia    (M). 
cyst  lined  with  cuboid  epithelium    (C).      (From  Heymann.) 
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of  vesical  nerves.  If  there  is  a  condition  of  papillomatous  change, 
it  is  best  to  scrape  the  trigone  with  a  curette.  This  operation  may 
easily  be  performed  through  a  cystoscope.  Lasio  (Virch.  Arch., 
1904,  Vol.  178,  p.  65)  has  experimentally  shown  that  a  curetted 
normal  bladder  regenerates  in  about  three  weeks. 

The  pathology  of  chronic  cystitis  has  been  well  studied  by 
Halle  and  Motz  (Ann.  des  Mai.  dcs  Org.  G.  U.,  Paris.  1902, 
Vol.  20.  p.  17).     These  authors  examined  one  hundred  bladders 
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with  the  greatest  care  and  detail,  and  the  writer  is  much  indebted 
to  them  for  what  follows  on  the  pathology  of  cystitis.  Refer- 
ence is  now  made  to  those  cases  of  long-standing  cystitis,  which 
have  lasted  for  a  considerable  length  of  time,  months  or  years. 
These  bladders  are  always  thickened,  indurated,  more  or  less  con- 
tracted, and  in  the  most  severe  cases  are  practically  solid  organs 
of  small  capacity,  which  are  very  rigid.  Such  bladders  are  af- 
fected in  all  their  layers,  from  the  internal  to  the  external  serous 
covering.  The  internal  layer  has  lost  its  normal  color,  and  has 
assumed  a  dull  appearance.     Severe  ulcerations  in  simple  chronic 
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Fig.  6. — Trigone.     Epithelium  proliferated  in  alveoli.     Cysts  with  colloid 
contents.     Slight  infiltration    (J).      (From   HeymaniO 


cystitis  arc  practically  never  seen.  Reference  is  not  made  to 
superficial  ulcerations  with  shallow  yellow  bases  which  are  so 
frequently  seen  in  a  circular  or  linear  form  in  these  cases  of 
chronic  cystitis,  and  which  are  common  enough;  but  the  deep 
perforating  ulcer  is  never  seen  in  chronic  cystitis,  and  those 
cases  of  deep  ulcer  which  are  occasionally  met  with  are  regarded 
by  Halle  and  Motz  as  the  result  of  trophic  disturbances  rather 
than  pure  inflammatory  condition-.  There  is  an  exception  to 
this,  and  that  is  the  solitary  ulcer  described  by  Fenwick,  and 
referred  to  in  this  paper  in  the  section  on  tuberculosis  oi 
the  bladder.     There  is  everv  reason  to  believe  that  in  the  female 
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this  ulcer  may  be  caused  by  pressure  of  the  child's  head  during 
parturition,  as  it  is  most  often  observed  in  women  who  have 
just  had  children.  Lime  salts  may  be  deposited  in  these  single 
ulcers,  and  a  contact  ulcer  directly  opposite  the  irritating  deposit 
may  be  occasionally  observed.  Curetting  the  ulcer  and  following 
this  up  with  occasional  applications  of  solid  nitrate  of  silver  fused 
on  a  probe  will  effect  a  cure. 
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Fig.  7. — Bladder.  Sessile  vegetation  (xjo).  A  sclerosed  bundle  of  the 
internal  muscular  layer  cut  longitudinally;  hypertrophic  intrafascicular 
sclerosis.  Complete  fibrous  transformation  and  fusion  of  the  sub- 
mucous tissue,  with  large  venous  sinuses.  Large  vascular  vegetation 
en  the  mucous  surface,  with  sessile  base,  flattened  on  the  summit ;  at 
the  base  of  the  vegetation,  in  the  center,  a  dilated  arteriole  filled  with 
blood  corpuscles ;  scattered  throughout  the  vegetation  are  capillary 
blood-vessels,  in  cross  section,  filled  with  blood  corpuscles.  (From 
Halle  and  Motz.) 

In  chronic  inflammatory  conditions,  the  thickness  of  the  blad- 
der, instead  of  being  from  five  to  ten  mm.,  is  sometimes  as  much 
as  two  or  three  cm.  in  long  standing  cases.  The  inflammation 
affects  every  part  of  the  bladder  wall,  and  externally  underneath 
the  serous  coat  there  is  not  infrequently  an  excessive  amount  of 
fat.     One  of  the  most  notable  changes  is  the  loss  of  suppleness. 
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This  is  the  most  serious  lesion,  because,  should  the  inflammation 
subside  and  the  bladder  get  well,  there  is  sometimes  great  difficulty 
in  expanding  the  organ,  even  by  long  and  persistent  hydraulic 
pressure,  so  that  it  will  hold  a  fair  amount  of  urine.  The  in- 
terstitial tissue  undergoes  great  increase,  and  on  section  this  in- 
crease  is  visible  to  the  naked  eye.  The  muscular  tissue  is  also 
increased  in  volume  and   consistency.     The  perivesical  tissue  is 


Fig.  8.— Large  pedunculated  vegetation  (xjo).  Transverse  section  of  the 
internal  muscular  layers,  hypertrophied.  with  lesions  of  atrophic  and 
hypertrophic  sclerosis  in  different  stages.  Tn  the  center  of  the  vegeta- 
tion numerous  dilated  capillaries.  At  the  summit  of  the  vegetation 
an  extensive  zone  of  hemorrhagic  interstitial  infiltration.  (  From  Halle 
and  Motz.) 

increased  and  indurated,  and  becomes  filled  with  fat  :  it  is  adherent 
to  the  bladder  and  forms  a  true  external  envelope. 

In  the  earlier  stages  of  the  disease  there  is  either  partial  or 
total  desquamation  of  the  epithelium,  and  later  on  the  whole  in- 
ternal coat  is  cast  off,  and  leaves  only  a  connective  tissue  lining. 
Interstitial  hemorrhages  are  not  rare  near  the  surface,  and  the 
1)1 l-vessels  and  capillaries  are  much  dilated.  Young  connec- 
tive tissue  is  everywhere  -em.  and  small  interstitial  abscesses 
containing   pus   may   he   seen    here   and    there.      These   abscesses 
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are  microscopic,  and  are  seldom  of  large  size ;  if  they  discharge 
their  contents  into  the  bladder  they  leave  a  small  superficial  ulcera- 
tion, which  is,  however,  microscopic. 

In  some  rare  forms  of  cystitis  the  epithelium,  instead  of  being 
cast  off,  proliferates,  and  leads  to  the  formation  of  papillary 
glandular  plaques,  small  inflammatory  cysts,  and  patches  of  leu- 
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Fig.  9. — Chronic  cystitis  of  five  years'  duration.  Advanced  sclerosis  and 
degeneration  of  muscles  (x8).  The  internal  and  middle  muscular 
layers  are  represented.  Interfascicular  sclerosis,  with  considerable 
dilatation  of  the  blood-vessels.  Advanced  intrafascicular  sclerosis 
with  predominance  of  atrophy;  a  few  secondary  fascicular  fibers  are 
well  preserved.  Occasional  bundles  in  a  state  of  granular  degenera- 
tion. Same  lesions,  in  the  same  degree,  in  the  internal  layer.  Section 
cut  perpendicularly  to  the  direction  of  the  fibers.  (From  Halle  and 
Motz.) 

koplakia.  The  papillary  glandular  plaques  present  a  villous  vel- 
vety appearance  analogous  to  granulation  tissue,  and  they  are 
seen  particularly  in  the  neighborhood  of  the  trigone  and  vesical 
neck.  They  are  sometimes  of  quite  large  size,  and  in  these  cases 
they  have  a  polypoid  appearance,  and  can  be  readily  seen  through 
the  cystoscope  (Figs.  7  and  8).  The  inflammatory  cysts  result 
from  small  epithelial  inclusions ;  they  are  isolated  and  gland-like, 
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having  undergone  degeneration  and  cystic  transformation ;  they 
are  situated  in  the  superficial  layer  of  the  altered  bladder  sur- 
face, and  they  contain  a  clear  or  turbid  fluid,  and  are  lined  with 
an  epithelial  layer.  The  plaques  of  leukoplakia  are  very  rare. 
Thev  are  occasionally  seen  in  small  plaques,  or  in  rarer  instances 
the  change  may  affect  a  large  part  of  the  bladder  surface.  These 
plaques  consist  of  thickened  epithelium  which  has  proliferated  in 
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Fig.  10. — Detail  of  Fig.  9  (M50).     Edges  of  two  bundles.     Three  kinds  of 
lesions  are  seen:  atrophic  sclerosis,  granular  degeneration,  and  hyaline 
degeneration.    The  intact  muscular  tissue  is  seen  as  well  marked  i 
Areas   of  granular   and   hyaline    degeneration   surround    these   muscle 
bundles.     (From  Halle  and  Motz.) 

an  abnormal  way.  The  metaplasia  is  analogous  to  that  which  has 
just  been  described  under  chronic  inflammation  of  the  trigone. 
Of  particular  importance  is  the  possibility  that  they  may  give  rise 
to  malignant  change. 

A  cystitis  may  likewise  present  further  degenerative  processes, 
namely,  membranous  and  gangrenous  transformation.  The  mem- 
branous cystitis  (Fig.  11)  results  from  necrosis  of  the  superficial 
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lavers.  and  is  brought  about  by  an  acute  exacerbation  added  to  a 
condition  already  chronic.  The  superficial  layer  dies,  and  is  grad- 
ually cast  off  as  a  necrotic  slough.  A  portion  of  the  muscular 
layer  may  be  invaded  by  this  process. 

The  changes  in  the  muscular  tissue  of  the  bladder  are  well 
marked.  The  commonest  lesion  is  hypertrophy,  and  this  is  a 
constant  feature  in  every  instance  of  the  disease.  This  hyper- 
trophy is  brought  about  in  consequence  of  the  extra  amount  of 
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Fig.  II. — "Pseudo  membranous  cystitis"  (X4).  Thickened  bladder,  with 
deep  inflammation.  Extensive  intrafascicular  sclerosis,  with  areas  of 
connective  tissue  formation  and  interstitial  suppuration.  On  the  sur- 
face, a  slough  about  to  be  cast  off,  extending  to  the  muscular  layer. 
In  the  deep  layer,  interstitial  hemorrhage,  and  young  connective  tissue. 
(From  Halle  and  Motz.) 

work  which  the  muscle  has  to  do.  The  individual  fibers  increase 
in  volume,  and  the  bundles  are  evidently  enlarged.  At  the  same 
time  the  connective  tissue  between  the  muscle  bundles  hyper- 
trophies and  hypertrophic  sclerosis  results  (Figs.  9  and  10).  The 
result  is  abundance  of  connective  tissue  between  the  muscle  bun- 
dles, which  is  readily  appreciated  by  the  naked  eye.  Later  in 
the  disease  the  muscle  fibers  begin  to  atrophy,  diminish  in  number 
and  in  volume,  and  tend  to  disappear  in  the  midst  of  the  new 
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formed  connective  tissue  which  encroaches  upon  and  replaces 
them,  'ihis  is  tne  atrophic  form,  and  is  well  pictured  in  Fig. 
10.  Granular  degeneration  of  the  muscle  succeeds,  and  likewise 
hyaline  degeneration;  the  latter  is  less  frequent  than  the  former, 
and  is  less  extensive,  being  limited  to  a  few  areas  of  one  or 
several  sclerosed  bundles.  Of  very  rare  occurrence  is  acute 
myositis.  The  usual  appearances  of  cell  infiltration  are  seen.  In 
twelve  cases  examined  by  Halle  and  Motz,  this  acute  myositis  was 
noted  in  one  only.  Muscular  hypertrophy  was  seen  in  all  twelve; 
likewise  interfascicular  sclerosis.  Hypertrophic  sclerosis  existed 
in  nine,  four  times  extensive,  and  three  times  discrete  and 
limited  to  a  few  bundles;  and  atrophic  sclerosis  was  found  in 
eight,  in  the  circumscribed  form  in  six,  and  in  a  diffuse  form  in 
two.  Granular  degeneration  complicated  with  sclerosis  was  found 
in  three  cases,  and  hyaline  degeneration  in  one  only. 

From  this  description  of  these  extensive  pathologic  changes  it 

is   evident  that  a  severe   form   of  chronic   cystitis   cannot  yield 

except  to  time  and  a  most  careful  treatment.     The  importance  of 

rest  is  emphasized  by  a  perusal  of  these  changes  in  the  bladder. 

The  lesions  are  extensive,  the  inflammatory  changes  are  under 

unfavorable  conditions  with  reference  to  their  disappearance ;  and 

the  germs  enclosed  within  a  hollow  globe,  as  it  were,  constantly 

keep  up  and  aggravate  the  inflammatory  condition  already  bad. 

Every  case  should  be  treated  tentatively  when  it  first  presents 

itself  before  resorting  to  severe  measures.     The  patient  is   far 

better  for  being  in  bed  for  a  while,  and  during  this  time  she 

may  have  the  bladder  drained  through  a  large  catheter  for  several 

days.    Von  Hoffmann  (Centralb.  f.  d.  Grensgeb.  Med  und  Chir., 

Jena,  1904,  Vol.  7,  p.  91)  has  particularly  insisted  on  this  point, 

and  he   relates  a  number  of  cases   in   which   it    was  of  extreme, 

benefit.     Dilatation  of  the  neck  under  primary  anesthesia,  or  with 

gas,  acts  in  much  the  same  way  and  relieves  severe  spasm.     At 

the  same  time  the  bladder  is  washed  out  with  mild  antiseptics. 

Boracic  acid  has  held  its  own  in  the  treatment  of  this  disease. 

It  is  a  mild  antiseptic,  is  well  tolerated,  and  it  is  surprising  if 

its  use  is  persisted  in  how  much  good  it  does.     Not  only  should 

the  bladder  be  washed  out,  but  the  urethra  as  well.     Taussig 

(Am.  Jour.  Obstetrics,  1906,  Vol.  54,  p.  465)  has  emphasized 

this   point.     Taussig   found   that  bacteria    were   very    frequently 

present   even   in   normal   urethra?,   and   he    insists   upon    washing 

nut   the   urethra   in   all   cases  of  cvstitis.      The   urethra    is   easilv 
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washed  out  by  introducing  a  small  cystoscope,  after  the  bladder 
has  been  irrigated,  withdrawing  it  slowly,  and  at  the  same  time 
thoroughly  flushing  the  urethra  by  means  of  a  somewhat  forcible 
stream  of  boracic  acid  solution.  Equal  parts  of  ichthyol  and 
glycerine  is  an  excellent  application  after  this  douching,  being 
made  with  a  small  glass  dropper  which  is  introduced  well  into  the 
canal. 

Urotropin  and  helmitol  may  be  given  internally.  Urotropin 
acts  only  on  an  acid  urine,  while  helmitol  acts  on  both.  The 
dose  of  helmitol  is  fifteen  grains  three  times  a  day.  The  urine 
should  be  diluted  by  drinking  large  amounts  of  water.  This 
washes  out  the  bladder,  and  at  the  same  time  gets  rid  of  the 
bacteria. 

Kelly  {Can.  Jour.  Med.  and  Surg.,  1906,  Vol.  19,  p.  75)  rec- 
ommends the  internal  use  of  cantharidin  in  the  following  pre- 
scription :  cantharidin,  .001  in  1.0  alcohol,  dissolved  in  100  parts 
of  water — a  teaspoonful  three  or  four  times  a  day.  Kelly  also 
recommends  for  bladder  irrigations  a  1-1500  to  1-500  solution 
of  nitrate  of  silver,  or  a  1-10,000  solution  of  corrosive  sublimate. 
Topical  applications  are  of  great  value  and  may  be  made 
through  a  cystoscope  in  the  knee  chest  position.  The  best  drug 
is  nitrate  of  silver,  beginning  with  a  mild  solution  of  five  to 
ten  per  cent.,  and  using  stronger  ones  if  necessary  ;  argyrol  may 
likewise  be  used,  up  to  fifty  per  cent.  These  applications  may 
be  made  every  few  days,  and  they  sometimes  will  do  great  good. 
Persistence  in  the  use  of  these  measures  will  sometimes  be  re- 
warded with  success.  A  single  patch  sometimes  remains  which 
demands  constant  treatment,   even   for  months. 

Of  more  importance  than  anything  else  in  the  treatment  is 
attention  to  the  general  health.  The  trend  of  medicine  and  sur- 
gery to-day  is  the  study  of  means  which  will  stimulate  the  repara- 
tive processes.  This  is  particularly  the  case  in  surgical  affec- 
tions. The  patient  should  live  under  the  very  best  hygienic  sur- 
roundings :  abundance  of  fresh  air  should  be  insisted  upon  ;  good 
food  should  be  taken,  and  in  every  possible  way  the  bodv  should 
be  taken  care  of  so  that  the  reparative  powers  may  have  the  best 
chance  to  act  in  a  favorable  manner. 

It  would  seem  as  though  Wright's  treatment  must  be  full  of 
promise,  and,  judging  from  the  reported  cases,  it  is  a  field  which 
demands  further  investigation.  The  following  cases  are  illus- 
trative of  the  benefit  that  mav  be  derived. 
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Ohlmacher  (Jour.  Am.  Med.  Assn.,  1907,  Vol.  48,  p.  575)  re- 
cords a  case  of  cystitis  and  pyelonephritis  with  colon  bacillus 
infection  ;  the  origin  of  the  disease  was  a  tabetic  neurosis  and 
palsy  of  the  bladder,  and  the  affection  had  lasted  three  months. 
The  patient  was  bedridden,  and  the  urine  was  foul  and  loaded 
with  thick,  greenish,  gelatinous  pus.  There  were  daily  chills, 
the  temperature  was  at  103 °,  and  there  were  night  sweats.  The 
kidney  was  plainly  palpable  and  a  mass  was  felt  on  its  ventral 
surface.  The  phagocytic  index  was  one-third  less  than  normal. 
The  bacillus  was  obtained  from  the  urine  and  a  serum  made,  and 
the  patient  inoculated  at  intervals  of  five  or  ten  days,  and  had 
five  doses  in  all,  increasing  in  size.  The  index  rose,  and  the 
symptoms  improved  at  once.  The  temperature  never  rose  above 
1000  after  the  first  injection,  and  after  three  days  the  chills 
and  night  sweats  ceased.  The  character  of  the  urine  changed, 
the  pus  became  less,  and  the  odor  disappeared.  There  were 
several  gushes  of  pus,  presumably  from  the  kidney.  At  the 
time  of  the  report,  seven  weeks  after  the  last  treatment,  the 
patient  was  about,  had  gained  in  weight,  and  had  a  good  appetite. 
There  was  still  a  very  small  amount  of  thin  pus  in  the  urine, 
but  ordinarily  the  urine  was  clear. 

In  another  case  communicated  to  the  writer  by  Dr.  T.  C.  Beebe 
of  Boston,  the  effect  was  likewise  remarkable.  The  patient  was 
seventy-five  years  old,  and  had  a  cystitis  of  two  years'  duration. 
The  patient  was  first  seen  in  April,  1907,  and  the  blood  index 
was  low  for  colon  bacillus.  A  specimen  of  the  urine  gave  a 
pure  culture  of  the  colon  bacillus,  and  a  vaccine  was  made.  One 
injection  was  given,  and  soon  after  the  index  rose  to  2.62;  coin- 
cidently  the  bladder  began  to  improve.  The  sediment  was  ap- 
preciably less,  there  was  improvement  in  the  general  condi- 
tion, the  appetite  became  better,  and  the  irritability  of  the  bladder 
diminished,  the  patient  arising  only  once  at  night,  whereas  pre- 
viously there  had  been  great  frequency  nf  micturition.  At  the 
present  time  the  sediment  has  practically  disappeared.  The  pa- 
tient took  no  medicine  and  had  no  local  treatment  while  having 
the  injections. 

Curetting  of  the  bladder  as  a  routine  measure  in  chronic  cys- 
titis is  not  to  be  recommended.  Tt  is  of  value  in  the  presence 
of  granulations  or  of  villosities.  but  it  should  not  be  used  in- 
discriminately. In  fact,  it  is  difficult  to  see  how  much  good  could 
be  expected  of  it  in  view  of  the  deep  lesions  in  a  case  of  chronic 
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cystitis.  It  certainly  cannot  reach  the  inflamed  areas  situated 
well  in  the  bladder  substance,  and  it  is  in  these  situations  that 
the  chief  lesions  are,  and  not  on  the  surface,  in  long-standing 
cases.  It  is  of  distinct  value,  however,  in  superficial  lesions,  such 
as  vegetations  and  granulations.  The  operation  is  a  simple  one, 
being  done  through  a  large  sized  cystoscopy  The  best  form  of 
curette  is  a  stiff  wire  brush  made  in  a  circular  form  and  attached 
to  a  small  dental  engine.  There  is  no  danger  of  perforating  the 
bladder  if  this  method  is  used,  an  accident  which  has  occurred 
by  using  the  curette  blindly  in  bladders  which  were  much  diseased 
and  soft  in  spots. 

A  bad  case  of  cystitis  which  has  resisted  ordinary  means  will 
have  to  be  treated  by  a  vaginal  cystotomy.  This  operation  gives 
the  bladder  a  complete  rest,  and  allows  the  healing  process  to  take 
place  under  favorable  conditions.  The  operation  is  easily  per- 
formed, as  described  by  Kelly  (Am.  Jour.  Obstetrics,  1901, 
Vol.  44,  p.  23),  by  putting  the  patient  in  the  knee-chest  position, 
introducing  a  speculum  and  cutting  the  septum  with  a  two-edged 
knife,  after  distending  the  bladder  with  air.  The  edges  of  the 
two  mucous  membranes  are  then  brought  together  with  sutures. 
The  cases  that  do  best  after  cystotomy  are  those  which  are  care- 
fully followed.  The  same  painstaking  care  following  this  opera- 
tion is  as  necessary  as  before  it  has  been  performed.  Special 
attention  will  have  to  be  paid  to  the  general  health,  and  the 
patient  must  be  put  in  the  most  favorable  hygienic  surroundings : 
she  will  have  to  have  the  bladder  inspected  and  treated  at  frequent 
intervals.  Topical  applications  will  have  to  be  made  to  diseased 
areas  in  the  bladder  in  the  manner  already  mentioned.  Besides 
this  the  patient  takes  two  copious  douches  of  boracic  acid  by  in- 
troducing the  catheter  through  the  urethra  and  allowing  the  fluid 
to  come  down  through  the  vagina.  A  well  fitting  urinal  will  col- 
lect all  the  urine  as  it  flows  from  the  fistula.  She  may  also  take 
hot  baths,  as  recommended  by  Hunner,  who  advised  that  the 
patient  get  into  the  tub  and  remain  there  for  a  number  of  hours. 
This  cleanses  the  bladder  and  promotes  healing.  The  edges  of 
the  fistula  are  at  first  prone  to  inflammation  and  denosition  of 
lime  salts  precipitated  from  the  urine.  A  few  applications  of 
nitrate  of  silver  stick  will  promote  healing.  Granulations  at  the 
edge  of  the  fistula  may  come  up  at  any  time.  They  sometimes 
present  as  a  rosv  bunch  of  tissue  with  a  pedicle.  The  best  way 
to  treat  them  is  to  excise  them  and  burn  their  bases  with  pure 
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nitrate  of  silver.  Prolapse  of  the  bladder  wall  into  the  vagina 
through  the  fistula  is  an  occasional  complication.  There  are  two 
forms :  prolapse  of  the  edges  of  the  fistula,  and  prolapse  of  the 
sides  of  the  bladder.  This  is  rarely  seen  under  thirty  years  of  age, 
and  it  is  more  apt  to  occur  in  women  past  middle  life,  the  cause 
here  being  laxity  of  the  tissues.  In  a  younger  person  a  fistula 
may  remain  open  for  several  years  without  this  complication 
occurring.  In  one  of  the  writer's  cases  a  fistula  was  present  for 
five  years,  and  gave  no  trouble  whatever.  Prolapse  of  the  blad- 
der is  occasionally  observed  in  cases  of  fibroid  of  the  uterus, 
and  as  a  result  of  the  constant  pressure  the  bladder  wall  may 
be  forced  into  the  fistulous  opening  and  may  present  in  the  va- 
gina as  a  little  pedunculated  tumor  with  a  rounded  tip.  A  lacer- 
ated perineum  with  a  coexisting  tendency  to  prolapse  of  the  pelvic 
contents  may  be  attended  with  prolapse  of  the  mucous  membrane 
of  the  bladder.  In  such  a  case  it  is  essential  that  the  perineum 
be  repaired  before  doing  the  cystotomy. 

When  the  edges  of  the  fistula  prolapse  they  readily  become  ul- 
cerated and  sore,  bleed  easih-,  are  tender  to  the  touch,  and  give  rise 
to  a  great  deal  of  irritation,  especially  on  walking,  or  on  exer- 
tion of  any  kind.  When  the  summit  of  the  bladder  prolapses 
into  the  vagina,  it  does  so  in  the  form  of  stalactites  with  rounded 
tips  presenting  small  ulcerations  at  the  tips. 

It  may  be  necessary  to  excise  the  edges  of  the  fistula,  and  also 
the  stalactites,  if  they  are  very  troublesome.  The  great  difficulty 
is  that  they  are  apt  to  recur,  and  if  they  do  so  repeatedh  there 
is  real  danger  of  sacrificing  too  large  a  portion  of  the  bladder 
wall  around  the  trigonnm  ;  the  repeated  prolapse  sometimes  in- 
volves so  much  tissue  as  to  encroach  upon  one  or  both  of  the 
ureteral  orifices.  In  one  of  the  writer's  cases  this  accident  oc- 
curred, and  the  ureteral  opening  could  be  seen  on  one  side  pre- 
senting almost  at  the  edges  of  the  fistula.  In  these  cases  it  may 
be  necessary  to  close  the  fistula  sooner  than  has  been  anticipated, 
and  before  the  bladder  has  entirely  healed. 

These  complications  after  cystotomy  are  not  apt  to  occur  in 
young  people,  and  are  of  more  frequent  occurrence  in  people  past 
middle  life.  One  should  hesitate  before  advising  cystotomy  in 
these  cases  on  account  of  these  difficulties;  but,  unfortunately,  it 
is  just  these  cases  that  demand  this  radical  method  of  treatment. 
the  younger  patients  usually  overcoming  the  disease. 

A  fistula  should  be  allowed  to  remain  open  for  several  months 
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at  least,  or  until  the  inflammation  has  entirely  disappeared,  and 
there  is  no  more  pus  in  the  urine.  After  closure  and  when  the 
union  has  become  strong,  the  walls  of  the  bladder  may  be  ex- 
panded by  hydraulic  distention.  In  cases  in  which  there  has  been 
long  duration  of  the  disease,  it  is  probable  that  the  capacity  of 
the  bladder  will  never  equal  the  normal,  but  at  all  events  the 
bladder  can  usually  be  expanded  to  such  limits  that  the  patient 
can  hold  the  urine  for  at  least  three  or  four  hours. 

Sometimes  after  a  cystotomy  a  single  patch  remains  where  in- 
flammation is  severe,  and  careful  persistent  treatment  fails  to 
effect  a  cure.  It  may  be  well  in  these  cases  to  resect  this  por- 
tion of  the  bladder  if  it  is  accessible.  The  operation  may  be 
performed  through  a  suprapubic  opening,  and,  if  possible,  should 
be  extraperitoneal.  The  edges  of  the  excised  bladder  are  brought 
together  with  catgut  sutures,  including  the  entire  thickness  of 
the  bladder  wall,  and  the  outside  edges  sewed  with  fine  silk. 

The  technique  of  vesical  resection  is  well  described  by  Kelly 
(Johns  Hopkins  Hospital  Bull.,  1903,  Vol.  14,  p.  96).  If  possi- 
ble the  peritoneum  should  not  be  opened,  but  this  will  be  difficult 
to  avoid  in  some  cases  on  account  of  the  inflammatory  adhesions 
which  exist  in  old  cases  subperitoneally  between  the  peritoneum 
and  the  inflammatory  areas.  It  may  be  impossible  to  effect  de- 
tachment without  tearing  the  membrane,  and  in  such  a  case  it  is 
necessary  to  open  the  abdomen.  The  abdominal  muscles  are  in- 
cised in  a  vertical  direction  for  about  ten  cm.  above  the  symphysis, 
and  the  peritoneum  opened.  Kelly  then  makes  a  closed  pouch  by 
stitching  the  uterus  and  margins  of  each  round  ligament  to  the 
parietal  peritoneum  of  the  abdominal  wall.  This  shuts  off  the 
general  peritoneal  cavity,  and  the  bladder  may  now  be  excised.  In 
one  of  Kelly's  cases  (Can.  Jour.  Med.  and  Surg.,  1906.  Vol.  19, 
p.  78)  this  procedure  was  adopted  and  the  bladder  was  excised. 
It  would  seem  as  though  this  operation  were  rather  contraindi- 
cated  in  women  who  might  subsequently  become  pregnant.  If 
the  peritoneum  has  been  opened,  it  is  always  best  to  drain  through 
the  vagina,  and  Kelly  advises  a  small  incision  which  will  admit 
a  catheter  with  a  mushroom  end.  This  is  withdrawn  when  the 
healing  becomes  firm,  and  the  fistula  soon  closes.  There  is  dan- 
ger of  secondary  rupture  along  the  line  of  incision  of  the  bladder 
unless  this  drainage  is  employed,  and  Kelly  (New  York  State 
Jour,  of  Med..  1906,  Vol.  6,  p.  145)  relates  a  case  in  which 
leakage  took  place  from  overdistention  <~>f  the  bladder  two  weeks 
after  the  operation. 
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Resection  of  the  bladder  will  be  seldom  called  for.  Kelly  esti- 
mates that  about  from  three  to  five  per  cent,  of  the  cases  of 
cystitis  will  require  this  treatment.  These  are  cases  in  which  no 
progress  has  been  made  after  long-continued  treatment,  and  in 
such  cases  cure  will  be  hastened  by  resecting  the  bladder.  Large 
portions  may  be  removed  in  this  way,  even  half  or  two-thirds  of 
its  extent. 
397  Marlborough  St. 

THE    ABDOMINAL    WOUND;    ITS    IMMEDIATE    AND 
AFTER  CARE.* 


CHARLES  P.  NOBLE,   M.D., 

Philadelphia,  Pa. 

Surgeon-in-Chief,  Kensington  Hospital  for  Women;  Gynecologist.  Stetson  Hospital. 


I  think  the  generally  accepted  principle  with  reference  to  the 
incision  is  that  it  should  be  so  made  as  to  cause  the  least  injury 
to  the  muscles  and  especially  to  the  nerves ;  whenever  possible  we 
should  split  muscles  instead  of  cutting  them.  For  the  median 
incision  personally  I  prefer  to  go  through  the  inner  border  of 
the  right  rectus  rather  than  through  the  linea  alba.  For  the 
lateral  incision  I  cut  through  the  outer  border  of  the  right  rectus, 
so  that  we  have  exactly  the  same  incision  to  deal  with  in  closing 
that  we  have  when  making  the  median  incision;  that  is.  we  have 
both  the  posterior  and  anterior  sheaths  of  the  rectus  to  suture. 
The  same  principle  applies  to  the  posterior  incision  for  a  kidney 
operation  and  for  an  incision  in  the  upper  abdomen  in  operations 
upon  the  liver. 

In  the  next  place  the  incision  should  be  so  placed  and  suffi- 
ciently ample  to  facilitate  and  not  to  hamper  the  operator.  This 
is  especially  true  in  dealing  with  pus  accumulations.  When  deal- 
ing with  aseptic  conditions  the  incision  should  not  be  longer  than 
is  necessarv  to  operate  comfortably.  In  the  presence  of  septic 
conditions  an  abundance  of  room  is  safer  for  the  isolation  of  tin- 
septic  material.  McBurney's  incision  is  desirable  in  aseptic  cases, 
Where  we  art-  likely  to  find  pus  it  is  better  t  1  make  a  simple 
lateral  incision,  because  we  are  so  much  better  able  to  control  the 
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septic  thuds  through  a  simple  incision  which  can  be  lengthened  as 
desired. 

\\  ith  reference  to  suturing,  it  is  generally  accepted  that  homo- 
logous structures  should  be  brought  together.  In  the  median 
incision  the  strength  of  the  union  depends  upon  the  union  of 
the  aponeuroses  and  fascia. 

The  only  other  point  which  occurs  to  me  in  this  connection  is 
the  question  of  Pfannenstiel's  incision,  which  is  a  transverse  in- 
cision through  the  skin,  fat  and  aponeurosis,  and  then  a  vertical 
incision  through  the  rectus  muscle.  The  theoretical  advantage 
of  this  incision  is  that  the  muscle  or  muscles  are  of  use  in 
keeping  the  aponeuroses  together  until  sound  healing  is  obtained. 
Where  we  have  a  vertical  incision  all  the  way  through  the  ab- 
domen, the  normal  tonic  condition  of  the  rectus  muscle  is  of  no 
service  whatever  in  keeping  the  wound  together.  In  the  trans- 
verse incision  (Pfannenstiel's)  the  contraction  of  the  rectus  mus- 
cles assists  in  keeping  the  aponeuroses  together. 

The  acceptance  of  these  principles  involves  the  use  of  tier 
sutures  to  obtain  the  best  results.  Personally,  in  addition  to  be- 
lieving in  suturing  homologous  structures,  I  feel  that  there  is 
an  advantage  in  overlapping  the  aponeuroses.  In  other  words, 
the  strength  of  union  between  superimposed  aponeuroses  over- 
lapped a  third  of  an  inch,  more  or  less,  is  greater  than  is  obtained 
when  the  aponeuroses  are  sutured  edge  to  edge. 

The  avoidance  of  tight  sutures  and  the  vitality  of  the  patient 
are  points  of  definite  value  in  securing  primary  union.  Primary 
union  is  favored  by  the  use  of  tier  sutures,  as  tension  can  be 
avoided.     Tier  sutures,  on  the  other  hand,  favor  dead  spaces. 

With  the  through-ancl-through  suture,  post-operative  hernia 
occurs  in  from  five  to  thirty  per  cent,  of  cases,  according  to 
Winter  and  LaTone.  The  figures  they  give  are  to  an  American 
quite  astonishing.  In  America  five  per  cent,  would  probably  rep- 
resent the  post-operative  hernias  with  the  through-and-through 
suture.  Hernia  is  most  apt  to  follow  when  this  method  of  suture 
is  employed  in  fat  women  and  where  drainage  is  employed.  Be- 
cause of  the  thickness  of  the  abdominal  wall  and  the  length  of 
the  sutures,  it  is  mechanically  impossible  to  secure  union  of  homo- 
logous structures.  In  fat  women,  also,  in  order  to  secure  ap- 
proximation of  the  wound,  it  is  inevitable  that  the  sutures  shall 
be  tied  rather  tightly  and  this  favors  suppuration.  With  the  tier 
suture,   in    America,   hernia    occurs    in    not    more   than    one    per 
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cent.  In  my  experience  with  the  overlapping  of  the  fascia  it 
has  been  a  fraction  of  one  per  cent.  We  all  know,  however,  that 
we  may  have  suppuration  in  a  wound  followed  by  hernia,  no  mat- 
ter what  method  of  suturing  we  employ. 

In  the  matter  of  suture  material  I  use  catgut  for  buried  su- 
tures and  the  silkworm  gut  for  the  through-and-through  suture. 

For  the  care  of  the  wound  the  essential  thing  is  that  the  dress- 
ing shall  protect  it  from  septic  infection.  My  personal  prefer- 
ence is  for  a  wet  bichloride  dressing  which  shortly  becomes  dry 
and  is  an  absorbent  dressing.  Silver  foil  is  supposed  to  inhibit 
germs,  but  I  regard  it  as  inferior  to  wet  bichloride  gauze.  The 
most  important  point  in  reference  to  the  dressing  is  that  it  shall  be 
an  occlusive  dressing  and  shall  be  so  applied  that  it  will  stay 
in  place.  There  should  be  free  use  of  adhesive  plaster  not  only 
to  prevent  the  dressing  from  slipping  sideways,  but  also  from 
moving  up  and  down,  thus  exposing  the  wound  to  secondary  in- 
fection. The  upper  and  the  lower  strips  of  plaster  should  extend 
above  and  below  the  dressing,  thus  guarding  the  wound  from 
secondary  infection  I  Edebohls). 

These  elementary  considerations  need  only  to  be  mentioned,"  not 
elaborated,  in  this  society.  There  are  some  questions  not  so 
universally  accepted;  for  example,  that  of  quiet  after  operation 
versus  freedom  of  movement.  Personally  1  see  no  reason  for 
questioning  the  soundness  of  the  classical  teaching  that  rest  and 
quiet  favor  sound  healing  of  wounds.  At  the  present  time  the 
tendency  is  to  give  patients  more  freedom  of  motion  after  opera- 
tion than  in  the  past,  allowing  them  to  get  out  of  bed  after  a 
major  operation  in  twenty-four  or  forty-eight  hours.  Unless 
the  approved  teaching  with  reference  to  the  consolidation  of  the 
wound  being  favored  by  a  longer  stay  in  bed  be  found  to  be  er- 
roneous, the  burden  of  proof  must  rest  upon  those  recommend- 
ing earlier  motion. 

There  are  two  grounds  upon  which  freedom  of  motion  and 
early  locomotion  is  recommended  which  are  at  least  plausible. 
One  is  that  freedom  of  motion  tends  to  prevent  stasis  in  the 
venous  circulation,  and  therefore  to  prevent  thrombosis  and 
phlebitis.  Our  knowledge  of  the  etiology  of  thrombosis  and 
phlebitis  is  not  sufficient  to  decide  this  question  on  theoretical 
grounds,  and  therefore  whether  or  not  it  is  true  mns1  depend 
upon  the  practical  results  secured  in  lar<?e  series  of  cases  by  those 
who  practice  the  classical  and  the  proposed  methods.     I   see  no 
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other  way  of  settling  the  question  unless  additional  light  is  thrown 
upon  the  etiology  of  thrombosis  and  phlebitis.  As  it  is  well 
known  that  wounds  burst  open,  no  matter  how  sutured,  as  late  as 
the  second  week  after  operation,  it  would  seem  as  though  pa- 
tients with  abdominal  operations  must  run  this  risk  if  early  loco- 
motion is  permitted.  Quite  a  number  of  hernias  in  ordinary 
simple  sections  have  come  under  my  notice  since  the  present 
practice  of  getting  patients  early  out  of  bed  has  been  in  use.  I 
saw  a  case  like  that  to-day  where,  after  a  simple  appendicitis 
operation,  the  patient  developed  hernia.  She  was  out  of  bed  in 
a  few  days  and  sent  to  the  country  in  eight  days.  Her  wound 
came  open  after  reaching  home  and  then  a  hernia  developed. 
Such  a  result  after  the  methods  in  use  in  my  clinic  in  clean  cases 
has  never  been  observed,  and  the  result  was  clearly  due  to  early 
locomotion. 

The  second  argument  in  favor  of  early  locomotion  is  that  pa- 
tients do  not  suffer  from  the  loss  of  tone  consequent  upon  a  pro- 
longed stay  in  bed,  and  also  that  the  patient  can  return  much 
more  promptly  to  his  or  her  duties,  and  thus  save  not  only  the 
expense  of  a  prolonged  stay  in  the  hospital,  but  the  loss  which  a 
prolonged  absence  from  regular  duty  entails. 

This  argument  is  specious,  and  if  the  claims  for  the  newer 
method  with  reference  to  the  healing  of  wounds  and  the  avoid- 
ance of  phlebitis  and  embolism  shall  prove  correct,  the  practice 
will  have  manifest  advantages  for  all  those  undergoing  opera- 
tions when  their  general  health  is  comparatively  good.  In 
gynecological  practice,  however,  the  argument  will  have  little 
weight,  as  the  majority  of  women  undergoing  abdominal  sec- 
tions are  either  prostrated  by  disease  or  sufficiently  neurotic  or 
neurasthenic  to  require  special  treatment  intended  to  restore  the 
tone  and  balance  of  the  nervous  system.  For  patients  reduced  in 
strength  by  hemorrhage  or  by  sepsis  from  pelvic  inflammatory 
disease  the  prolonged  rest  in  bed  is  essential  for  their  restora- 
tion to  health.  For  neurotic  women  who  must  undergo  opera- 
tions, the  best  way  to  avoid  the  development  of  post-operative 
neurosis  is  to  give  them  a  modified  rest  cure,  followed  by  easv 
travel. 

With  reference  to  the  employment  of  the  abdominal  bandage 
as  a  routine  after  celiotomy.  T  shall  merely  express  my  individual 
judgment.  For  abdominal  wounds  sutured  by  the  tier  method, 
in  which  primary  union  is  obtained,  the  occurrence  of  hernia  is 
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never  to  be  anticipated,  and  in  my  practice,  therefore,  the  abdomi- 
nal bandage  is  used  in  the  first  few  months  for  its  mental  rather 
than  its  physical  effect.  When  a  patient  is  obliged  to  apply  the 
bandage  on  rising,  it  reminds  her  that  she  has  been  instructed 
to  avoid  muscular  exertion  until  at  least  ten  weeks  have  elapsed. 
Otherwise,  I  feel  that  it  has  no  advantage. 

As  a  special  exception,  in  patients  having  a  flaccid  or  pendulous 
abdomen  the  bandage  takes  off  a  certain  amount  of  strain  from 
intraabdominal  pressure,  promotes  the  comfort  of  the  patient,  and 
relieves  the  wound  of  a  certain  amount  of  tension,  and  is  therefore 
to  be  recommended.  A  well-fitting  straight-front  corset  accom- 
plishes the  same  result. 

When  drainage  has  been  employed  and  when  wounds  have  sup- 
purated, the  bandage  is  recommended  in  the  hope  rather  than 
the  expectation  that  it  will  prevent  hernia ;  and  partly  also  as  a 
result  of  traditional  teaching  and  as  a  protection  against  criticism 
when  hernia  subsequently  develops.  The  view  is  so  widespread 
that  a  bandage  is  of  service  under  these  circumstances  that  a 
surgeon  who  neglects  its  use  must  expect  criticism,  for  some 
years  to  come,  in  patients  who  develop  hernia. 


POST-OPERATIVE   COMPLICATIONS    INVOLVING 
THE  ALIMENTARY  TRACT.* 


F.  F.  SIMPSOX,  M.D. 
Pittsburgh,   Pa. 


It  is  conservatively  estimated  that  during  the  year  1906  more 
than  75,000  abdominal  operations  were  done  in  2.300  American 
hospitals.  The  mortality  following  these  operations  varied  between 
the  very  wide  limits  of  1.5  per  cent,  on  the  one  hand  and  24.5  per 
cent,  on  the  other.  It  is  fair  to  assume  that  mortality  merely 
marks  the  limit  of  post-operative  morbidity,  and  that  quite  as 
striking  a  difference  occurred  in  post-operative  complications  and 
sequela?. 

A  personal  inspection  of  a  considerable  number  of  the  institu- 
tions referred  to,  and  a  comparison  of  their  equipment  and  meth- 
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ods,  will  in  large  measure  afford  explanation  of  this  marked 
discrepancy  in  results.  Fortunately  the  great  bulk  of  work  done 
to-day  is  in  the  hands  of  competent  surgeons  and  is  of  a  high 
order  of  excellence.  Yet  whatever  results  may  have  been  achieved 
in  the  past,  it  is  incumbent  upon  all  who  do  such  work  to  strive 
diligently  for  further  improvement.  We  must  realize  at  the  very 
beginning  that  many  factors  contribute  to  a  high  percentage  of 
recovery  with  ideal  convalescence.  Chief  among  them  are  a  due 
appreciation  of  the  functional  value  of  anatomical  structures,  a 
comprehensive  knowledge  of  the  principles  of  pathology,  the  rec- 
ognition and  correct  interpretation  of  gross  pathological  lesions 
in  the  living  subject,  an  intimate  knowledge  of  the  habits  and 
accidents  common  to  the  abdominal  viscera,  a  correct  estimate  of 
the  patient's  margin  of  reserve  strength,  a  wise  choice  of  the  time 
and  type  of  operation,  a  rigid  aseptic  technique,  a  considerable  de- 
gree of  manipulative  dexterity,  and  such  esprit  de  corps  among 
one's  group  of  co-workers  as  will  permit  of  operative  speed  and 
precision.  It  is  clear  that  the  consummation  of  these  desiderata 
necessitates  a  fortunate  combination  of  time,  adequate  facilities, 
proper  training,  special  aptitude,  and  assiduous  application.  Yet 
they  are  the  requisites  of  uniform  success,  and  as  such  constitute 
the  most  important  factors  in  the  prophylaxis  of  post-operative 
morbidity  and  mortality. 

It  is  generally  recognized  by  those  who  realize  the  gravity  of 
their  trust,  that  these  considerations  apply  to  surgical  measures 
in  general,  and  that  the  more  serious  the  work  and  the  complica- 
tions which  may  follow,  the  more  rigidly  do  they  apply. 

In  abdominal  work  the  structures  which  may  be  more  or  less 
seriously  impaired  by  our  efforts  to  relieve  real  or  fancied  ills 
are  the  circulatory  system,  the  respiratorv  tract,  the  excretory 
organs,  the  abdominal  wall,  the  peritoneal  sac,  and  the  viscera  it 
ensheaths. 

Your  President  has  wisely  entrusted  three  of  these  subjects 
to  men  who  can  speak  with  authority  regarding  them.  To  me  he 
has  accorded  the  privilege  of  presenting  for  discussion  the  remain- 
ing topic,  viz.,  some  of  the  "'Post-operative  Complications  Involv- 
ing the  Alimentary  Tract." 

These  complications,  like  other  affections  of  the  alimentary 
tract,  give  definite  evidence  of  their  existence  and  their  nature  by 
deviations  from  normal  functions  alone,  or  in  association  with 
functional  disturbances  of  other  structures. 
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From  the  standpoint  of  practical  diagnosis,  three  types  of  affec- 
tion may  modify  the  functions  of  the  digestive  tract.    They  are: 

i.  Functional  disturbances  of  the  alimentary  tract  itself,  due  to 
the  anesthetic;  to  slight  traumatism  from  handling  the  intestines 
or  packing  them  out  of  the  way ;  to  decomposition  of  intestinal 
contents;  to  the  absorption  of  poisons  from  the  alimentary  tract, 
etc. 

2.  The  second  type  of  affection  which  may  disturb  alimentary 
functions  consists  in  functional  or  organic  affections  of  other 
structures  of  the  body,  such  as  local  or  general  peritonitis,  and 
post-operative  acute  toxic  hyperemia  of  the  kidneys,  each  of  which 
conditions  gives  a  definite  and  characteristic  series  of  alimentary 
symptoms. 

3.  The  third  type  consists  in  organic  lesions  of  the  alimentary 
tract  itself,  such  as  intestinal  adhesions,  fecal  fistula,  intestinal 
obstruction,  thrombosis  of  mesenteric  veins,  acute  dilatation  of  the 
stomach,  etc. 

I.    FUNCTIONAL  DISTURBANCES   OF  THE  ALIMENTARY  TRACT. 

The  most  striking  functional  post-operative  disturbances  of  the 
digestive  tract  are  nausea  and  vomiting,  and  meteorism,  with  or 
without  excessive  or  diminished  peristalsis  and  abnormal  dis- 
charges. 

The  significance  of  these  phenomena  varies  with  their  individual 
characteristics,  the  time  of  appearance,  duration,  and  associated 
disturbances.    Thus,  we  must  recognize  three  types  of  emesis : 

(a)  That  accompanied  by  retching, 

(b)  That  accompanied  by  nausea, 

(c)  The  regurgitant  or  projectile  type  which  is  attended  by 
neither  nausea  nor  retching. 

The  time  at  which  emesis  begins  is  of  diagnostic  importance. 
The  vomiting  due  to  anesthesia  begins  before  or  shortly  after 
the  patient  becomes  conscious  and  is  attended  by  retching  and  at 
times  nausea.  Its  frequency  and  duration  are  almost  an  exact  in- 
dex as  to  the  excessive  quantity  of  ether  taken.  When  given 
carefully  and  in  small  amount  by  the  drop  method,  emesis  is 
usually  entirely  absent,  or  occurs  only  once  or  twice  within  the 
first  twelve  hours.  When,  however,  a  considerable  quantity  of 
ether  is  required,  or  when  it  is  poured  on  until  the  patient  is 
thoroughly  saturated,  as  was  too  often  the  case  even  a  few  years 
ago,  the  vomiting  sometimes  persists  for  eighteen  to  twenty-four 
hours,  and  merges  into  that  due  to  renal  insufficiency. 
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I  ho  emesis  of  post-operative  acute  hyperemia  of  the  kidneys 
usually  occurs  in  cases  in  which  the  quantity  of  ether  and  the 
vomiting  due  to  it  have  been  excessive,  though  there  is  often  a 
quiescent  period  of  ten  or  twelve  hours.  It  commonlv  begins 
eighteen  to  twenty-four  hours  after  operation,  is  slight  in  amount, 
accompanied  by  decided  nausea  and  retching,  is  frequent  and  per- 
sistent;  the  tongue  is  dry,  the  quantity  of  urine  grows  progres- 
sively less,  and  albumin  and  casts  become  more  and  more  abun- 
dant. When  the  condition  is  recognized  and  a  hot  air  bath 
given,  the  excretory  organs  become  active  and  vomiting  ceases 
abruptly  and  completely. 

In  striking  contrast  to  these  two  types  of  vomiting,  we  find 
the  regurgitant  or  projectile  type  due  to  meteorism,  ileus,  or  acute 
dilatation  of  the  stomach.  It  rarely  begins  earlier  than  twelve 
hours  after  operation  and  is  characterized  by  large  quantities  of 
bile-stained  fluid  which  rolls  from  the  mouth  with  very  little  effort 
or  nausea. 

Other  functional  complications  of  the  intestines  which 
may  rarely  occur  are  dynamic  ileus  and  poisoning  bv  the  yellow 
iodide  of  mercury. 

Dynamic  Ileus.— Since  the  classical  article  on  ileus,  published 
by  Dr.  Jno.  B.  Murphy  (in  the  Journal  of  the  American  Medical 
Association)  in  1896,  several  cases  of  death  due  to  dynamic  ileus 
have  been  reported,  but  little  of  essential  value  has  been  added  to 
the  knowledge  of  the  subject. 

This  condition  has  been  observed  so  rarely  that  many  able 
surgeons  have  even  doubted  its  existence,  asserting  that  the  con- 
traction of  the  intestine  occurred  after  death.  From  that  opinion 
I  must  dissent.  I  am  aware  that  post-mortem  contraction  of  the 
intestine  does  occur;  I  have  observed  it  several  times.  I  feel 
equally  sure,  however,  that  dynamic  ileus  may  occur  during  life 
and  be  largely  responsible  for  death.  It  was  my  privilege  to  ob- 
serve Dr.  Werder's  case  throughout,  having  assisted  in  the  opera- 
tion, seen  the  patient  constantly  during  her  illness,  and  witnessed 
the  autopsy  two  hours  after  death.  Though  this  case  has  been 
published  in  detail.  I  take  the  liberty  of  giving  a  synopsis  here. 

Mrs.  W.,  35  years  old.  The  right  tube,  containing  a  small  round 
cell  sarcoma  the  size  of  a  cherry,  and  the  cystic  right  ovary  were 
removed  without  incident.  For  the  first  five  days  convalescence 
was  perfectly  normal— she  was  reading  the  daily  papers  and  asked 
permission  to  sit  up.    Following  an  egg-nog  she  had  griping  pain 
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in  the  intestines.  Typical  symptoms  of  almost  complete  intestinal 
obstruction,  very  slight  distension,  excessive  peristalsis  and 
marked  circulatory  disturbance  gradually  developed  and  continued 
until  death,  seven  days  after  the  onset  of  symptoms  and  twelve 
days  after  operation.  The  only  improvement  that  occurred  fol- 
lowed a  dose  of  morphine  given  for  pain.  In  view  of  the  post- 
mortem findings  the  morphine  probably  caused  the  improvement. 
At  autopsy,  two  hours  after  death,  twenty-two  inches  of  the  ileum 
and  the  entire  large  intestine  were  firmly  contracted,  the  ileum 
having  an  outside  diameter  of  one  centimeter,  and  the  colon  being 
exactly  the  size  of  my  thumb.  No  other  lesion  was  found,  except 
a  small  sheet  adhesion  to  the  intestine  which  in  no  way  constricted 
its  lumen. 

Yellow  Iodide  of  Mercury  Poisoning. — Formerly  it  was  not 
unusual  to  employ  iodoform  gauze  for  draining,  or  more 
accurately,  plugging,  hi  cases  especially  liable  to  de- 
velop localized  peritonitis.  This  was  done  in  one  of  our 
cases  in  1896.  The  peritonitis  developed  on  the  third  day,  calomel 
was  given,  a  grain  every  hour  for  seven  doses.  In  twenty-four 
hours  she  had.  to  our  amazement,  twenty  bloody  stools,  accom- 
panied by  marked  tenesmus.  Fortunately  she  recovered.  Iodides 
were  found  in  the  urine  and  saliva.  She  had  been  absorbing 
iodine  from  the  surgical  dressing  and  eliminating  it  into  the  bowel 
as  iodides  and  iodates.  The  calomel  combined  with  it,  giving  the 
yellow  iodide  of  mercury  in  toxic  dose.  Since  then  we  have  rarely 
used  iodoform  gauze  in  any  way. 

2.    ALIMENTARY    COMPLICATIONS    DUE    TO    LOCAL    OR    GENERAL 

PERITONITIS. 

The  nature  of  these  complications  is  so  generally  and  so  thor- 
oughly understood  that  the  merest  reference  would  almost  seem 
unpardonable.  Yet  I  cannot  refrain  from  adding  my  testimony  to 
the  prophylactic  value  of  deferred  operation  for  the  removal  of 
the  products  of  inflammation,  involving  the  uterine  appendages. 

It  has  been  my  privilege  to  observe  abdominal  work  at  a  time 
when  it  was  customary  to  remove  pus  tubes  (hiring  the  acute 
attack.  At  that  time  the  mortality  from  such  operations  exceeded 
10  per  cent. ;  drainage  was  usual,  adhesions  and  hernia  frequent ; 
fecal  fistula?  were  not  rare ;  and  localized  peritonitis  left  products 
more  serious  than  those  removed. 

Tn   common   with  most  of  you.  I  am  unalterablv  opposed  to- 
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choosing  the  acute  attack  as  the  elective  period  for  removing  in- 
flammatory products  of  the  uterine  appendages.  My  reasons  are 
briefly  as  follows : 

1.  In  a  series  of  approximately  3,000  cases  of  inflammation, 
of  tubal  origin,  the  disease  has  had  a  mortality  of  less  than  0.5 
per  cent.,  if  we  exclude  those  cases  of  streptococcic  infection 
occurring  after  the  pregnant  uterus  has  been  emptied  and  in 
which  nature  has  made  no  effective  attempt  to  barricade  her 
lymphatic  approaches.  In  those  cases  the  infection  quickly  be- 
comes systemic  and  in  no  sense  should  they  be  considered  in  this 
connection  except  to  be  excluded. 

2.  In  a  series  of  more  than  230  consecutive  abdominal  sections 
done  for  the  removal  of  the  products  of  tubal  infection,  there 
have  been  only  two  deaths.  In  one  instance  death  occurred  eleven 
days  after  operation  and  was  due  to  tuberculosis,  with  ulceration 
of  the  intestinal  mucosa.  In  the  other,  death  occurred  in  the 
fourth  week,  and  was  due  to  cerebral  embolism  following  pneu- 
monia. 

3.  In  that  entire  series  there  has  not  been  a  single  serious  intes- 
tinal complication  of  any  kind  following  operation,  and  remark- 
ably few  were  found  at  the  time  operation  was  done. 

4.  If  operation  is  habitually  done  during  the  acute  attack,  many 
ovaries,  tubes,  and  uteri  will  be  needlessly  sacrificed. 

In  choosing  the  time  of  election  for  operation  in  these  cases, 
it  has  been  my  custom  to  absolutely  decline  to  operate  until  four 
essential  facts  were  accomplished. 

First,  the  patient's  general  health  must  be  such  that  she  has  a 
good  margin  of  reserve  strength. 

Second,  there  must  be  no  cellular  exudate.  If  one  existed,  it 
was  nature's  positive  declaration  that  the  offending  structure  con- 
tained a  poison  she  was  afraid  to  admit  into  her  systemic  circula- 
tion. When  the  need  for  its  existence  disappears  an  exudate  is 
always  absorbed.    We  can  well  afford  to  wait  until  that  time. 

Third,  the  temperature  must  be  absolutely  normal  or  lower  for 
at  least  three  weeks — at  first  an  arbitrary  period,  which  I  think 
has  proven  to  be  the  earliest  uniformly  safe  time  to  operate. 

Fourth,  when  the  preceding  conditions  have  been  demon- 
strated to  exist,  a  careful  bimanual  examination  is  made, 
and  the  temperature  is  taken  every  hour  for  four  hours ;  if  this 
slight  traumatism  causes  a  rise  of  temperature,  we  may  be  sure 
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the  greater  injury  due  to  operation  would  be  very  likely  to  cause 
a  serious  inflammatory  reaction. 

I  feel  that  I  may  speak  with  confidence  regarding  the  prophy- 
lactic value  of  these  tests.  By  way  of  defining  the  limit  of  appli- 
cation of  these  remarks,  however,  let  me  say  that  delay  is  not 
advised  where  pus  is  easily  accessible  for  evacuation,  and  in  a 
few  other  types  of  cases  in  which  sound  surgical  judgment  may 
lead  one  to  operate  earlier. 

STRUCTURAL   CHANGES. 

Intestinal  Adhesions. — It  has  been  said  that  adhesions  consti- 
tute the  opprobrium  of  abdominal  surgery.  The  truth  of  that 
saying  rests  upon  the  fact  that  they  might  usually  just  as  well 
have  been  prevented,  if  surgical  judgment  were  always  good. 

During  the  course  of  abdominal  operations  we  should  constantly 
bear  in  mind  the  fact  that  nature's  method  of  protecting  herself 
against  offending  objects  within  the  abdominal  cavity  is  to  wall 
them  off  by  adhesions.  We  should  further  remember  that  she 
does  not  discriminate  between  the  offending  objects  we  make  or 
leave  and  those  originally  there.  It  is,  therefore,  imperative  that 
we  should  not  introduce  infectious  material  into  the  abdominal 
cavity.  It  is  equally  imperative  and  equally  feasible  that  where 
an  infectious  focus  exists  within  the  pelvis,  the  pus  should  be  ren- 
dered innocuous  by  internal  sterilization  before  we  run  the  risk 
of  soiling  clean  structures  with  it. 

By  preventing  peritonitis  the  judicious  choice  of  time  for  opera- 
tion constitutes  one  of  the  most  important  prophylactic  measures 
in  connection  with  intestinal  adhesions. 

Of  scarcely  less  importance  are  the  covering  of  all  raw  surfaces 
and  the  checking  of  all  oozing,  in  clean  cases  as  well  as  septic  ones. 

Greig  Smith  long  ago  showed  that  raw  and  peritoneal  surfaces 
adhere  very  quickly  and  firmly.  The  only  legitimate  inference  is 
that  all  pedicles  and  all  raw  surfaces  due  to  broken  adhesions  or 
other  injury  should  be  completely  covered,  thus  leaving  all  ex- 
posed surfaces  covered  by  healthy  peritoneum. 

Notwithstanding  these  well-known  facts,  while  in  London  last 
summer  I  saw  one  of  England's  foremost  surgeons  remove  three 
fibroid  uteri  in  one  afternoon.  lie  was  very  dexterous.  In  each 
instance  the  abdomen  was  closed  in  less  than  twenty  minutes  from 
the  first  stroke  of  the  knife.  But  he  did  not  cover  any  of  his 
pedicles.     It  would  be  interesting  to  know  what  percentage  of  his 
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patients  require  subsequent  operations  to  correct  the  defects  he 
causes. 

We  should  further  remember  that  blood  clots  are  foreign  bodies 
which  nature  attempts  to  get  rid  of  by  sealing  or  absorption. 

We  should  never  lose  sight  of  the  fact  that  drainage  always 
produces  adhesions  and  often  hernia  as  well. 

By  demonstrating  these  facts  beyond  question,  your  President 
has  perhaps  done  more  than  anyone  else  to  reduce  the  frequency, 
extent  and  severity  of  adhesions,  and  to  prevent  the  disastrous 
results  consequent  upon  them. 

The  type  and  location  of  adhesions,  and  the  nature  of  offend- 
ing objects  they  conceal,  have  much  to  do  with  the  inconvenience 
they  cause,  the  need  for  relief,  and  the  methods  to  be  employed. 

To  illustrate:  Mrs.  McK.  had  a  retroverted  uterus  and  small 
cyst  of  the  right  ovary.  She  was  operated  upon  by  a  noted  sur- 
geon of  another  state.  He  removed  the  right  ovarv  and  did  a 
ventrofixation.  His  pedicle  and  fixation  sutures  and  abdominal 
wound  became  infected.  The  small  intestine  became  adherent  to 
the  pedicle  with  infected  silk  ligatures,  forming  the  wall  of  a 
small  abscess.  The  sigmoid  was  adherent  to  the  uterus  and  inte- 
rior of  the  hernial  sac.  In  each  instance  the  intestinal  adhesion 
protected  the  peritoneum  from  septic  invasion.  The  pain  was  so 
constant  and  severe  as  to  require  surgical  relief.  She  made  a 
structural  and  symptomatic  recovery. 

Mrs.  W.'s  appendix  and  cystic  right  ovary  had  been  removed. 
The  right  ovarian  pedicle  was  infected,  and  a  knuckle  of  small 
intestine  became  adherent  to  it,  forming  the  wall  of  an  abscess. 
There  was  an  incisional  hernia.  A  band  of  omentum  was  ad- 
herent at  one  end  to  the  fundus  of  the  gall-bladder,  and  at  the 
other  to  the  abdominal  incision.  She  had  constant  pain  from  the 
infected  pedicle  and  variable  pain,  due  to  the  intestine  tugging 
on  it.  The  gall-bladder  became  kinked  at  times,  and  typical  colic 
without  jaundice  occurred.  To  add  to  her  troubles  she  became 
pregnant,  and  at  the  third  month  T  saw  her  for  the  first  time,  at 
the  request  of  her  family  physician.  The  pedicle  was  covered, 
the  intestine  repaired,  the  gall-bladder  freed,  the  cystic  left  ovary 
punctured  and  the  hernia  corrected. 

She  recovered,  was  relieved  from  her  suffering,  went  to  term. 
and  gave  birth  to  a  healthy  child  without  incident. 

These  cases  are  but  types  of  many  that  come  to  us  all,  and  teacn 
this  great  lesson — either  greater  care  must  be  used  in  choosing  the 
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time  and  type  of  operation  and  the  condition  under  which  it  is 
done,  or  else  fewer  people  should  be  operated  upon. 

Intestinal  Obstruction. — Mechanical  obstruction  of  the  intes- 
tines occurring"  after  operation  presents  no  distinctive  clinical  fea- 
tures, but  may  be  recognized  as  readily  as  if  it  occurs  in  the 
ordinary  course  of  life. 

With  the  occurrence  of  obstruction  within  a  few  days  after 
operation,  I  have  had  no  personal  experience,  nor  have  I  ever  seen 
a  case ;  I  have  seen,  however,  several  cases  of  intestinal  obstruction 
which  occurred  at  varying  periods  of  from  one  to  ten  years  after 
operation.  The  two  chief  types  are  (i)  those  in  which  a  broad 
surface  of  adhesion  is  followed  by  constipation,  with  difficult  pain- 
ful evacuation  for  a  time,  and  finally  by  complete  obstruction ;  and 
(2)  those  in  which  a  knuckle  of  gut  suddenly  becomes  incarcer- 
ated and  strangulated  by  a  band  of  adhesion,  much  in  the  same 
manner  as  in  the  case  of  an  adherent  appendix,  Meckel's  diverticu- 
lum or  suspensory  ligament  following  ventrosuspension. 

Of  the  first  variety  the  case  of  Miss  W.  is  typical. 

A  solid  sarcoma  of  the  right  ovary  was  removed  by  Dr.  

in  1897 — mass  silkworm  gut  sutures  alone  were  used.  Conva- 
lescence was  speedy  and  comfortable.  From  time  to  time  she  was 
annoyed  by  gas,  experiencing  dragging  pain  at  one  spot  near  and 
above  the  line  of  incision.  Later  she  had  occasional  spells  of  grip- 
ing, vomiting,  localized  pain,  and  great  difficulty  in  inducing  the 
bowels  to  move. 

In  August,  1901,  three  years  after  the  original  operation,  I 
was  asked  to  see  her  in  one  of  these  attacks.  She  was  sent  to  the 
hospital,  the  abdomen  opened  and  six  inches  of  small  intestine 
released  from  adhesion  to  the  upper  angle  of  incision  and  adjacent 
abdominal  wall.  She  made  an  uninterrupted  recovery,  is  com- 
fortable  and  free  from  recurrence  of  her  sarcoma,  some  nine  years 
since  the  ovary  was  removed. 

Tn  the  foregoing  types  of  intestinal  obstruction  adhesions  have 
caused  the  trouble. 

There  is  another  type,  however,  in  which  the  obstruction  is  due 
to  the  deliberate  production  of  conditions  favorable  for  internal 
strangulation.  Though  relatively  infrequent,  one  may  find  in 
literature  hundreds  of  recorded  cases  of  intestinal  obstruction  <\uc 
to  Meckel's  diverticulum  or  to  an  appendix  adherent  at  its  tip. 

Ventrosuspension  and  the  Gilliam  operation  upon  the  round 
ligaments   produce  bands  of  adhesions  which   stretch   across    the 
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free  peritoneal  cavity  and  are  equally  liable  to  cause  internal 
strangulation. 

Though  1  have  knowledge  of  only  seventeen  ca^es  of  intestinal 
obstruction  directly  due  to  the  suspensory  ligament,  1  cannot  but 
feel  that  many  more  cases  will  come  to  light  during  the  next 
decade. 

Fecal  Fistula. — My  personal  observation  and  experience  lead 
me  to  believe  that  the  choice  of  time  and  type  of  operation  will 
have  much  to  do  with  the  production  or  prevention  of  post- 
operative fecal  fistula. 

During  the  time  when  it  was  customary  to  remove  acutely  in- 
flamed uterine  appendages,  it  was  not  unusual  to  find  adherent 
intestines,  the  walls  of  which  were  infiltrated,  soft,  friable,  and 
easily  torn.  They  were  not  flexible,  sutures  readily  tore  out,  and 
repair  was  correspondingly  difficult  and  unsatisfactory.  It  was 
then  customary  also  to  drain.  As  a  result  of  this  unfortunate 
combination  of  circumstances,  fecal  fistuke  occurred  in  a  very 
definite  percentage  of  cases.  On  the  other  hand,  if  operation  has 
been  deferred  until  such  time  that  the  exudate  in  the  intestinal 
wall  has  been  absorbed  and  the  gut  is  practically  normal,  an  in- 
jury is  less  liable  to  occur,  and  is  much  more  easily  and  success- 
fully repaired. 

By  a  strict  observance  of  these  principles  it  has  keen  my  good 
fortune  not  to  have  a  single  fecal  fistula  in  my  last  series  of  more 
than  600  consecutive  abdominal  sections. 

Indeed,  one  may  occasionally  succeed  beyond  all  reasonable 
expectation  if  he  persists  in  his  efforts  to  restore  the  local  struc- 
tures as  nearly  to  the  normal  as  possible,  prior  to  operation. 

Permit  me  here  to  cite  a  case  in  point :  Miss  V.  had  for  many 
months  been  discharging  horribly  offensive  pus  from  the  bowel 
each  day.  She  was  seen  by  Dr.  Jno.  A.  Lichty,  who  referred  her 
to  me,  because  of  an  infected  cyst  five  inches  in  diameter,  which 
communicated  with  the  rectum  by  an  opening  about  four  inches 
above  the  anal  orifice.  She  was  sent  to  the  hospital,  and  the 
bowel  washed  daily  with  normal  salt  solution  for  a  period  of  six 
weeks.  Fortunately  the.  communication  between  the  cyst  and 
rectum  closed.  The  treatment  was  continued  until  we  were 
reasonably  sure  the  cyst  could  be  removed  without  injury  to  the 
rectum.  It  was  shelled  out  from  its  bed  of  adhesions.  The  rec- 
tum had  so  far  recovered  that  after  a  careful  search  we  failed  to 
find  the  site  of  the  previous  opening. 
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Though  the  cyst  contained  about  a  quart  of  horribly  offensive 
pus,  similar  in  all  respects  to  that  which  had  been  discharged  by 
the  rectum,  recovery  was  prompt  and  complete  except  for  a  slight 
stitch  infection.  That  was  directly  attributable  to  the  pus,  which 
was  found  to  be  teeming  with  virulent  staphylococci. 

It  is  my  firm  conviction  that  operation  during  the  existence  of 
the  communication  would  at  least  have  resulted  in  a  fecal  fistula, 
or  more  probably  in  death  from  septic  peritonitis. 

I  am  convinced  that  many  of  the  more  serious  cases  of  pelvic 
inflammation  run  less  risk  of  serious  intestinal  complications  if, 
with  preliminary  treatment,  the  surgeon  disregards  the  element 
of  time. 

In  this  way,  by  careful  treatment,  one  may  readily  improve 
local  conditions,  and  so  far  restore  the  strength  of  his  patient 
that  operation  may  be  deliberate  and  complete  rather  than  a 
hasty  makeshift. 

Thrombosis  and  Embolism. — So  much  experimental  work  has 
been  done  and  as  much  has  been  written  regarding  injuries  to 
the  intestinal  blood  supply,  that  time  and  occasion  forbid  a  de- 
tailed reference  to  the  principles  involved  in  thrombosis  and  em- 
bolism of  mesenteric  vessels.  Clinically  two  types  are  met  with. 
In  one  the  occlusion  is  directly  dependent  upon  violence  done  to 
the  intestine  or  mesentery,  while  in  the  other  type  no  such  injury 
has  occurred. 

Of  the  first  class,  the  following  case  is  illustrative : 

Mrs. was  attended  by  a  midwife  and  seen  later  by  a  physi- 
cian. She  had  been  in  labor  for  fourteen  hours,  the  child  having 
been  delivered  instrumentally  before  she  entered  the  hospital.  The 
uterus  had  been  ruptured.  Twenty-odd  inches  of  intestine  had 
been  stripped  from  its  mesentery,  and  protruded  into  the  vagina. 
The  abdomen  was  immediately  opened,  the  ruptured  uterus  re- 
moved, the  intestine  resected,  six  inches  or  more  having  been 
removed  above  and  below  what  appeared  to  be  the  limits  of  the 
injury.  The  patient's  pulse  promptly  fell  below  too  and  remained 
so  some  forty-eight  hours.  During  that  time  her  condition  was 
so  good  as  to  make  us  feel  she  was  about  out  of  danger.  Suddenly 
she  complained  of  severe  pain  in  the  abdomen.  Vomiting  began 
and  gradually  became  excessive  and  projectile.  The  abdomen 
became  distended ;  peristalsis  was  constant,  but  slight  and  in- 
effectual. The  pulse  grew  rapid,  the  superficial  veins  con- 
tracted, the  surface  pinched  and  cyanotic.     She  died  on  the  fourth 
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day.  Autopsy  showed  no  peritonitis  or  other  pathological  lesion 
except  gangrene  of  the  gut,  two  or  three  inches  on  each  side  of  the 
anastomosis  ;  it  was  due  to  thrombosis  of  the  mesenteric  vessels. 

Perhaps  a  more  frequent  risk  of  injury  is  incurred  where  a 
neoplasm,  especially  an  ovarian  cyst,  is  so  firmly  adherent  to  the 
mesentery  that  complete  separation  is  impossible  if  the  integrity 
of  the  blood  supply  is  to  be  preserved.  In  such  cases  the  lesser 
evil  is  chosen  by  allowing  a  portion  of  the  cyst  wall  to  remain. 

The  writer  has  had  no  personal  experience  with  cases  in  which 
thrombosis  or  embolism  has  occurred  in  uninjured  mesenteric 
vessels.  Such  cases  have  been  reported  by  Maylard,  Oberembt 
(Thienbaus),  and  Elliot.  Elliot  was  particularly  fortunate  in  that 
his  three  cases  were  recognized,  the  gangrenous  intestine  resected 
and  all  recovered. 

Acute  Dilatation  of  the  Stomach.— -In  1902  Campbell  Thomp- 
son reviewed  the  literature  and  found  record  of  but  forty-four 
cases  of  acute  dilatation  of  the  stomach,  only  six  of  which  oc- 
curred after  abdominal  operations.  Since  that  time — that  is,  dur- 
ing the  last  five  years — more  than  eighty  additional  cases  have 
been  reported,  forty  of  which  followed  abdominal  (including  kid- 
ney) operations.  The  gravity  of  the  affection  is  probably  over- 
stated by  the  recorded  cases.  Thus,  of  one  hundred  and  twenty- 
four  cases  reported  to  date,  eighty-six  have  died,  apparently  yield- 
ing a  mortality  of  69  per  cent.  It  is  evident,  however,  that  onlv  the 
most,  striking  examples  have  been  reported.  Doubtless  a  much 
larger  number  of  mild  cases  have  recovered  and  passed  unnoticed. 
Many  others  have  been  recognized  but  not  published. 

Thus  Halstead  says,  "There  undoubtedly  exist  minor  degrees 
of  dilatation  that  speedily  recover  spontaneously,  or  yield  to  medi- 
cal treatment."  Doubtless,  also,  many  of  the  fatal  cases  would 
have  yielded  to  prompt  and  appropriate  treatment.  This  opinion 
would  seem  amply  justified  by  the  favorable  termination  in  cases 
reported  by  Moynihan,  Robeson,  Herrick,  Schnitzer,  Baumler, 
Miiller.  and  Walzburg. 

Etiology. — Injuries,  especially  those  involving  the  central  nerv- 
ous system,  diseases  and  deformities  of  the  spinal  column,  wast- 
ing diseases,  or  operations,  abdominal  and  otherwise,  have  pre- 
ceded acute  dilatation  of  the  stomach  in  the  vast  majority  of 
reported  cases.  Each  has  been  looked  upon  as  bearing  some  etio- 
logical relation  to  the  disease. 

The  most  hopeful  idea  advanced,  however,  is  that  of  Rokitan- 
sky   (1863),  elaborated  by  Kundrat   (1891),  and  more  recently 
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acted  upon  by  many  observers,  who  have  been  able  to  record 
recoveries,  where  death  might  reasonably  have  been  expected. 
This  view  attributes  acute  dilatation  of  the  stomach  to  a  sudden 
mechanical  obstruction  of  the  intestine.  The  duodenum  is  the 
usual  seat.  Obstruction  occurs  where  the  superior  mesenteric 
artery  crosses  the  duodenum,  and  is  supposed  to  be  caused  by 
compression  of  the  gut  between  the  mesentery  and  spinal  column. 

According  to  Connell,  the  first  recovery  due  to  treatment  di- 
rected to  the  relief  of  this  supposed  duodenal  compression  was 
recorded  by  Schnitzler  in  1895.  Since  that  time  the  disease  has 
many  times  yielded  to  prompt  and  appropriate  treatment. 

The  line  of  treatment  which  seems  to  have  yielded  the  best  re- 
sults consists  briefly  in 

(1)  Such  posture,  inverted,  turning  on  abdomen,  knee-chest, 
etc.,  as  will  tend  to  release  mesenteric  tension  and  compression. 

(2)  Washing  the  stomach  and  permitting  the  gas  to  escape. 

(3)  Keeping  the  stomach  empty. 

(4)  Administration  of  needed  food  and  stimulation  by  rectum 
and  beneath  the  skin. 

So  far  as.  my  reading  goes,  death  has  been  the  rule  where  sur- 
gical attempts  at  relief  have  been  made.  The  stomach  was 
opened  in  the  cases  of  Brown,  Box,  and  Wallace.  Appel  Hoffman. 
Kirch,  and  Wright :  gastroenterostomy  was  done  by  Kehr  and 
Korti.     All  nine  of  these  patients  died. 

In  a  very  considerable  percentage  of  cases  a  mechanical  cause 
does  not  seem  adequate  to  explain  the  clinical  course — indeed, 
autopsy  has  in  many  instances  demonstrated  an  entire  absence  of 
mechanical  obstruction. 

I  would  submit  that  in  regard  to  etiology  in  some  of  these  cases 
we  cannot  disregard  the  following  facts: 

(1)  In  the  nephritis  of  ordinary  life,  nature  not  infrequently 
attempts  to  eliminate  waste  products  through  the  stomach.  In 
such  cases  nausea  may  be  intense  and  vomiting  incessant  until  re- 
lief is  given. 

(2)  In  the  cases  of  post-operative  acute  toxic  hyperemia  of  the 
kidneys,  nausea  is  intense  and  vomiting  becomes  incessant,  until 
relief  is  given  by  unlocking  renal  and  other  secretions. 

(3)  In  a  very  considerable  number  of  recorded  fatal  cases  of 
acute  dilatation  of  the  stomach,  the  kidneys  have  actually  been 
operated  upon:  and  in  many  other  cases  the  definite  statement 
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has  been  made  that  the  urine  was  scant  and  loaded  with  albumin 

and  casts. 

In  view  of  these  facts,  does  it  not  seem  at  least  reasonable : 
(i)    That  nature  is  attempting,  vicariously,  to  eliminate  poisons 

by  the  stomach. 

(2)  That  as  the  toxic  material  is  most  concentrated  at  the  point 
of  elimination,  the  stomach  becomes  poisoned,  paralyzed,  ex- 
hausted, and  in  some  cases  even  dies,  thus  precipitating  acute 
dilatation  and  sudden  collapse. 

(3)  That  the  acute  dilatation  may  in  some  instances  be  merely 
a  terminal  symptom  of  fatal  toxemia,  due  to  renal  or  hepatic  in- 
sufficiency, the  individual  poison  varying  with  the  individual  case. 

(4)  That  treatment  should  be  directed,  not  alone  to  the  ter- 
minal symptom,  but  to  the  underlying  cause  as  well. 

It  has  been  the  writer's  fortune  to  see,  or  at  least  to  recognize, 
only  one  case  of  acute  dilatation  of  the  stomach. 

The  essential  features  of  this  case  are : 

A  woman  thirty-four  years  old  had  borne  rive  children.  I  was 
told  that  while  in  a  difficult  sixth  labor,  her  uterus  was  ruptured 
at  5  a.m.,  March  9th.  She  was  sent  to  the  hospital,  arriving  there 
at  7:45.  At  8  the  abdomen  was  opened.  It  contained  the  child. 
which  weighed  9^2  pounds,  a  double  uterus  ( the  left  uterus  hav- 
ing been  pregnant  and  ruptured),  and  a  quart  of  blood-stained 
fluid.  The  placenta  was  still  attached  within  the  uterus.  The 
child's  feet  were  in  the  left  broad  ligament ;  its  head  was  in  con- 
tact with  the  stomach  and  spleen. 

The  uterus  was  quickly  removed,  the  blood  vessels  were  ligated, 
but  the  pedicles  were  not  covered.  The  bloody  fluid  was  mopped 
from  the  renal  fossae,  the  intestines  being  pushed  from  side  to 
side  to  make  that  possible.  The  anteroposterior  and  transverse 
diameters  of  the  abdominal  cavity  were  found  to  be  unusually 
great.    The  stomach  was  observed  to  be  normal  in  all  respects. 

Iodoform  gauze  and  tube  drains  were  inserted  into  the  vagina. 
A  Miculicz  drain  (iodoform  sac  containing  plain  sterile  gauze) 
was  placed  in  the  pelvis  so  as  to  shut  off  the  uterine  pedicle  and 
torn  broad  ligament  from  the  general  peritoneal  cavity.  The 
patient  was  removed  from  the  table  forty  minutes  from  the  begin- 
ning of  the  operation.  Her  pulse  at  that  time  was  160.  Three 
ounces  of  ether  were  used. 

Clinical  Course. — Because  of  the  soiling  and  traumatism  of  the 
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abdominal  viscera,  the  patient  was  put  in  the  exaggerated  Fowler 
position. 

Ernests. — From  the  first — indeed,  before  the  operation — she 
complained  of  intense  thirst.  Her  tongue  was  dry.  She  did  not 
vomit  until  6:50  p.m.  (ten  hours  after  operation).  A  pint  or 
more  of  bile-stained  fluid  was  thrown  up.  Again  at  8 130  like 
emesis  occurred.    This  was  continued  at  intervals  until  11  :30  p.m. 

Urine. — She  was  catheterized  at  6  p.m.  and  four  ounces  of 
urine  gotten.  It  was  concentrated,  of  a  dirty  brown  color,  and 
was  loaded  with  albumin. 

Circulation. — From  the  time  of  the  operation  until  11  130  p.m. 
(fifteen  hours),  the  pulse  reached  as  low  as  130,  but  was  usually 
recorded  between  136  and  140. 

Physical  Examination. — When  I  saw  the  patient  at  9  p.m., 
twelve  hours  after  operation,  the  stomach  showed  as  a  dome- 
shaped  protrusion  above  the  surface  of  the  abdomen,  extending 
eight  inches  transversely,  and  reaching  below  the  umbilicus.  She 
was  very  restless  and  suffered  considerable  pain  in  the  distended 
area.  The  lower  abdomen  was  soft  and  flat.  At  1 1  130  the  stomach 
was  more  tense  and  larger.  The  discomfort,  thirst,  and  vomiting 
were  more  pronounced.  The  stomach  tube  was  passed.  A  pint 
or  more  of  bile-stained  fluid  and  great  volumes  of  gas  escaped. 
She  expressed  herself  as  being  instantly  greatly  relieved.  She 
was  turned  on  her  abdomen  and  the  head  of  the  bed  considerably 
1<  >wered. 

After  the  lavage  and  change  of  posture,  she  ceased  vomiting 
at  once  and  no  other  emesis  has  occurred.  Her  pulse  dropped 
progressively,  reaching  98  in  eight  and  one-half  hours.  (For 
fifteen  hours  it  had  practically  remained  at  136-140.)  Renal  se- 
cretion improved. 

Her  further  convalescence  was  somewhat  tedious,  but  pro- 
gressive. Among  her  complications  may  be  mentioned  nephritis, 
mild  iodoform  poisoning-,  localized  peritonitis,  and  pelvic  cellulitis. 
Fortunately,  her  recovery  was  complete. 

Sixth  Street  and  DuQUESNE  Way. 
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G.  brown  miller,  m.d. 

Washington,   D.   C. 


Thrombosis  and  embolism  comprise  so  large  a  part  of  post-oper- 
ative affections  of  the  heart  and  blood-vessels  that  my  paper  shall 
be  confined  to  them,  including  sepsis  so  far  as  it  stands  in  intimate 
relation  to  these  complications.  This  intimate  relation  is  well 
known  and  not  denied,  for  although  infection  is  probably  not  the 
cause  of  the  majority  of  the  cases  of  post-operative  thrombosis,  it 
plays  an  important  role  in  its  causation,  and  thrombosis  and  embo- 
lism enter  largely  into  the  processes  by  which  an  infection  is  con- 
veyed from  one  part  of  the  body  to  another. 

A  thrombus  has  been  defined  as  a  solid  mass  or  plug  formed  in 
the  living  heart  or  blood-vessel  from  the  constituents  of  the  blood. 
A  thrombus  formed  from  the  circulating  blood  is  at  first  parietal 
or  mural,  but  by  continued  growth  it  may  fill  the  vessel  and  thus 
become  an  occluding  or  obstructive  thrombus.  A  primitive 
thrombus,  caused  by  local  conditions,  may  be  the  starting  point 
of  a  continued  thrombus,  extending  in  the  course  of  the  throm- 
bosed vessel  and  perhaps  into  communicating  vessels.  A  sec- 
ondary thrombus  is  one  which  starts  from  an  embolus  of  throm- 
botic material. 

Thrombi  are  called  cardiac,  arterial,  venous,  or  capillary,  ac- 
cording as  they  occupy  one  of  these  portions  of  the  circulatory 
system. 

The  general  causes  of  primary  thrombosis  are  given  as  follows  : 
A  slowing  or  other  disturbance  of  the  blood  current,  changes  in 
the  vessel  or  heart  wall,  and  changes  in  the  constituents  of  the 
blood.  The  following  classification,  having  as  a  basis  the  causa- 
tion of  thrombosis,  has  also  been  made : 

i.  Inflammatory  thrombi,   which   are  produced  through   acute 

or  chronic  inflammation  of  the  wall  of  the  heart  or  blood-vessels. 

As  a  consequence  of  the  inflammation,  the  wall  is  thickened  and 

the  endothelium  injured. 

*Read  before  the  Section  on  Gynecology,  College  of  Physician?. 
Philadelphia,    March   21,    1907. 
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2.  Traumatic  thrombi  produced  through  injuries  to  the  vessel 
wall.  To  this  classification  belong  those  thrombi  caused  by  liga- 
tion, severing,  or  tearing  of  the  vessel. 

3.  Compression  or  dilatation  thrombi,  which  are  caused  by  a 
slowing  or  stagnation  of  the  blood  stream.  The  compression  can 
arise  by  the  pressure  of  tumors,  exudates,  etc.,  and  the  dilatation 
may  be  due  to  actual  disease,  loss  of  elasticity,  or  excessive  thin- 
ning of  the  vessel  wall.  Certain  cardiac  thrombi  probably  come 
under  this  head. 

4.  Marantic  thrombi,  which  are  due  to  diseased  conditions  of 
the  blood,  degeneration  or  weakness  of  the  heart,  and  slowing  of 
the  blood  stream. 

It  is  difficult  to  estimate  which  of  the  factors  in  producing 
thrombosis  is  of  greatest  importance  in  causing  the  post-operative 
variety.  The  recent  interesting  and  important  work  of  Carrel 
and  Guthrie  on  the  anastomosis  of  blood-vessels  and  the  trans- 
plantation of  viscera  would  seem  to  show  that  infection  and  injury 
to  the  vessel  wall  are  of  primary  importance.  They  found  in  their 
work  upon  animals  that  where  their  technique  was  rigid  and  the 
endothelium  of  the  vessels  was  accurately  adapted,  thrombosis 
occurred  but  rarely.  However,  infection  would  not  seem  to  be  the 
most  important  element  in  the  post-operative  variety,  which 
occurs  much  more  frequently  (no  matter  where  the  seat  of  opera- 
tion is)  in  the  veins  of  the  lower  extremity,  especially  the  left  one. 

All  of  the  causes  just  mentioned  may  act  after  operation  to 
cause  thrombosis  of  these  vessels.  It  is  a  fact  that  thrombi  are 
more  likely  to  form  after  operations  for  myoma  or  carcinoma  of 
the  uterus  and  large  ovarian  tumors.  In  these  cases  the  blood 
formation  is  interfered  with  by  loss  of  appetite  and  general  ill 
health,  the  nutrient  material  of  the  blood  is  utilized  in  supplying 
nutrition  to  the  tumor;  and  in  many  cases  large  quantities  of 
blood  are  lost  both  before  and  during  operation.  From  these 
causes  there  is  frequently  in  these  patients  marked  anemia,  the 
number  of  white  blood  corpuscles,  blood  platelets,  and  the  amount 
of  fibrin  are  relatively  increased  and  the  blood  is  thus  apparently 
rendered  more  liable  to  coagulate.  Schwab,  however,  in  a  recent 
article  (Munch.  Med.  Wochensch.,  Vol.  III.  No.  51)  could  find 
no  relation  between  the  amount  of  hemoglobin  and  the  time  of 
blood  coagulation. 

The  factors  of  most  importance,  then,  would  seem  to  be  injuries 
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and  diseased  conditions  of  the  vessel  walls,  and  a  stagnation  or 
slowing  of  the  blood  current.  In  many  of  the  cases  where  the 
thrombosis  is  most  likely  to  occur,  the  vessel  wall  is  dilated  or 
otherwise  diseased,  due  to  pressure  of  the  tumors  prior  to  opera- 
tion and  to  pathological  changes  in  the  blood.  The  blood  current 
is  slowed,  due  to  weakened  or  diseased  heart,  the  recumbent  posi- 
tion, the  small  amount  of  fluid  ingested,  the  loss  of  blood,  and  the 
distance  from  the  heart.  Finally  the  increased  frequency  with 
which  thrombi  occur  in  the  left  leg  can  be  explained  by  the  pas- 
sage of  the  left  iliac  vein  beneath  the  rectum  or  sigmoid  flexure  of 
the  colon  and  the  right  iliac  artery.  Owing  to  its  greater  length 
and  its  course  obliquely  across  the  posterior  wall  of  the  pelvis, 
this  vessel  is  subjected  to  greater  pressure  and  trauma  before 
operation  in  cases  of  these  large  tumors,  and  as  a  consequence 
there  is  a  greater  liability  of  its  walls  becoming  diseased.  After 
operation  the  same  influences  (less  the  tumor)  act,  and  conse- 
quently there  is  more  likelihood  of  stagnation  of  the  blood  current 
in  the  left  than  in  the  right  iliac  vein. 

It  is  interesting  and  important  to  know  what  finally  becomes  of 
the  thrombi.  They  may  soften  or  break  down,  become  organized, 
or  undergo  calcification.  The  softenings  are  divided  into  simple 
or  bland,  septic  or  purulent,  and  putrid. 

The  simple  softening  is  thought  to  be  due  to  the  action  of  a 
ferment,  and  the  septic  and  putrid  to  the  action  of  pyogenic  and 
putrefactive  bacteria  respectively.  These  softenings  may  lead  to 
the  dislodgment  of  pieces  of  the  thrombi,  which  are  then  known 
as  emboli,  and  these  are  transported  by  the  circulation  to  various 
parts  of  the  body.  When  calcification  occurs,  phleboliths  or  arte- 
rioliths  are  formed.  The  organization  of  thrombi,  i.e.  the  sub- 
stitution for  the  thrombus  of  vascularized  connective  tissue,  takes 
place  in  the  majority  of  cases.  The  tissue  which  replaces  the 
thrombus  is  derived  from  the  wall  of  the  blood-vessel,  new  blood- 
vessels springing  from  the  vasavasorum,  and  the  endothelium 
and  connective  tissue  being  derived  from  like  cells  in  the  vessel 
wall.  Lacunar  spaces  lined  with  endothelium  may  form  through- 
out the  thrombus,  the  latter  becoming  gradually  disintegrated  and 
absorbed.  The  newly  formed  tissue  becomes  fibrous  and  con- 
tracts, and  there  may  result  a  fibrous  plug,  a  cavernous  structure 
with  blood  spaces,  or  a  restoration  of  the  lumen  of  the  vessel, 
with  perhaps  a  few  bands  crossing  it. 
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Embolism  is  defined  as  the  impaction  in  some  part  of  the  vas- 
cular system  of  any  undissolved  material  brought  there  by  the 
blood  current.  The  transported  material  is  called  an  embolus. 
Emboli  are  usually  derived  from  thrombi.  Fat,  air.  and  tumor 
cells  may  form  the  embolus,  but  these  are  of  little  importance  in 
the  post-operative  variety.  A  thrombus  from  the  systemic  veins 
or  right  heart  causes  pulmonary  embolism,  except  in  those  cases 
of  crossed  embolism,  where  the  embolus  passes  through  an  open 
foramen  ovale  or  where  the  embolus  is  stopped  in  the  heart.  When 
a  piece  of  a  thrombus  is  detached  from  the  left  side  of  the  heart, 
the  pulmonary  veins,  or  the  systemic  arteries,  the  embolus  lodges 
in  a  systemic  artery.  Finally,  an  embolus  from  the  portal  system 
of  veins  lodges  in  the  liver. 

As  before  stated,  there  is  an  intimate  relation  between  sepsis 
and  thrombosis  and  embolism.  Post-operative  cardiac  disease  is 
usually  due  to  the  action  of  bacteria  which  enter  the  blood  cur- 
rent and  produce  endocarditis,  pericarditis,  and,  at  times,  cardiac 
thrombi.  The  bacteria  of  wound  infection  and  the  gonococcus, 
the  bacteria  most  frequently  encountered  in  gynecological  opera- 
tions, cause  a  considerable  proportion  of  the  cases  of  acute  endo- 
carditis. The  acute  endocarditis  thus  set  up  is  the  thrombus  from 
which,  in  certain  cases,  emboli  of  the  post-operative  variety  are 
derived  which  lodge  in  the  lungs,  kidneys,  spleen,  mesenteric  ar- 
teries, the  brain,  or  arteries  of  the  extremities. 

Having  briefly  considered  the  subject  of  post-operative  throm- 
bosis, embolism,  and  sepsis  as  related  to  the  two  former,  1  will 
lake  up  the  various  varieties. 

LOWER   I'\  l  KIM  [TIES. 

I  will  begin  with  the  lower  extremities,  as  thrombi  occur  much 
more  frequently  there  after  gynecological  and  abdominal  opera- 
tions. 

Schenck  (N.  Y.  Med.  Journal,  Sept.  6,  1902)  states  that  after 
7.130  gynecological  operations  at  the  Johns  Hopkins  Hospital 
there  occurred  48  cases  of  thrombosis  of  the  veins  of  the  lower 
extremities.  The  operations  included  nearly  all  of  the  usual  gyne- 
cological ones,  but  the  affection  occurred  much  more  frequently 
after  operations  for  the  removal  of  fibroid  tumors,  ovarian  cysts, 
and  carcinoma  of  the  cervix. 

Albanus  (Beitr.  Klin.  Chir.,  XL)  found  that  in  [,140  laparoto- 
mies in  the  new  General  Hospital  at  Hamburg-Eppendorf,  there 
occurred  53  cases  of  recognized  venous  thrombosis,  all  but  one 
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occurring  either  in  the  pelvic  veins  or  the  veins  of  the  lower 
extremities. 

The  diseases  for  which  the  laparotomies  were  performed  were 
as  follows : 

1.  Carcinoma  of  the  esophagus 1 

2.  Diseases  of  the  stomach 8 

(Care,  6;  ulcer,  1;  and  pyloric  stenosis,  I.) 

3.  Diseases  of  the  appendix 10 

4.  Diseases  of  the  large  bowel  (all  carcinomas) 3 

5.  Diseases  of  the  liver  with  gall-bladder 7 

(Liver  abscess,   1  ;  chronic  icterus,   1  ;  care,  of  liver  and 
gall-bladder,  1  ;  diseases  of  the  gall-bladder,  4.) 

6.  Sub-diaphragmatic  abscess 2 

7.  ileus,    1  ;  perforative  peritonitis,   1  ;  tuberc.  peritonitis,    1  ; 

general  carcinosis  of  perit.,   1  ;  sarcoma  of  the  abdom. 
wall,    1  ;    total 5 

8.  Diseases  of  the  female  genital  tract 19 

(Care,  of  ovary,  3;  care,  of  uterus  and  ovaries,  1  ;  care, 
of  uterus,  1  ;  pyosalpinx,  5 ;  ovarian  cysts,  4 ;  myoma 
uteri,  3  ;  prolapsus  uteri,  1  ;  extrauterine  pregnancy,  1.) 
Sonnenburg  in  a  series  of  1,000  operations  for  appendicitis  ob- 
served 30  cases  of  thrombosis.    These  were  distributed  as  follows  : 

Right   leg    9 

Left  leg  6 

Both  legs    2 

Portal  vein    2 

Inf.  vena  cava   1 

Clark  (Univ.  of  Penna.  Bull.,  July,  1902),  in  3,000  laparoto- 
mies performed  mainly  for  gynecological  diseases,  found  42  cases 
of  femoral  thrombosis.    The  diseases  were  as  follows  : 

Myoma   uteri    16 

Cystoma   ovarii    10 

Retroflexio  uteri   (simple  and  adherent) 5 

Carcinoma  uteri   5 

Appendicitis    2 

Salpingitis  and  peri-oophoritis    2 

Floating  kidney 1 

Cancer  of  the   pylorus I 

Except  after  operations  for  appendicitis,  thrombosis  of  the 
femoral  vein  occurs  oftener  in  the  left  leg.     As  before  stated,  the 
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frequency  of  thrombosis  in  the  femoral  veins  and  the  greater 
number  which  occur  in  the  left  leg  should,  it  would  seem,  offer 
some  plausible  explanation  of  the  etiology  of  the  condition.  The 
only  rational  explanation  of  this  relative  frequency,  then,  would 
seem  to  be  slowing  and  disturbance  of  the  blood  current,  due  to 
diseased  heart,  general  weakness,  pressure  of  the  pelvic  viscera 
(sigmoid,  vessels,  etc.),  and  to  diseased  endothelium  of  the  veins 
prior  to  operation. 

Thrombosis  and  embolism  of  the  arteries  of  the  lower  extremi- 
ties are  of  very  infrequent  occurrence  following  gynecological  and 
abdominal  operations. 

The  frequency  with  which  thrombosis  occurs  in  the  ovarian 
vein  is  impossible  to  estimate,  the  symptoms  being  obscure,  and 
unless  an  autopsy  is  done  it  generally  escapes  observation.  My 
own  impression,  obtained  from  autopsies  upon  patients  dying 
from  post-operative  pulmonary  embolism,  would  make  it  of 
greater  importance  than  is  usually  attributed  to  it.  Lotheisen 
found  .in  66  cases  of  pulmonary  embolism  that  the  greater  num- 
ber (40)  came  from  the  veins  of  the  lower  extremity ;  and  next 
in  frequency  were  from  the  pelvic  veins. 

In  the  first  39  cases  of  femoral  thrombosis  which  occurred  in 
the  gynecological  wards  of  the  Johns  Hopkins  Hospital  the  short- 
est time  after  operation  when  symptoms  of  the  affection  made 
their  appearance  was  seven  days,  the  longest  twenty-eight  days, 
the  average  time  being  sixteen  days.  I  can  find  no  satisfactory 
explanation  why  this  delay  in  symptoms  should  occur,  unless  it  is 
that  it  requires  a  considerable  time  for  complete  plugging  of  the 
vessel  to  be  accomplished,  the  thrombus  formation  beginning  as  a 
parietal  form  and  finally  becoming  an  obliterating  thrombus. 

PORTAL   VEIN. 

Thrombosis  and  embolism  of  the  portal  vein  and  its  branches 
probably  occur  much  more  frequently  than  is  usually  thought. 
After  resection  of  the  intestine,  gastroenterostomy,  operations  for 
incarcerated  hernia,  appendicitis,  volvulus,  intussusception,  and 
cholelithiasis,  thrombosis  of  the  mesenteric  and  portal  veins  un- 
doubtedly not  infrequently  occurs.  Unless  a  complete  occlusion 
takes  place,  or  the  thrombotic  or  embolic  process  is  of  the  septic 
varietv,  it  may  readily  escape  n  tier.  The  portal  vein,  although  a 
terminal  vessel,  has  so  abundant  a  capillary  anastomosis  that  as 
a  rule  embolism  or  thrombosis  of  its  hepatic  terminals  causes 
no  interference   with   the  circulation   of  the   liver.     The   variety 
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which  has  been  most  frequently  observed  is  septic  pylephlebitis. 
A  number  of  such  cases  have  been  reported;  Gerster,  in  i,i8q 
cases  of  appendicitis,  saw  nine  cases  of  this  affection.  Quincke 
(Nothnagel's  Encyclopedia)  considers  as  the  cause  of  liver  ab- 
scess, first,  dysentery ;  second,  appendicitis ;  and  third,  cholelithia- 
sis. Langfeld,  in  112  cases  of  appendicitis,  saw  pylephlebitis 
four  times,  while  Fitz,  in  257  cases,  saw  pylephlebitis  and  liver 
abscess  eleven  times.  Hart,  Sonnenburg,  Barensprung,  Kelly, 
and  numerous  other  writers  report  cases  of  the  kind.  The  ob- 
servations of  Gussenhauer  are  interesting.  He  believes  that  most 
of  the  lung  affections  following  incarcerated  hernia  are  embolic 
in  origin.  As  the  mesenteric  veins  empty  into  the  portal  vein, 
most  of  the  emboli  must  first  lodge  in  the  liver,  and  from  this 
organ  secondary  emboli  pass  to  the  lungs.  A  few  may  pass 
through  the  anastomosis  between  the  portal  vein  and  the  inferior 
vena  cava,  while  very  small  emboli  may  possibly  pass  through  the 
liver  directly  to  the  lungs.  Certain  thrombotic  processes  extend 
to  the  portal  vein  through  its  anastomosis  with  the  pelvic  veins. 
Gerster's  observations  may  give  a  possible  explanation  of  the 
absence  of  symptoms  in  many  cases  of  portal  and  mesenteric 
thrombosis.  He  says,  in  speaking  of  septic  pylephlebitis,  "The 
primary  thrombosis  is  seen  extending  gradually  and  continuously 
or  in  short  intervals  of  space  upward  toward  the  center,  rarely 
involving  the  entire  circumference  of  the  lower  course  of  the  por- 
tal vein,  but  more  commonly  forming  laterally  adherent  thrombi, 
alongside  of  which  the  blood  current  may  pass  with  little  inter- 
ruption." 

We  would  expect  in  cases  of  thrombosis  of  the  portal  and 
mesenteric  veins  infarction  of  the  intestine,  and  as  this  has  been 
rarely  observed  in  these  cases,  it  must  be  that  the  occlusion  is 
generally  not  complete.  I  can  find  but  few  instances  of  post- 
operative thrombosis  of  the  mesenteric  artery  or  vein,  except 
those  cases  associated  with  appendicitis.  Delatour  reports  a  case 
of  venous  thrombosis  following  splenectomy,  and  Mayland  one, 
after  gastrojejunostomy.  Thrombosis  of  the  hepatic  artery  is 
practically  never  recognized  as  a  post-operative  affection,  al- 
though it  must  occur. 

KIDNEY. 

Thrombosis  of  the  renal  vessel  following  operation  is  very 
rarely  recognized,  but  probably  does  occasionally  occur.     This 
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would  be  most  likely  to  happen  after  resection  of  the  kidney  for 
tuberculosis,  or  incision  through  kidney  substance  for  calculus. 
Embolism  of  the  kidney,  on  the  other  hand,  is  much  more  fre- 
quent, being  given  by  Ziemssen  as  occurring  57  out  of  84  times  in 
cases  of  peripheral  embolism.  Robinson  says,  "The  general  dis- 
tribution of  embolism  following  surgical  operations  is,  relatively : 
(1)  pulmonary,  70  per  cent.;  (2)  renal,  12  per  cent.;  (3)  splenic, 
8  per  cent. ;  (4)  hepatic,  5  per  cent. ;  (5)  cerebral,  4  per  cent. ;  (6) 
serous  membranes  (pleura  peritoneum,  joints,  etc.),  30  per  cent. 

It  is  mainly  due  to  the  lodgment  of  emboli  derived  from  the 
valves  of  the  left  heart  and  thrombi  from  the  left  heart  and  the 
aorta.  By  far  the  more  common  form  of  embolism  is  the  septic  or 
infective  form.  This  is  what  we  would  expect,  because  in  sepsis 
the  heart,  the  chief  seat  of  the  source,  is  more  apt  to  be  involved. 
The  lodgment  of  these  infected  emboli,  which  are  usually  of 
small  size  in  the  capillaries  and  smaller  arteries,  usually  gives  rise 
to  metastatic  abscesses  and  to  acute  suppurative  nephritis.  Where 
the  emboli  are  small  and  are  not  infected,  such  slight  and  tran- 
sient symptoms  are  produced  that  they  escape  recognition.  Larger 
emboli,  which  plug  the  renal  artery  or  its  large  branches,  gen- 
erally produce  infarcts.  The  arteries  are  end  arteries  and  the  col- 
lateral circulation  after  their  occlusion  is  very  incomplete.  The 
symptoms  of  an  infarction  of  the  kidney  may  readily  escape  notice 
unless  the  infarct  be  a  large  one  or  is  infected.  With  large  or 
numerous  infarcts  there  is  pain  and  tenderness  over  the  kidney, 
with  blood  and  hemoglobin  in  the  urine.  Where  the  emboli  are 
infected,  fever  and  other  signs  of  sepsis  are  usually  present  and 
the  urine  may  show  changes  indicating  an  acute  suppurative  proc- 
ess. 

Israel,  Simon,  Johnson,  Brewer,  and  others  have  emphasized  the 
fact  that  in  a  large  proportion  of  cases  of  hematogenous  infections 
of  the  kidney, the  lesion  is  unilateral, and  give  as  a  reason  that  there 
is  a  diminished  resistance  in  that  kidney  as  a  result  of  a  previous 
injury  or  disease,  such  as  calculus,  trauma,  floating  kidnev,  etc. 
This  infection  may,  of  course,  take  place  without  the  occurrence  of 
coarse  emboli.  Bacteria  themselves  mav  be  transmitted  in  clumps 
and  then  be  regarded  as  emboli,  and  the  mere  presence  of  patho- 
genic bacteria  in  the  embolus  does  not  necessarily  impart  to  it 
infective  properties.  Welch  says  that  he  has  seen  in  several  in- 
stances in  the  spleen  and  kidney,  only  the  mechanical  bland  effects 
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of  emboli  derived  from  the  vegetation  of  an  acute  infective  endo- 
carditis, and  has  been  able  to  demonstrate  streptococci  or  other 
pathogenic  organisms  in  the  original  vegetations  and  in  the 
emboli. 

SPLEEN. 

From  Litten's  statistics  emboli  lodge  not  infrequently  in  the 
spleen,  but  very  little  can  be  found  in  the  literature  regarding  post- 
operative thrombosis  and  embolism  of  the  splenic  vessels.  Litten 
ranks  splenic  embolism  with  renal  as  the  most  frequent  in  the 
branches  of  the  aorta.  Ziemssen  puts  splenic  embolism  next  to 
renal  in  his  84  cases,  the  number  of  cases  being  39.  Robinson 
gives  it  as  constituting  8  per  cent,  of  all  post-operative  cases.  The 
symptoms  are  so  indefinite  unless  infection  is  present  that  it  may 
readily  escape  notice.  The  result  of  the  lodgment  of  an  embolus 
of  considerable  size  is  an  infarction,  and  if  the  embolus  is  infective 
in  nature  or  there  is  bacteriemia,  an  abscess  is  likely  to  result.  The 
sources  of  the  emboli  are  chiefly  in  the  heart,  either  thrombosis 
of  the  cavities  or  more  frequently  endocarditis,  which  may  result 
from  the  infection  for  which  the  operation  is  performed.  Litten, 
in  35  cases  of  sepsis  ending  in  death,  found  large  tumors  of  the 
spleen  without  exception.  Of  these  35  cases,  14  of  them  had 
multiple  abscess.  He  regarded  these  as  the  result  of  infarcts 
which  were  infected. 

HEART. 

The  heart  is  the  seat  of  thrombotic  and  embolic  processes  of  the 
post-operative  variety  more  frequently,  perhaps,  than  is  generally 
thought.  As  I  have  before  stated,  the  vegetations  of  the  cardiac 
valves  are  thrombi  which  are  the  chief  source  of  embolism  in  the 
greater  circulation.  These  are,  perhaps  always  or  nearly  so. 
the  result  of  infection.  Thrombi  form  also  in  the  cavities,  es- 
pecially the  auricles,  as  a  result  of  infection  or  a  retarding  of  the 
blood  current  which  results  from  chronic  disease  of  either  the 
valves,  heart  muscles,  or  a  variety  of  chronic  affections  which 
produce  cachexia  or  inanition.  It  is  probable  that  the  heart  is  the 
source  of  many  of  the  post-operative  pulmonary  emboli  whose 
origin  cannot  be  discovered.  A  few  cases  of  sudden  blocking  of 
the  tricuspid  or  mitral  orifice  by  an  embolus  have  been  reported. 
To  me  it  seems  remarkable  that  more  emboli  which  eventually 
lodge  in  the  pulmonaries  do  not  stop,  at  least,  temporarily  in  the 
heart.    It  is  almost  inconceivable  that  an  embolus  which  will  com- 
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pletely  plug  the  pulmonary  artery  would  pass  through  the  heart 
without  giving  rise  to  well-marked  symptoms,  and  it  is  possible 
that  the  high  and  irregular  pulse  which  has  been  noted  in  many 
cases  of  femoral  thrombosis  may  be  due  to  small  emboli  passing 
through  the  heart. 

Thrombosis  and  embolism  of  the  coronary  arteries  may  also 
occur,  and  should  always  be  considered  in  looking  for  the  cause 
of  sudden  death. 

LUNGS. 

The  opinion  is  steadily  gaining  ground  that  a  large  part  of  the 
post-operative  pulmonary  complications  are  due  to  embolism. 
While  a  resident  at  the  Johns  Hopkins  Hospital  my  attention  was 
attracted  by  observations  of  cases  and  the  study  of  our  case  his- 
tories to  the  relation  existing  between  so-called  pleurisies  and 
thrombosis  of  the  peripheral  vessels,  and  I  became  convinced  that 
the  majority  of  cases  which  were  diagnosed  pleurisy  were  really 
pulmonary  infarcts.  In  1902  I  published  in  American  Medicine 
a  paper  upon  this  subject.  Sonnenburg  (Verhand.  Dentsch  Ge- 
sell.  Chir.,  Berlin,  1902)  says  that  after  laparotomies  there  occur 
inflammatory  processes  which  have  few  symptoms  and  which  can 
be  defined  only  by  careful  observation  and  physical  examination. 
In  other  cases  the  inflammatory  processes  are  widespread  pneu- 
monic infiltrates  which  lie  usually  in  the  lower  lobes,  take  the  form 
of  a  severe  pleurisy,  or  finally  become  localized  lobular  areas.  In 
the  course  of  years  of  observation  he  has  come  to  the  conclusion 
that  most  of  these  lung  complications  are  of  embolic  origin.  Al- 
banus,  who  in  1,140  laparotomies  saw  2  per  cent,  of  recognized 
pulmonary  embolism,  found  that  at  autopsies  performed  upon 
patients  who  during  life  had  showed  no  symptoms  of  thrombosis, 
in  many  cases  either  a  fresh  lung  embolus  to  be  the  cause  of 
death,  or  where  death  was  due  to  some  other  disease,  a  small 
pulmonary  embolus  or  a  pulmonary  infarct,  due  to  an  embolus 
which  had  occurred  after  operation.  I  am  certain  that  the  statis- 
tics as  to  the  frequency  of  this  complication  are  much  too  low. 
However,  Gebele,  in  1,196  laparotomies,  reported  14  cases  of  pul- 
monary embolism,  Albanus  found  2  per  cent.,  Burkhardt  in  236 
myoma  operations  saw  12  cases,  Pietrzikowski  in  210  cases  of  in- 
carcerated hernia  saw  14  cases  of  what  he  considered  to  be  pul- 
monary infarct.  Byron  Robinson  reckons  that  70  per  cent,  of  all 
cases  of  post-operative  embolism  occur  in  the  lungs.     I  believe  I 
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am  safe  in  asserting-  that  with  the  technique  practised  to-day  by  our 
better  surgeons,  more  deaths  occur  as  a  result  of  pulmonary  embo- 
lism than  any  other  one  cause  in  operations  for  the  removal  of 
fibroid  tumors  and  ovarian  cysts.  The  origin  of  the  embolus  is 
usually  a  thrombus  in  the  veins  of  the  pelvis  or  lower  extremity. 
The  next  most  frequent  source  is  probably  the  right  heart,  while 
any  of  the  systemic  or  the  portal  system  of  veins  may  be  the  origin 
of  the  trouble.  Being  a  result  in  a  large  majority  of  cases  of 
thrombosis  of  the  pelvic  or  femoral  veins,  it  occurs  more  fre- 
quently after  operations  for  tumors  of  the  uterus  and  ovaries  in, 
strictly  gynecological  cases,  while  after  operations  upon  the  in- 
testinal tract  (including  incarcerated  hernia  and  appendicitis),  the 
proportion  of  cases  is  large.  Thrombosis  of  the  pulmonary  vessels 
occurs  after  operation,  the  majority  of  them  being  secondary  to 
an  embolus,  while  in  a  few  cases  the  thrombosis  may  be  the  source 
of  an  embolus  which  plugs  a  small  vessel. 

BRAIN. 

Embolism  and  thrombosis  of  the  vessels  of  the  brain  are  ap- 
parently rare  complications  of  gynecological  operations.  Byron 
Robinson  states  that  4  per  cent,  of  cases  of  post-operative  em- 
bolism are  cerebral.  In  my  own  experience  I  have  encountered 
but  two  cases  which  I  regarded  as  such.  One  occurred  after  a 
myoma  operation,  the  embolus  lodging  probably  in  the  left  middle 
cerebral  artery,  producing  transient  hemiplegia  and  aphasia.  The 
other  case  followed  a  curettage  for  retained  secundines,  and  oc- 
curred in  the  retina.  Byron  Robinson  also  reports  several  cases 
in  which  he  thinks  from  the  symptoms  that  the  embolism  occurred 
into  the  floor  of  the  fourth  ventricle.  I  have  been  unable  to  find 
satisfactory  statistics  regarding  these  affections,  but  undoubtedly 
like  other  forms  of  these  affections  they  are  most  likely  to  be  the 
result  of  diseases  of  the  heart  and  blood-vessels. 
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COMPLICATIONS    ARISING   IN    THE    KIDNEYS   AND 
URETERS  FOLLOWING  ABDOMINAL  OPERATIONS.* 

BY 

STEPHEN  E.  TRACY,  M.D., 
Philadelphia. 


The  consideration  of  complications  arising  in  the  kidneys  and 
ureters  introduces  for  discussion  a  subject  which  is  broad  and 
far-reaching.  Among  the  many  complications  which  may  fol- 
low operations  within  the  abdomen  or  pelvis  there  are  few,  if 
any,  more  important  and  none  that  occur  more  frequently  or  de- 
mand more  careful  consideration  than  those  connected  with  the 
urinary  tract.  In  this  paper  I  shall  consider  the  more  important 
phases  of  the  following  conditions :  Irritation  of  the  kidneys, 
pyelitis,  ligation,  and  necrosis  of  the  ureter. 

Irritation  of  the  Kidneys. — This  condition  is  due  to  the  an- 
esthetic and  to  the  shock  of  the  operation  which,  by  diminishing 
function  in  all  the  emunctories,  allows  toxins,  or  waste  products, 
to  accumulate  within  the  body,  and  these,  when  eliminated,  pro- 
duce irritation  of  the  kidneys.  The  degree  of  the  irritation  is 
modified  by  the  age  and  general  condition  of  the  patient,  the 
nature  of  the  operation,  and  by  the  character  and  amount  of 
the  anesthetic  administered.  Before  a  patient  is  given  a  general 
anesthetic  the  condition  of  the  kidneys  should  be  determined. 
Unless  this  precaution  is  taken  many  patients  with  nephritis,  and 
occasionally  a  patient  with  a  pyelitis,  will  be  given  an  anesthetic, 
which  in  the  majority  of  cases  aggravates  the  lesion,  at  least 
temporarily,  and  in  some  cases  causes  collapse  from  toxemia 
during  the  performance  of  or  immediately  following  the  opera- 
tions, or  death  a  short  time  after  the  operations  have  been 
completed.  Should  the  patient  have  nephritis  prior  to  the  opera- 
tion the  surgeon  must  choose  the  anesthetic  which  will  cause  the 
least  disturbance.  At  the  present  time  the  statistics  seem  to  be 
in  favor  of  ether.  Winderlick  from  his  studies  found  casts  in 
the  urine  after  ether  anesthesia  in  24.6  per  cent,  and  after  chloro- 
form in  34.8  per  cent,  of  the  cases. 

*Read.  by  invitation,  before  the  Section  on  Gynecology,  College  of  Phy- 
sicians, Philadelphia.  March  21,   1007. 
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The  condition  is  manifested  by  a  diminution  in  the  amount 
of  urine  which  contains  albumin,  tube  casts,  and  in  some  cases 
a  few  erythrocytes. 

In  a  paper  entitled  "A  Study  of  the  Urinary  Analysis  of  Opera- 
tive  Cases  and   the   Treatment   of   Complications   Arising   from 
Kidney  Insufficiency,"  I  called  attention  to  the  importance  of  re- 
cording the  total  quantity  of  urine  passed  in  each  twenty-four 
hours  and  the  making  of  a  careful  chemical  and  microscopical 
examination  of  specimens  taken  from  the  mixed  quantity  for  sev- 
eral consecutive  days.     This  is  important  because  it  was  found 
that  the  urine  varied  at  different  periods,  and  by  this  method 
only  could  a  functional  diagnosis  be  made.     Following  operations 
it  is  of  the  utmost  importance  that  the  urine  should  be  measured 
in  order  to  determine  to  what  extent  the  kidneys  are  functionat- 
ing, and  in  operations  within  the  pelvis  where  it  is  often  neces- 
sary to  place  ligatures  about  the  region  of  the  ureters,  by  con- 
sidering the  amount  of  urine  passed  the  surgeon  is  frequently 
put  upon  his  guard  to  consider  the  possibility  of  an  ureter  having 
been  ligated,   and   in   other  cases   where  there   is  an   injury  to 
the  ureter  or  to  the  bladder  it  may  be  of  some  assistance  in 
determining  whether  or  not  there  is  a  leakage  from  the  urinary 
tract.     In  the  study  of  the  urinary  analysis  of  228  gynecological 
cases  subjected  to  operation,  it  was  found  that  of  123  patients 
upon  whom  a  celiotomy  was  performed  46,  or  37  per  cent,  of 
the  number,  suffered  from  some  change  in  the  kidneys.     Kelly, 
in  200  cases  following  abdominal  operations,  found  casts  in  30, 
or  15  per  cent.     From  these  figures  it  will  be  seen  that  irritation 
of  the  kidneys  is  a  common  complication  following  abdominal 
operations.     Fortunately,  however,  in  the  majority  of  cases  the 
condition  is  transitory,  and  under  appropriate  treatment  clears 
up  on  an  average  of  about  six  days. 

I  wish  to  call  attention  to  the  fact  that  patients  who  suffer  from 
renal  insufficiency  often  develop  symptoms  similar  to  those  of 
peritonitis.  The  condition,  I  believe,  is  due  to  diminished  peris- 
talsis caused  by  the  waste  products  in  the  body.  This  diminution 
of  the  peristaltic  action  allows  fermentation  to  take  place  which 
causes  distention  of  the  bowels  and  reflex  vomiting  the  same  as 
is  seen  in  cases  of  true  peritonitis.  The  condition  resembles  cer- 
tain cases  of  uremia,  described  by  Osier,  in  which  the  symptoms 
are  chiefly  in  the  gastrointestinal  tract ;  as  soon  as  the  urine  in- 
dicates that  the  kidneys  are  acting  normally  and  the  poison  has 
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been  eliminated  these  symptoms  disappear.  In  other  cases  sim- 
ulating peritonitis,  if  free  bowel  movements  be  secured  and  the 
poison  eliminated  in  this  way,  the  casts  and  albumin  disappear 
from  the  urine ;  and  in  some  of  these  cases  where  the  irritation  of 
the  kidneys  is  marked  considerable  difficulty  is  experienced  in  se- 
curing free  bowel  movements. 

The  treatment  for  irritation  of  the  kidneys  following  operations 
is  to  stimulate  the  emunctories  and  to  dilute  the  poison  to  be 
eliminated.  To  accomplish  this  the  patient  should  be  placed  be- 
tween blankets ;  hot  water  bags  should  be  applied  to  the  region  of 
the  kidneys ;  salt  solution  should  be  given  by  the  bowel  every  six 
hours,  and  liquids  and  purgatives  by  the  mouth  as  soon  as  the 
stomach  is  retentive.  When  the  quantity  of  urine  passed  is  small 
and  casts  are  numerous,  hypodermoclysis  should  be  repeated  as 
often  as  is  necessary  to  maintain  the  quantity  of  urine  equal  to 
that  passed  by  the  average  ether  patient. 

During  the  last  year  all  patients  who  have  been  subjected  to 
abdominal  operations,  immediately  upon  being  returned  to  bed, 
have  been  given,  unless  there  was  some  contraindication,  two  or 
three  liters  of  salt  solution  by  the  bowel.  Since  this  treatment 
has  been  adopted  it  has  been  found  that  the  quantity  of  urine 
passed  in  the  first  twenty-four  hours  has  been  decidedly  increased, 
that  cases  of  irritation  of  the  kidneys  have  been  observed  less  fre- 
quently, and  that  the  degree  of  the  irritation  has  been  less  marked. 
I  believe  the  improvement  from  this  treatment  is  due  to  the 
greater  dilution  of  the  poison,  thus  causing  less  irritation.  When 
a  large  quantity  of  salt  solution  is  used  it  should  be  introduced 
into  the  bowel  by  a  slow,  continuous  flow,  as  is  obtained  by  using 
a  fountain  syringe  elevated  only  a  few  inches  above  the  level  of 
the  body. 

In  cases  of  suppression  of  urine,  besides  the  treatment  men- 
tioned.  spartein  sulphate  in  doses  of  0.065  t0  °-T3°-  as  recom- 
mended by  McGuire,  should  be  given  hypodermatically  at  inter- 
vals of  four  to  six  hours.  In  cases  of  acute  suppression  due  to 
congestion  and  edema  of  the  kidneys,  decapsulation  of  the  organs 
may  be  beneficial. 

Pyelitis. — An  acute  pyelitis,  or  inflammation  of  the  pelvis  of 
the  kidney,  is  a  condition  which  develops  in  a  few  cases  after  ab- 
dominal operations,  and  is  due  in  the  majority  of  cases  to  an  as- 
cending infection.  It  may,  however,  be  due  to  an  acute  systemic 
infection,  or  to  the  extension  of  an   inflammatory  condition   in 
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close  proximity  to  the  kidney  by  contiguity.  In  order  to  lessen 
the  frequency  of  this  condition,  every  precaution  should  be  taken 
to  prevent  an  infection  of  the  bladder.  Some  patients  are  not 
catheterized  after  operations  and  there  are  apparently  no  symp- 
toms of  a  cystitis,  yet  these  patients  sometimes  develop  a  pyelitis. 
It  is  the  rule  of  most  surgeons  to  have  the  patients  catheterized 
immediately  before  operations,  and  it  is  probable  that  infection 
is  carried  into  the  bladder  at  this  time.  One  of  the  great  prob- 
lems before  us  to  solve  is  how  to  catheterize  a  patient  without 
infecting  the  bladder.  Until  this  question  is  settled  patients  will 
have  cystitis  and  pyelitis  and  will  suffer  with  the  distressing 
symptoms  which  accompany  these  conditions. 

A  pyelitis  develops  in  from  one  to  six  weeks  after  the  operation 
and  often  begins  with  a  chill,  followed  by  a  rise  of  temperature 
from  1020  F.  to  1050  F.,  a  rapid,  weak  pulse,  prostration,  nausea, 
headache,  and  restlessness.  The  patient  complains  of  pain  and 
discomfort  in  the  region  of  the  kidney.  Upon  examination  the 
kidney  will  be  found  enlarged  and  tender.  The  urine  at  first  may 
be  clear,  but  becomes  turbid  and  usually  contains  a  large  quantity 
of  pus,  and  a  number  of  mucoid  and  epithelial  cells.  The  urine  as 
a  rule  is  acid.  If  it  remains  any  time  in  the  bladder  it  becomes 
ammoniacal.  When  irritability  of  the  bladder  is  present  mictu- 
rition is  usually  frequent. 

I  have  seen  three  cases  of  acute  pyelitis  follow  operations  within 
the  abdomen.  One  patient  who  had  an  operation  for  an  exten- 
sive inflammatory  condition  in  the  pelvis,  with  involvement  of 
the  vermiform  appendix,  was  extremely  ill  after  the  operation, 
was  catheterized  for  several  days,  and  developed  a  severe  cystitis. 
The  cystitis  had  practically  disappeared  and  she  left  the  hospital 
in  apparently  good  condition  at  the  end  of  four  weeks.  Two 
weeks  later  she  was  taken  with  a  chill,  followed  by  a  rise  of  tem- 
perature to  103  °  F.,  and  the  following  day  to  105  °  F.  She  com- 
plained of  pain  and  discomfort  in  the  region  of  the  right  kid- 
ney and  irritability  of  the  bladder,  with  frequent  micturition. 
Upon  examination  the  kidney  was  found  moderately  movable, 
swollen,  and  tender.  The  urine  at  first  was  turbid  and  a  few 
days  later  was  loaded  with  pus.  At  the  end  of  three  weeks  all 
evidence  of  the  pyelitis  had  disappeared  and  there  has  been  no 
further  trouble  with  the  kidney.  In  the  second  case  the  opera- 
tion was  a  hysterectomy.  The  patient  was  catheterized  before 
and  a  few  times  after  operation,  but  at  no  time  were  there  symp- 
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toms  of  a  cystitis  and  the  urine  was  normal.  Five  weeks  after  the 
operation  she  developed  a  pyelitis  in  a  freely  movable  right  kid- 
ney. The  symptoms  in  this  case  and  in  the  one  to  follow  were 
similar  to  those  of  the  first  case  and  will  not  be  described.  The 
amount  of  pus  in  the  urine  was  small  at  first,  but  increased 
greatly  in  a  few  days.  The  patient  recovered  in  about  two  weeks 
and  has  since  remained  well.  She  suffers,  however,  with  a  drag- 
ging sensation  in  the  side,  probably  due  to  the  movable  kidney; 
the  urine  has  remained  free  from  pus.  In  the  third  case  the  pa- 
tient developed  a  pyelitis  on  the  right  side  two  weeks  after  a  sim- 
ple abdominal  operation.  She  was  catheterized  immediately  before 
but  not  after  operation.  The  symptoms  cleared  up  in  about  ten 
days  and  the  urine  has  remained  free  from  pus.  At  times  she 
suffers  with  discomfort  in  the  region  of  the  kidney. 

The  early  diagnosis  of  acute  pyelitis  is  of  the  utmost  import- 
ance and  as  a  rule  is  made  without  difficulty.  The  pain  and  ten- 
derness in  the  region  of  the  kidney,  the  marked  elevation  of  tem- 
perature, the  prostration,  and  the  pus,  mucoid,  and  epithelial  cells 
in  the  urine  should  make  the  diagnosis  reasonably  certain.  If  an 
early  diagnosis  be  made  and  appropriate  treatment  instituted,  the 
prognosis  should  be  fairly  good.  Should  a  diagnosis  be  not  made, 
the  condition  may  progress  and  develop  into  a  pyelonephritis  or 
into  an  abscess,  with  destruction  of  the  kidney. 

The  treatment  of  acute  pyelitis  should  begin  by  placing  the 
patient  at  absolute  rest  in  bed.  Icebags  should  be  applied  to  the 
region  of  the  kidney.  The  most  important  part  of  the  treatment 
is  to  flush  out  the  kidney,  and  this  is  accomplished  by  drinking 
large  quantities  of  water.  The  amount  of  pus  in  the  urine  in- 
creases as  soon  as  the  water  washes  out  the  kidney,  and  at  this 
time  the  high  temperature  begins  to  subside.  Phenyl  salicylate 
and  hexamethylenamine  are  recommended  and  usually  used,  but 
their  value  is  doubtful.  The  improvement  is  due  largely  to  the 
rest  in  bed  and  to  the  large  quantity  of  water.  The  prostration  in 
these  cases  is  usually  marked  and  the  patients  should  be  given 
supporting  treatment  and  appropriate  diet.  The  bladder  should 
be  irrigated  daily  with  a  solution  of  boric  acid  followed  on  alter- 
nate days  by  a  solution  of  one  of  the  silver  salts.  This  is  for 
two  purposes:  1,  To  cure  the  cystitis  which  is  usually  present; 
and  2,  as  a  prophylactic  for  the  other  kidney.  When  the  symp- 
toms progress  under  medical  treatment  the  kidney  should  be  in- 
cised and  drained. 
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Ligation  of  ureter. — During-  operation  for  intraligamentous 
tumors,  for  inflammatory  conditions  with  extensive  adhesions, 
and  more  especially  for  carcinoma,  the  ureter  may  be  ligated. 
This  can  usually  be  avoided  by  placing  the  ligatures  close  to  the 
side  of  the  uterus.  When  it  is  necessary  to  place  ligatures  in  the 
immediate  neighborhood  of  the  ureters  the  accident  can  be 
avoided  if  the  ureters  be  found  at  the  brim  of  the  pelvis  and  fol- 
lowed down  to  their  entrance  into  the  bladder.  In  tracing  an 
ureter  it  is  better  to  push  the  tissues  away  from  the  ureter  and 
not  the  ureter  away  from  the  tissues,  as  care  must  be  taken  to 
preserve  the  periureteral  arterial  plexus  and  also  the  ureteral 
sheath. 

The  sudden  blocking  of  a  ureter,  as  by  a  ligature,  usually  pro- 
duces agonizing  pain  along  its  course,  extending  into  the  kidney, 
accompanied  by  restlessness,  a  hot,  dry  skin,  fever,  rapid,  weak 
pulse,  and  diminution  of  urine.  When  such  symptoms  are  pres- 
ent following  an  operation  within  the  abdomen  or  pelvis  there 
should  be  little  doubt  as  to  the  true  nature  of  the  trouble.  In 
cases  where  the  diagnosis  is  not  certain,  the  inability  to  pass  the 
ureteral  catheter  except  for  a  short  distance,  and  the  failure  of 
urine  to  pass  through  the  catheter,  should  settle  all  doubt  as  t 
the  true  condition.  Should  both  ureters  be  ligated  the  symptoms 
will  be  bilateral  and  there  will  be  anuria.  Occasionally  the  liga- 
tion of  an  ureter  will  be  followed  by  no  symptoms,  and  in  such  a 
case  the  accident  will  probably  not  be  discovered.  Noble  re- 
ported a  case  in  which  the  ligation  of  an  ureter  was  followed  by 
no  symptoms.     The  accident  was  discovered  at  autopsy. 

Should  a  ureter  be  severely  injured  during  an  operation  and 
the  condition  of  the  patient  such  that  time  cannot  be  taken  to  re- 
pair the  damage,  it  may  be  ligated  without  serious  harm  to  the 
patient,  providing  the  other  kidney  is  normal.  The  symptoms  on 
the  affected  side  will  soon  disappear,  as  the  kidney  will  become 
atrophied  from  backward  pressure  of  the  urine.  Von  Rostorn  has 
deliberately  ligated  the  ureter  on  several  occasions  without  any 
disadvantage  to  the  patient,  when  operating  for  carcinoma  cervicis 
uteri. 

The  treatment  for  ligation  of  a  ureter  is  to  remove  the  liga- 
ture or  ligatures. 

Necrosis  of  ureter. — Necrosis  of  the  ureter  is  a  complication 
which  follows  in  a  certain  percentage  of  abdomino-pelvic  opera- 
tions.   The  condition  is  most  likely  to  occur  in  cases  of  carcinoma 
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where  a  wide  dissection  is  made  and  the  ureter  is  injured  or  its 
blood  supply  disturbed.  It  may  follow  when  a  ligature  is  passed, 
by  means  of  a  sharp  needle,  through  the  side  of  the  ureter,  when 
the  ureter  is  accidentally  crushed  in  the  bite  of  a  clamp,  or  when 
cooked  by  the  electrothermic  clamp.  Noble  reported  ten  cases  of 
panhysterectomy  in  which  the  electrothermic  clamp  was  used.  In 
three  cases,  33.3  per  cent.,  the  operations  were  followed  by  fistula?, 
all  of  which  healed  spontaneously  in  two  and  a  half,  five,  and  nine 
months  respectively. 

Sampson,  from  his  experiments  on  the  blood  supply  of  the 
ureter,  found  that  the  ureter  could  be  freed  throughout  its  length, 
from  bladder  to  kidney,  and  that  a  necrosis  would  not  follow  pro- 
viding the  periureteral  arterial  plexus  was  not  injured.  Wertheim 
states  that  in  his  radical  abdominal  operation  for  carcinoma  cer- 
vicis  uteri  the  lower  pelvic  portion  of  the  ureter  should  not  be  sep- 
arated from  the  tissues  along  its  outer  side.  By  following  this 
technique  there  was  only  one  case  of  necrosis  of  the  ureter  in  his 
last  fifty  radical  abdominal  operations  for  carcinoma  cervicis  uteri. 
Before  this  precaution  was  taken  he  had  five  cases  of  necrosis 
following  thirty  radical  operations. 

Nearly  all  cases  of  necrosis  follow  operations  for  carcinoma 
and  are  situated  near  the  distal  end  of  the  ureter,  and  result  in 
uretero-vaginal  fistula?.  In  cases  of  intraligamentous  tumors  and 
extensive  inflammatory  conditions,  where  the  ureter  is  injured 
higher  up,  the  accident  is  usually  discovered  and  the  ureter  re- 
paired at  time  of  operation. 

The  time  at  which  the  leakage  from  the  lower  end  of  the 
ureter  begins  will  depend  upon  the  nature  and  the  extent  of  the 
injury.  The  diminished  amount  of  urine  passing  through  the 
bladder  and  the  leakage  of  urine  from  the  vagina  should  make  the 
diagnosis  easy.  On  the  other  hand,  the  diagnosis  of  the  exact 
location  of  the  fistula  is  usually  difficult.  Should  the  leakage  take 
place  within  the  peritoneal  cavity  the  signs  of  ascites  would  de- 
velop with  or  without  the  symptoms  of  a  peritonitis,  depending 
upon  whether  or  not  the  urine  was  sterile.  In  such  a  case  the 
amount  of  urine  passed  would  be  diminished  and  the  distention 
of  the  abdomen  would  be  progressive.  Quick  reported  a  case  of 
traumatic  rupture  of  the  bladder  in  which  all  the  urine  leaked 
into  the  peritoneal  cavity.  At  operation,  eleven  days  after  the 
accident,  there  was  no  evidence  of  peritonitis. 

In   cases  of  necrosis,   where  the   fistula?  do   not   heal   sponta- 
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neously,  after  the  exudate  is  absorbed  from  the  pelvis,  an  opera- 
tion should  be  undertaken  to  remedy  the  defect.  In  some  cases 
the  continuity  of  the  ureter  may  be  restored  by  a  plastic  opera- 
tion. In  other  cases  it  will  be  necessary  to  make  a  uretero- 
vesical anastomosis.  In  injuries  low  down  in  the  pelvis  a  uretero- 
ureteral  anastomosis  is  practically  an  impossibility.  Should  the 
ureter  be  injured  higher  up  and  a  uretero-vesical  anastomosis 
cannot  be  made  without  considerable  tension,  a  trans-uretero- 
ureteral  anastomosis,  as  suggested  by  Kelly  and  McMonagle,  and 
performed  experimentally  upon  dogs  by  Sharp,  may  be  consid- 
ered. When  none  of  these  procedures  are  practicable,  as  a  last 
resort  the  ureter  may  be  ligated  or  a  nephrectomy  performed.  In 
no  case  should  either  of  these  last  two  procedures  be  carried  out 
until  it  is  known  that  the  patient  has  a  second  kidney  and  until 
after  the  condition  of  the  second  kidney  has  been  determined. 

In  closing  I  wish  to  state  that  I  believe  if  the  condition  of  the 
kidneys  were  studied  more  carefully  prior  to  the  operation,  and  if 
the  ureters  received  more  consideration  during  the  time  of  the 
operation,  there  would  be  fewer  complications  to  deal  with. 
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THE  USE  OF  IODINE  CATGUT  IN  ABDOMINAL 
SURGERY. 


BY 

J.  WESLEY  BOVEE,  M.D., 
Washington,  D.  C. 


Since  the  era  of  clean  surgery  began  the  employment  of  ab- 
sorbable suture  material  has  largely  superseded  that  which  is  not 
susceptible  of  absorption.  Catgut  is  the  material  most  used ;  but 
the  difficulty  of  rendering  it  aseptic  and  its  absorption  before  the 
tissues  had  united  sufficiently  firmly  caused  much  annoyance  and 
distrust  in  its  efficacy.  While  I  have  never  believed  catgut,  how- 
ever prepared,  is  as  good  as  kangaroo  tendon,  yet  in  large  clinics 
obliged  to  economize  financially,  it  has  seemed  necessary  to  con- 
sider the  fact  that  catgut  is  the  less  expensive,  and  for  that  reason 
I  have  used  it  largely  in  my  work.  For  several  years  I  have  prac- 
tically used  no  suture  materials  other  than  the  two  mentioned. 
Catgut  has  been  subjected  to  many  processes  to  obviate  these  two 
inherent  defects.  Chromic  acid  has  overcome  the  feature  of  too 
early  absorption,  even  to  the  opposite  extreme.  We  find  chromic 
acid  processes  in  use  calculated  to  cause  the  absorption  to  be  de- 
layed a  certain  number  of  days.  The  accuracy  of  this  process  is, 
of  course,  but  relative,  as  different  cells  have  differing  degrees  of 
activity  and  therefore  the  period  of  absorption  will  correspond- 
ingly vary  in  different  tissues.  Moreover,  we  find  catgut  thus 
treated  remaining  intact  for  months,  sometimes  to  the  annoyance 
of  both  patient  and  surgeon.     Very  strong  iodine  preparations 
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have  given  rise  to  the  same  vexation.  Many  of  the  processes  of 
sterilization  have  so  weakened  the  catgut  as  to  render  it  uncertain 
in  tensile  strength  and  an  unnecessarily  expensive  material.  In 
addition  they  have  been  very  tedious  and  susceptible  of  failure 
owing  to  the  much  handling  they  entailed. 

As  the  preparation  of  suture  material  is  for  many  reasons  left 
to  hospital  internes  or  employees  it  seemed  that  some  simple  proc- 
ess of  sterilization  and  treatment  to  make  absorption  in  the  tissues 
occur  a  proper  length  of  time  after  its  introduction  into  them  was 
very  important.  Various  experiments  have  been  made  to  that  end. 
In  my  judgment,  the  use  of  iodine  and  alcohol  has  proven  the 
most  satisfactory. 

Since  1896  I  have  been  using  kangaroo  tendon  prepared  by  H. 
O.  Marcy,  of  Boston,  in  the  fascia,  in  trachelorrhaphy,  perineor- 
rhaphy and  nephropexy.  Catgut  was  employed  for  all  other  pur- 
poses and  ligatures.  In  March,  1904,  I  began  using  catgut  pre- 
pared by  a  so-called  iodine  process.  It  has  been  modified  accord- 
ing to  the  following  statement  of  Miss  E.  Gilmer,  the  nurse  in 
charge  of  the  operating  room  at  Columbia  Hospital.  The  formula 
as  now  employed  is : 

Tincture  of  iodine,  1  per  cent. 
Potassium  iodide,  i^  per  cent. 
Absolute  alcohol,  97^  per  cent. 
A  small  amount  of  sterile  water  is  used  in  dissolving  the  potassium 
iodide,  just  sufficient  to  make  a  clear  solution. 

Preparation. — The  catgut  is  cut  into  desired  lengths,  wrapped 
into  figure-of-eight  or  on  glass  spools  and  placed,  without  pre- 
liminary preparation,  in  the  above  solution.  The  solution  and  cat- 
gut are  kept  in  a  jar  with  a  wide  mouth,  which  is  closed  with  an 
accurately-fitting  glass  stopper.  The  date  is  written  on  the  label 
of  the  jar.  It  is  allowed  to  stand  for  fourteen  days,  when  it  is 
ready  for  use. 

Catgut  prepared  by  this  method  has  been  found  good  and 
satisfactory  after  standing  at  least  ten  months  (in  solution).  From 
March  to  June,  1904,  we  tried  preparing  the  iodine  catgut  with 
sterile  water  instead  of  absolute  alcohol,  but  this  method  was 
very  unsatisfactory.  Since  June,  1904,  the  preparation  made  with 
absolute  alcohol  has  been  used. 

Following  the  recommendation  of  Moschcowitz,  of  the  Mount 
Sinai  Hospital,  of  New  York,  to  keep  it  dry,  I  have  for  several 
months  had  it  removed  from  the  solution  as  soon  as  fully  prepared 
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and  placed  in  small,  dry,  sterilized,  airtight  containers  from  which 
it  is  removed  as  needed  for  use.  When  removed  from  the  con- 
tainer it  receives  absolutely  no  treatment  before  being  used. 
Moschcowitz  (Annals  of  Surgery,  1905,  XLII,  321-351),  in  his 
very  exhaustive  article,  has  described  the  experiments  he  made  to 
test  its  sterility,  its  germicidal  action  on  the  tissues,  and  its  tensile 
strength  as  compared  with  the  von  Bergmann  method  of  prepara- 
tion and  with  raw  catgut.  He  made  sixteen  experiments  to  dis- 
cover whether  it  was  sterile,  thirty-two  to  show  the  effect  of  the 
catgut  on  growing  cultures,  and  twenty  to  show  the  effects  of 
infected  catgut.  He  prepared  it  as  follows :  The  catgut,  just  as 
it  was  purchased  from  the  dealers,  was  loosely  wound,  preferably 
in  a  single  layer,  on  the  spool,  and  tied  at  both  ends  to  prevent 
ravelling.  It  was  then  immersed  eight  days  in  a  solution  of 
iodine,  one  part ;  iodide  of  potassium,  one  part ;  and  distilled  water, 
one  hundred  parts.  In  these  tests  he  became  convinced  that  the 
iodine  catgut  prepared  by  this  treatment  was  absolutely  sterile, 
which  was  not  his  determination  regarding  von  Bergmann's  mer- 
cury catgut.  He  found  on  agar-agar  plates  that  colonies  of  bac- 
terium coli,  of  staphylococcus  aureus,  of  bacillus  anthracis,  of  the 
bacillus  subtilis  and  of  streptococcus  pyogenes  would  develop  up 
to  within  about  an  inch  from  a  piece  of  iodine  catgut,  but  not 
within  that  zone.  In  the  thirty-two  experiments  made  for  the 
purpose  of  studying  this  one  point  he  had  uniformly  positive  re- 
sults. He  also  noted  that  the  von  Bergmann  corrosive  sublimate 
catgut  would  have  a  zone  immunity  around  it  of  about  one-fourth 
the  area  of  that  of  the  iodine  catgut.  According  to  Bookman 
(vide  Moschowitz,  page  329),  one  yard  of  No.  1  catgut,  prepared 
by  the  von  Bergmann  method,  contained  an  amount  of  mercury 
equivalent  to  0.008825  grams  of  mercuric  chloride.  In  a  speci- 
men of  catgut  of  precisely  the  same  length  and  size  treated  by 
the  iodine  process  he  found  0.025737  grams  of  iodine.  While  in 
the  case  of  the  mercurialized  catgut  accuracy  might  be  attained, 
yet  with  the  iodized  specimen  allowance  must  be  made  for  evap- 
oration of  the  iodine,  and  therefore  it  is  just  possible  the  estimate 
is  less  than  many  similar  specimens  show.  Moreover,  catgut 
sizes  vary  so  much  that  accuracy  in  such  experiment  cannot  be 
considered  real. 

At  any  rate,  the  test  shows  beyond  peradventure  that  the  "halo 
of  cleanliness"  that  was  supposed  to  be  a  property  of  silver  wire 
alone  is  possessed  even  to  a  higher  degree  by  iodine  catgut. 
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In  a  series  of  twenty  experiments  in  which  the  prepared  catgut 
was  dipped  in  a  twenty-four-hour  culture  of  several  different 
microorganisms  no  colonies  appeared,  showing  the  germicidal 
action  of  the  iodine  catgut  when  brought  into  contact  with  vig- 
orous microorganisms. 

At  Columbia  Hospital  for  Women,  Dr.  Carroll,  U.  S.  Army, 
infected  raw  catgut  for  me  with  the  bacillus  anthracis  and  later 
subjected  it  to  the  iodine  preparation  I  have  mentioned.  His  ex- 
periments showed  it  to  be  positively  sterile  after  treatment  by  the 
iodine  and  alcohol.  In  a  series  of  over  sixty  experiments  to  de- 
cide upon  the  tensile  strength  of  catgut,  Moschcowitz  found  it  was 
increased  from  ten  to  twenty  per  cent. 

Its  relative  durability  in  the  tissues  has  not  precisely  been  deter- 
mined, though,  as  I  have  mentioned,  it  may  be  converted  by  iodine 
into  nearly  permanent  suture  material.    Dr.  Delaney,  of  Alexan- 
dria, Va.,  four  months  after  the  insertion  of  a  No.  2  catgut  sub- 
cutaneous suture,  in  the  closure  of  a  median  line,  subumbilical 
incision,  was  obliged  to  remove  it,  and  found  it  wiry.    It  had  been 
prepared  with  a  one  per  cent,  solution  of  iodine,  not  the  tincture. 
I  have  many  times  had  cases  that  caused  me  some  annoyance  by 
their  persistence  in  the  tissues.     I  believe  iodine  can,  as  well  as 
chromic  acid,  induce  a  slow  absorption  of  catgut.    Thus  far  I  have 
mentioned  nothing  specifically  of  its  value  in  abdominal  surgery. 
In  this  field  we  have  need  of  sutures  of  various  sizes.     The  very 
fine,  o  or  00,  is  very  efficient  for  intestinal  and  omental  suturing 
as  well  as  in  ovarian  and  tubal  resections.    Many  surgeons  prefer 
for  this  fine  silk  or  linen.     While  these  may  be  absorbed  in  many 
instances,  in  many  they  are  not,  as  I  have  found  them  encysted  years 
after  their  insertion.  Be  this  as  it  may,  they  surely  are  not  absorbed 
as  soon  as  properly  prepared  catgut  and  must  be  detrimental  as  for- 
eign bodies  so  long  as  they  remain.  The  tensile  strength  and  resist- 
ance to  absorption  of  iodine  catgut  is  amply  sufficient  for  the  period 
pf  healing  of  the  intestine,  which  is  known  to  be  but  one  or  two 
days.     Any  suture  material   in  the  wound  after  this  has  been 
accomplished  is  detrimental.    For  operations  on  the  kidney,  liver, 
and  bile  ducts  and  spleen,  No.  1  or  No.  2  gives  eminent  satisfaction 
to  me.    In  the  ligation  of  bloodvessels  in  the  abdomen  No.  2  has 
been  entirely  reliable.     In  broad  radical  operation  for  cancer  of 
the  uterus  I  regularly  employ  it  for  ligation  of  the  internal  iliac 
arteries  and  in  ordinary  operations  for  removal  of  the  uterus  or 
appendages  this  size  seems  ample.     In  closing  the  incision  in  the 
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abdominal  wall  it  is  my  custom  to  close  by  the  tier  method,  using 
usually  four  layers  of  catgut,  and  for  the  one  in  the  principal 
fascia  Marcy's  kangaroo  tendon.  The  method  seems  to  me  nearly 
ideal.  I  have  heard  of  catgut  being  blamed  for  the  reopening  of 
the  wound  a  few  days  after  operation,  with  expulsion  of  the  intes- 
tines. This  has  occurred  in  but  one  case  in  my  services,  and  in 
that  one  I  had  feared  the  efficiency  of  preparation  of  the  catgut 
and  a  severe  cough  was  a  troublesome  complication.  Within  the 
last  few  weeks  some  of  my  colleagues  have  reported  cases  in 
which  silkworm  gut  sutures  failed  to  prevent  this  accident. 
But  a  short  time  ago  I  was  told  by  Dr.  Clark,  of  the  Government 
Hospital  for  the  Insane,  of  an  instance  there  of  the  same  accident 
in  the  presence  of  silkworm  gut.  This  accident  does  not  seem 
such  a  strange  one  after  considering  that  quite  a  considerable 
number  of  spontaneous  ruptures  of  the  abdomen  in  the  absence  of 
any  previous  operation  has  been  reported.  While  it  is  a  very 
unfortunate  complication  of  abdominal  surgery,  I  can  readily 
understand  that  it  may  occur.  I  do  not  believe  iodized  catgut  can 
justly  be  blamed  for  such  an  accident. 

Of  these  points  I  am  confident :  ( i )  that  catgut  prepared  by  this 
iodine  method  is  less  apt  to  be  contaminated  than  when  it  is 
prepared  in  other  manners  ;  (2)  that  it  is  sterile  ;  (3)  that  while  in 
the  tissues  it  exercises  a  germicidal  action  against  microorganisms  ; 
(4)  that  it  has  increased  tensile  strength  and  better  resists  absorp- 
tion, a  fault  of  catgut  prepared  by  other  methods;  (5)  that  it  is 
economical,  as  the  waste  is  infinitesimal ;  and  (6)  that  the  prepara- 
tion is  much  simpler  and  easier  than  any  other  with  which  I  am 
acquainted. 

"The  Rochambeau,"  815  Connecticut  Avenue. 
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Meeting  of  May  14,   1907. 

The  President,  Brooks  H.  Wells,  M.D.,  in   the  Chair. 

In  introducing  the  subject  of  the  evening,  Dr.  Albert  H.  Ely 
spoke  of  the 

VARIETIES  AND  ETIOLOGY  OF  CYSTITIS  IN   WOMEN. 

He  said  that  until  comparatively  recently  but  little  attention 
has  been  given  to  the  diseases  of  the  urinary  svstem  in  women. 
The  brilliant  work  of  Dr.  Kelly  has  stimulated  effort  in  this 
field,  and  the  more  general  employment  of  the  endoscope  and 
cystoscope,  together  with  thorough  urinary  analysis,  including 
bacteriology,  has  given  us  an  accurate  pathologv  and  etiologv  of 
cystitis  in  women.  Yet  we  still  too  often  see,  in  the  current 
literature  on  this  subject,  evidences  of  faultv  diagnoses  where  the 
symptoms  and  not  the  diseases  are  described.  As  illustration, 
mention  is  made  of  "neuralgia  of  the  bladder,"  "irritable  bladder,"' 
"frequent  and  painful  micturition  from  retroflexed  and  pressure 
from  anteflexed  uteri."  True  cystitis  can  be  caused  onlv  by  the 
presence  of  one  or  more  pathogenic  organisms.  But  there  are 
other  factors,  which  afford  symptoms  of  dysuria  and  abnormal 
vesical  function.  Thus  incontinence  of  urine,  temporarv  or  per- 
manent, may  follow  injury  to  the  urethra  at  parturition,'  or  trau- 
matic stricture  of  the  urethra  may  result  from  the  above  and 
other  causes.  Retention  of  urine  and  dvsuria  following  catheteri- 
zation or  operative  interference  upon  adjacent  parts  are  common. 
Only  by  direct  examination  can  we  eliminate  the  various  patho- 
logical conditions  of  the  urethra  so  often  treated  svmptomaticallv 
as  cystitis. 

Too  much  emphasis  cannot  be  laid  upon  the  necessitv  for  the 
most  strict  asepsis  in  the  technique  of  all  examinations,  and  in 
the  catheterization  of  this  most  sensitive  organ. 

All  of  the  above-mentioned  conditions  mav  be  considered  as 
factors  predisposing  to  cystitis  because  thev  "render  the  mucosa 
more  vulnerable  to  pathogenic  microorganisms.  The  urethra  is 
naturally  the  most  frequent  and  direct  avenue  of  entrance  to 
the  bladder  of  pathogenic  organisms. 

Skene's  ducts  afford  a  habitat  for  bacteria  which  can  easilv 
be  earned  through  the  urethra  into  the  bladder.  Infection  of  the 
bladder  may  come  also  from  the  kidney  when  anv  of  its  anatomical 
structures  are  the  seat  of  disease,  or  when  organisms  are  elim- 
inated   by    the    kidney,    especially    the   tubercle    bacillus    or   the 
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typhoid  bacillus,  yet  frequently  neither  at  the  time  the  patient 
is  suffering  from  the  disease  nor  later  do  these  organisms  cause 
infection  of  the  bladder  mucosa. 

Four  years  ago,  in  a  paper  read  before  this  Society,  Dr.  Ely  gave 
the  clinical  histories  of  two  severe  cases  of  colon  bacillus  infection 
of  the  bladder  in  which  the  infection  was  from  left  tuboovarian 
abscesses.  The  organisms  had  passed  through  the  tissues  lying 
in  continuity  and  not  directly,  as  occurred  in  another  case  re- 
ported at  that  time,  when  a  pyosalpinx  had  drained  directly 
through  a  fistulous  tract  into  the  bladder.  The  gonococcus  is 
probably  the  most  frequent  microorganism  which  finds  its  en- 
trance through  the  urethra  into  the  bladder.  But  the  colon  bacil- 
lus infects  the  bladder  from  the  rectum  and  also  through  the  blood 
and  the  lymphatics.  Associated  with  foreign  bodies  in  the  blad- 
der and  kidneys  the  various  forms  of  staphylococci  and  occa- 
sionally the  streptococci  are  to  be  observed.  In  the  classification 
of  cystitis  we  can  distinguish  the  types  as  clinical,  anatomical, 
pathological,  and  bacteriological,  or  as  is  done  so  concisely  by 
Kelly  in  combining  the  site,  form,  and  pathogenic  organisms  for 
description  of  the  particular  lesion  of  the  vesical  mucosa.  Thus 
we  have  a  cystitis  trigonitis  (gonococcus)  ;  a  cystitis  posterior 
(tuberculosa),  or  a  cystitis  universalis  {Bacillus  coli  communis). 
This  classification  has  the  distinctive  merit  of  indicating  the 
correct  method  of  treatment  by  direct  application  to  that  part 
of  the  bladder  where  the  disease  is  located  and  not  irritating  the 
entire  mucosa,  much  of  which  may  be  absolutely  normal.  Senn's 
classification  of  cystitis  subdivides  the  four  general  classes  of 
anatomical,  clinical,  pathological,  and  bacteriological  into  these  di- 
visions :  Anatomical  (a),  pericystitis,  inflammation  of  the  adjacent 
pelvic  and  abdominal  viscera,  which  may  extend  to  the  peritoneum 
covering  the  fundus  of  the  bladder  and  affecting  usually  the  base 
and  sides  of  the  bladder,  causing  vesical  hyperemia,  (b)  Para- 
cystitis, inflammation  of  the  subperitoneal  connective  tissue. 
Here  abscess  may  occur,  (c)  Interstitial  cystitis  is  located  in 
the  muscular  coat  of  the  bladder.  Here  also  abscesses  form  which 
rupture  into  the  bladder  and  are  caused  by  infection  through 
the  lymphatics  from  disease  of  the  uterus  and  its  adnexa.  Endo- 
cystitis  refers  to  inflammation  of  the  bladder  mucosa,  and  pri- 
marily is  limited  to  this  in  smaller  or  larger  areas.  This  is  the 
type  usually  referred  to  as  cystitis ;  that  is,  a  catarrhal  inflam- 
mation of  the  lining  of  the  bladder.  It  is  in  this  type  of  inflamma- 
tion of  the  bladder  that  so  many  predisposing  causes  exert  their 
influence  and  render  the  membrane  susceptible  to  the  bacterial 
invasion.  Senn's  classification  of  cystitis,  according  to  its  pa- 
thology, is:  i.  Suppurative  cystitis  in  which  not  only  the  epithelial 
lining,  but  also  the  deeper  tissues  are  involved,  and  the  bacterial 
invasion  is  so  severe  that  necrosis  results  and  a  large  amount 
of  pus  is  excreted.  This  form  begins  as  acute  inflammation  and 
generally  advances  to  a  chronic  form  during  which  the  process 
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extends  to  the  ureters  and  the  kidneys  are  likely  to  be  attacked. 
2.  Ulcerative  cystitis,  that  form  in  which  the  suppurative  cystitis 
has  been  followed  by  one  or  more  ulcers,  and  always  suggests 
tubercular  infection.  These  bacilli  are  to  be  found  in  the  tissues 
removed  by  curettage.  3.  Exfoliative  cystitis,  in  which  a  part  or 
the  whole  of  the  mucous  membrane  of  the  bladder  is  expelled. 
The  principal  causes  are  overdistention  of  the  bladder  and  ex- 
treme pressure,  as  from  retroflexion  of  a  gravid  uterus,  pro- 
tracted birth,  and  pelvic  tumors.  These  affect  the  vesical  blood 
supply  and  cause  necrosis  of  the  lining  membrane  with  or  without 
infection.  Should  infection  occur  we  then  have  another  form, 
that  of  4,  exudative  cystitis. 

In  the  bacteriological  classification  we  assign  the  first  place  to 
cases  of  chronic  cystitis  from  tubercular  infection. 

Kelly  states  that  tubercular  disease  of  the  bladder  in  women  is 
observed  with  a  frequency  which  increases  just  in  proportion  as 
careful  direct  examinations  and  bacteriological  investigations  of 
the  urine  are  made.  It  may  be  primary  in  the  bladder,  asso- 
ciated with  a  kidney  lesion,  or  a  part  of  a  general  tuberculosis. 
After  the  elimination  of  a  gonorrheal  infection,  and  bearing  al- 
ways in  mind  that  gonorrheal  and  tuberculous  infection  not 
infrequently  exist  together,  all  cases  of  chronic  cystitis  in  young 
unmarried  women  demand  a  thorough  examination  to  confirm  or 
disprove  the  diagnosis  of  tuberculous  cystitis. 

The  cystitis  caused  by  the  colon  bacillus  varies  greatly  in  the 
area  affected,  and  shows  a  tendency  to  more  or  less  chronic  inflam- 
mation involving  the  whole  bladder  mucosa.  It  is  this  form  of  cys- 
titis which  frequently  is  not  recognized  post-partum  when  there 
have  been  the  predisposing  causes  of  pressure  and  hyperemia  with 
retention  of  the  urine,  catheterization  without  strict  asepsis  of 
catheter,  and  when  the  nurse  has  energetically  carried  colon 
bacilli  from  the  anus  to  the  urethra  in  her  efforts  to  render  the 
parts  sterile. 

Br.  Howard  C.  Taylor  reported 

SIX  CASES  OF  SARCOMA  OF  THE  UTERUS. 

Case  I. — Spindle-Cell  Sarcoma  of  the  Uterus.— 'Mrs.  L.,  aged 
thirty-one  years,  married  for  eleven  years ;  three  children,  the  last 
five  years  ago,  and  one  miscarriage  ten  years  ago.  There  had 
been  no  change  in  the  menstrual  history ;  she  menstruated  every 
twenty-eight  days  for  three  or  four  days,  and  moderately  in 
amount.  The  patient  complained  of  no  pain,  no  discharge,  and 
no  disturbance  of  the  bladder.  There  had  been  no  loss  of  weight. 
The  only  symptoms  of  which  the  patient  complained  were  the 
presence  of  the  tumor  and  an  indefinite  sense  of  weakness.  On 
examination  the  uterus  was  found  enlarged  to  about  the  size 
of  a  six  or  seven  months'  pregnancy  and  very  soft,  and  the 
vagina  was  blue.  The  examination  so  closely  resembled  that  of 
pregnancy  that  the  patient  had  been  kept  under  observation  for 
some  time  by  her  attending  physician  to  exclude  it. 
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A  complete  panhysterectomy  was  performed  through  the  ab- 
domen. 

On  examination  of  the  specimen  there  were  found  one  tumor 
about  two  inches  in  diameter  that  seemed  to  be  a  pure  fibroma, 
and  the  microscopic  examination  confirmed  this  diagnosis,  and  also 
innumerable  small  tumors  that  were  thought  to  be  sarcoma  be- 
cause they  merged  with  the  surrounding  tissue  without  a  definite 
capsule  as  is  usual  in  the  case  of  fibroids.  The  microscopic 
examination  of  these  small  tumors  showed  them  to  be  spindle 
cell  sarcomata. 

The  patient  made  a  smooth  recovery  from  the  operation. 

Case  II. — Polypoid  Sarcomata  of  the  Mucous  Membrane  of 
the  Uterus. — Mrs.  P.,  aged  fifty-nine  years,  married  for  twenty 
or  thirty  years,  but  had  never  been  pregnant.  Menopause  fifteen 
years  ago,  previous  menstrual  history  said  to  have  been  nor- 
mal, and  there  had  been  no  bleeding  at  all  until  about  five  months 
previous  to  the  time  that  I  saw  the  patient.  During  these  five 
months  the  bleeding  had  been  more  or  less  continuous,  but  no 
other  discharge.  There  had  been  little  or  no  pain,  no  disturbance 
of  the  bowels  or  bladder,  no  loss  of  flesh  or  strength,  and  no 
cachexia.  The  one  symptom,  therefore,  was  the  bleeding  for  the 
previous  five  months.  Previous  to  my  examination  the  patient 
had  been  curetted  and  the  diagnosis  of  sarcoma  of  the  uterus 
made  from  the  curettings. 

On  examination  the  uterus  was  found  to  be  enlarged  up  to 
the  umbilicus,  very  soft,  the  cervix  somewhat  open.  The  patient 
not  in  good  condition  and  had  some  temperature. 
•  A  complete  hysterectomy  was  performed  through  the  abdomen. 
The  appendages  were  not  removed.  The  patient  died  three  days 
after  the  operation. 

The  examination  of  the  specimen  showed  the  uterus  to  be  about 
the  size  of  a  seven  months'  pregnancy,  the  walls  somewhat  thick- 
ened, and  the  cavity  absolutely  filled  with  polypoid  growths,  vary- 
ing in  size  from  that  of  a  walnut  to  that  of  a  small  orange.  The 
microscopical  examination  proved  them  to  be  small  celled  sarcoma. 

Case  III. — Pedunculated  Sarcoma  of  the  Uterus. — Miss  N., 
aged  thirtv-scven,  no  children  or  miscarriages.  Menstruation 
every  twenty-eight  days  for  three  days,  moderate  in  amount  and 
without  pain.  There  had  been  some  pain  in  the  abdomen  near  the 
umbilicus  for  the  previous  six  months,  but  the  pain  was  not 
constant  or  severe.  There  had  been  a  slight  discharge  for  some 
years  and  some  dysuria.  The  patient  had  lost  eight  pounds  in 
weight,  but  showed  no  signs  of  malignant  disease. 

At  the  operation  I  found  a  tumor  six  inches  in  diameter  at- 
tached to  the  fundus  of  the  uterus  by  a  pedicle  about  an  inch  in 
diameter.  As  the  tumor  seemed  to  be  a  fibroma,  it  was  removed, 
leaving  the  uterus. 

The  pathological  report  was  that  the  growth  was  a  sarcoma 
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of  the  uterus.  Fourteen  days  after  the  first  operation  the  uterus 
and  appendages  were  removed  through  the  vagina.  The  patho- 
logical report  on  the  uterus  was  that  there  were  a  number  of 
sarcomatous  foci  in  the  vicinity  of  the  site  from  which  the  first 
tumor  was  removed.  The  physician  of  this  patient  reported  to 
me  that  she  died  about  nine  months  later  of  a  growth  in  the 
abdomen  which  undoubtedly  was  a  recurrence  of  the  sarcoma. 

Case  IV. — Pedunculated  Sarcoma  of  Uterus. — Miss  W.,  aged 
twenty-three  years,  not  married,  menstruated  every  twenty-eight 
days  for  two  or  three  days,  not  profusely  and  without  pain.  One 
year  previous  to  admission  to  hospital  began  to  have  pain  in  the 
left  side  of  the  abdomen  and  to  notice  increase  in  size  of  abdomen. 
A  tumor,  which  at  time  of  admission  reached  to  margin  of  ribs, 
was  first  noticed  on  left  side,  but  later  became  median. 

Patient  had  lost  considerable  flesh  and  had  constant  abdominal 
pain. 

On  August  18,  1905,  I  opened  the  abdomen  and  removed  a 
tumor  weighing  about  fourteen  pounds,  which  was  attached  to  the 
fundus  of  the  uterus  by  a  pedicle  about  one  inch  in  diameter. 
The  uterus  was  not  removed,  as  the  tumor  was  considered  to  be 
a  fibroma. 

The  pathological  report  was  small  spindle-cell  sarcoma.  Seven- 
teen days  later,  when  the  patient  seemed  in  condition  for  a  sec- 
ond operation,  the  uterus  and  one  appendage  were  removed 
through  the  vagina.  The  vaginal  route  was  selected,  as  the  patient 
was  not  in  good  condition. 

The  pathological  report  on  the  uterus  showed  it  to  contain 
numerous  sarcomatous  foci. 

The  three  points  of  interest  in  the  case  are  :  First,  the  tumor  was 
pedunculated,  the  most  unusual  form  of  sarcoma  of  the  uterine 
wall.  Second,  the  sarcomatous  foci  in  the  uterus  found  after 
its  removal  though  the  tumor  was  attached  by  a  small  pedicle. 
Third,  the  catgut  sutures  (which  were  not  chromicized)  which 
were  used  showed  no  signs  of  absorption  at  the  end  of  seventeen 
days. 

Case  V. — Round-Cell  Sarcoma  of  the  Uterine  Mucous  Mem- 
brane.— Mrs.  T.,  aged  fifty  years,  had  had  two  children  and  no 
miscarriages.  The  last  menstruation  was  ten  years  previous  to 
time  of  operation.  During  the  previous  six  months  there  had 
been  considerable  watery  discharge,  but  at  no  time  any  bleeding. 
There  had  been  some  pain  in  the  lower  abdomen,  but  no  loss 
of  weight  or  strength.  On  examination  the  uterus  was  found 
enlarged  and  soft.  The  uterus  was  removed  through  the  vagina. 
The  pathological  report  was  round-cell  sarcoma  of  the  mucous 
membrane  of  the  uterus. 

Case  VI. — Sarcoma  of  the  Cervix  Uteri. — Mrs.  H.,  aged  twen- 
ty-five years,  one  miscarriage  four  years  ago,  but  no  children. 
Menstruation  was  regular,  that  is,  she  flowed  every  twenty-eight 
days  for  five  or  six  days,  moderately  in  amount.    During  the  four 
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months  previous  to  the  time  that  the  patient  came  under  my 
observation  she  had  had  some  bloody  discharge  following  inter- 
course. On  examination  the  uterus  was  found  normal  in  size 
and  position,  the  appendages  were  normal,  the  cervix  was  hard 
and  nodular  with  some  superficial  erosions.  A  piece  of  the  cervix 
was  removed  and  reported  by  the  pathologist  to  be  sarcoma  of  the 
cervix.  At  a  second  operation  the  uterus  and  appendages  were 
removed  through  the  vagina. 

Dr.  J.  Riddle  Goffe. — It  would  be  a  point  of  interest  to  know 
whether  in  these  cases  Dr.  Taylor  removed  the  appendages  with 
the  uterus,  doing  a  panhysterectomy,  or  whether  he  simply 
removed  the  uterus  alone. 

Dr.  Howard  C.  Taylor. — I  removed  the  appendages  with  the 
uterus  in  all  cases  except  the  one  of  polypoid  sarcoma  of  the 
uterine  mucous  membrane.  That  case  was  in  a  bad  condition 
and  I  did  not  feel  warranted  in  doing  a  panhysterectomy.  In 
all  the  other  cases  the  appendages  were  removed  with  the  uterus. 
In  one  case  there  was  sarcoma  of  one  ovary. 

Dr.  H.  J.  Boldt  reported  a 

SLOUGHING  SUBMUCOUS  MYOMA.      ABDOMINAL  PANHYSTERECTOMY. 

M.  K.,  aged  forty-five  years ;  mother  of  eight  children,  the  last 
seven  years  ago.  During  the  past  year  she  had  metrorrhagia 
which  one  month  ago  became  very  profuse  and  was  accompanied 
by  severe  pain  in  both  iliac  fossae,  most  intense  in  the  right.  The 
blood  was  usually  of  dark  color.  The  pains  were  of  labor-like 
character,  about  ten  minutes  in  duration,  followed  by  intervals 
of  freedom  from  pain  for  a  short  time  and  then  re- 
peated. Bimanual  examination  showed  a  uterine  tumor  which 
extended  to  nearly  on  a  level  with  the  umbilicus,  a  part  of  which 
extruded  into  the  vagina,  and  emitted  a  most  putrescent  odor. 
With  much  physical  exertion  it  was  possible  to  enucleate  as 
much  of  the  sloughing  tumor  as  would  form  a  mass  six  inches  in 
diameter,  but  it  was  impossible  to  enucleate  the  entire  neoplasm ; 
the  reason  for  this  is  evident  from  inspection  of  the  specimen. 
The  woman  was  septic,  and  was  therefore  at  once  removed  to  a 
hospital,  where,  again  failing  even  under  anesthesia  to  accomplish 
the  desired  result,  I  did  a  radical  operation,  which  resulted  in 
recovery,  the  septic  element  disappearing  within  twenty-four 
hours  after  operation.  The  comments  to  be  made  on  the  case 
are  that  the  several  physicians  who,  during  the  four  weeks  prior 
to  operation,  had  treated  the  woman  with  douches  and  internal 
medication  all  failed  to  recognize  the  serious  condition  of  the 
patient. 

Dr.  H.  N.  Vineberg. — When  Dr.  Boldt  related  the  history 
of  his  case  I  thought  she  must  be  the  same  woman  I  saw  last 
Saturday.  I  saw  the  counterpart  of  this  patient ;  she  was  a  big 
woman  living  downtown  and  she  was  beginning  to  show  signs  of 
sepsis.      She    was    willing    to     give    any    figure     if    I     could 
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promise  to  cure  her  by  medical  treatment.  She  was  an 
enormous  woman  and  had  had  only  one  child  nineteen  years 
ago.  She  had  been  passing  shreds  for  the  past  two  or  three 
months.  Some  of  the  doctors  who  saw  her  thought  she  was 
having  a  miscarriage.  The  cervix  was  quite  dilated.  The 
growth  that  was  present  was  larger  than  the  one  presented  to- 
night by  Dr.  Boldt  and  could  be  readily  felt  in  the  posterior 
part  of  the  uterus  in  the  wall,  and  was  undergoing  sloughing. 
I  do  not  know  what  became  of  this  patient. 
Dr.  A.  H.  Ely  reported 

A    CASE   ILLUSTRATING  THE   WISDOM    OF   TOTAL   ABLATION    OF    THE 
FALLOPIAN    TUBES    WHEN    THESE   ARE    EXCISED. 

Mrs.  W.  C.  C,  age  thirty-six,  married  fifteen  years ;  men- 
struation began  at  fourteen,  normal  until  after  marriage.  Two 
years  after  marriage  began  to  suffer  pain  in  the  right  side.  Three 
years  after  marriage  first  pregnant  and  aborted  at  third  month. 
Never  pregnant  again  until  four  years  ago,  when  she  became  preg- 
nant with  extrauterine  gestation.  Was  operated  on  in  one  of  the 
general  hospitals,  the  right  tube  being  excised,  leaving  a  half  inch 
of  patent  tube  attached  to  the  right  cornu  of  the  uterus ;  the 
right  ovary  was  also  left.  Continued  to  suffer  pain  not  only 
aggravated  at  menstrual  period,  but  constantly  present  in  the 
right  side.  In  January  of  this  year  passed  the  menstrual  epoch, 
and  was  seen  five  weeks  after  what  should  have  been  her 
menstrual  period.  At  this  time  there  was  a  mass  boggy  in  con- 
sistency occupying  the  site  of  the  excised  tube.  The  right  ovary 
also  gave  evidence  of  a  cyst.  Ectopic  gestation  was  diagnosed 
and  operation  advised.  Consent  to  this  was  refused  until  three 
days  later,  when  patient  was  suddenly  seized  with  a  severe  pain 
in  the  side  and  fainted.  Operation  was  now  agreed  to  and  per- 
formed, when  the  diagnosis  of  extrauterine  pregnancy  in  the 
stump  of  the  right  tube  was  confirmed.  A  six  weeks'  fetus  was 
found  in  a  blood  clot  lying  free  in  the  peritoneal  cavity.  The 
tube  was  excised  at  the  right  cornu  of  the  uterus,  and  the  right 
ovary  also  removed.    Patient  made  an  uninterrupted  recovery. 

Dr.  Egbert  H.  Grandin. — The  report  of  this  case  by  Dr.  Ely 
shows  the  wisdom,  when  called  upon  to  remove  the  Fallopian 
tube,  of  excising  it  entirely  from  the  cornu  of  the  uterus,  and  then 
stitching  up  the  cornu. 

Dr.  Edgar  C.  Garceau  of  Boston  (by  invitation)  read  an  essay 
on 

the  treatment  of  cystitis  in  women.* 

Dr.  J.  Riddle  Goffe. — I  fear  that  I  cannot  add  anything  what- 
ever of  value  to  this  discussion.  We  are  under  great  obligations 
to  Dr.  Garceau  for  the  presentation  of  the  treatment  of  cystitis  in 
women  in  such  a  scholarly  and  thorough  way.     It  impresses  me, 

*See  original  article,  page  289. 
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and  doubtless  all  of  us,  that  he  has  been  a  conscientious  student 
of  this  subject.  He  has  very  kindly  given  us  the  results  of  his 
investigations. 

There  was  one  point  in  particular  that  impressed  me,  the  fre- 
quency with  which  dependence  was  placed  upon  cystotomy.  I 
have  no  doubt  that  many  cases  of  tuberculosis  he  not 
only  treats  by  instillations  into  the  bladder,  but  cures  by  drainage. 
I  believe  that  many  of  these  cases  can  be  cured  by 
simply  thorough  and  complete  drainage.  While,  of  course, 
it  is  a  disagreeable  form  of  treatment  for  the  patient, 
it  certainly  is  most  valuable  and  efficient  and  something  we 
can  resort  to  in  all  the  desperate  cases  which  resist  other  forms. 
The  fistula  in  the  vagina  offers  an  opportunity  for  local  applica- 
tions, if  we  so  wish.  I  have  resorted  to  this  method  of  making  local 
applications,  that  is,  through  the  fistula  in  the  vagina,  in  many 
cases. 

I  should  like  to  report  one  case  of  tuberculosis  of  the  kidney 
accompanied  by  cystitis.  Whether  this  cystitis  was  tubercular  or 
not  I  am  not  able  to  say.  I  removed  the  kidney  and  perhaps  one- 
half  the  ureter.  Then  I  drained  the  bladder  and  placed  the  patient 
upon  creosote.  She  carried  out  this  treatment  for  two  and  a  half 
years,  when  she  was  completely  well.  She  was  a  young  woman  of 
twenty-two  years,  and  she  entered  the  hospital  for  an  ovarian 
cyst,  which  I  removed.  Previous  to  removing  the  cyst,  an 
examination  of  the  urine  showed  albumin  and  some  pus  was  seen 
coming  from  the  ureter.  In  those  days  it  was  customary,  when 
a  patient  had  an  ovarian  cyst,  to  believe  that  the  albumin  in  the 
urine  was  caused  by  it  and,  therefore,  no  attention  was  paid  to 
it.  An  anesthetic  was  given  and  the  cyst  removed,  but  the  pus 
in  the  urine  increased  very  rapidly  after  that,  and  upon  a  more 
thorough  examination  tuberculosis  of  the  kidney  was  found ;  I 
removed  the  kidney.  During  her  stay  in  the  hospital  she  became 
enamored  with  the  profession  of  nursing  and  entered  the  training 
school  for  nurses,  and  she  now  is  a  nurse,  one  of  our  most 
acceptable  and  successful  ones.  I  attribute  her  complete  recovery 
to  the  use  of  creosote. 

Dr.  Egbert  H.  Grandin. — The  paper  is  such  an  elaborate  and 
scholarly  one,  so  full  of  research,  that  it  seems  almost  superfluous 
to  speak  at  all.  I  rise  only  to  call  attention  to  methylene  blue, 
which,  in  purulent  cystitis,  has  proven  of  value  to  me,  given  in 
doses  of  a  grain  every  two  hours.  After  the  reaction  is  shown 
in  the  urine,  the  drug  is  stopped  until  the  urine  becomes  of 
normal  color,  when  it  is  again  administered. 

I  should  also  like  to  call  atention  to  one  cause  of  purulent 
cystitis  which  has  not  been  mentioned  and  which  I  have  seen  but 
once.  The  cystitis  not  yielding  to  irrigations  and  methylene  blue, 
an  examination  under  an  anesthetic  revealed  an  exudate  to  the 
left  of  the  uterus.  I  secured  permission  to  open  the  abdomen,  and 
found  a  pyosalpinx  which  was  draining  into  the  bladder. 
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Dr.  H.  N.  Vineberg. — 1  am  exceedingly  interested  in  the  paper, 
as  I  have  had  considerable  experience  in  this  line  of  work. 

First,  as  regards  the  tubercular  cases,  I  have  had  eight  suc- 
cessive cases  of  nephrectomy  for  tuberculosis,  with  recoveries  in 
all.  In  all  cases  bladder  disturbances  were  the  most  pronounced 
symptoms,  and  in  six  of  these  cases  the  painful  and  frequent 
micturition  was  the  only  symptom.  In  at  least  three  of  the  cases 
there  were  distinct  evidences  of  secondary  tuberculosis  of  the 
bladder.  All  of  these  cases  have  gotten  well  of  their  tuberculosis 
of  the  bladder,  and  can  now  retain  the  urine  from  four  to  six 
hours,  have  no  pain,  and  there  is  nothing  abnormal  to  be  seen 
with  the  cystoscope.  To  my  mind  most  of  these  bladder  cases 
do  not  require  treatment  after  the  kidney  has  been  removed. 
There  were  three  that  required  local  treatment.  I  tried  various 
things,  but  perhaps  the  one  that  gave  me  the  best  results  was 
nitrate  of  silver  applied  directly  with  the  patient  in  the  knee-chest 
posture,  using  quite  a  strong  solution,  such  as  20  per  cent.,  30 
per  cent.,  or  even  40  per  cent. 

I  had  one  case  that  was  sent  to  me  by  a  general  surgeon  who 
had  removed  a  tuberculous  kidney,  first  having  done  a  nephrotomy, 
which  I  consider  an  erroneous  procedure.  She  was  unable  to  hold 
her  urine  ten  or  fifteen  minutes.  I  had  almost  given  the  case  up 
as  hopeless,  when  I  came  across  an  article  by  Rovsing  in  which 
was  recommended  hot  carbolic  solution,  four  or  five  per  cent. 
In  this  instance  the  patient  was  much  benefited  by  the 
treatment,  although  I  do  not  know  what  the  ultimate  re- 
sults have  been.  But  she  was  able  to  go  from  two  to  three  hours 
without  having  to  stop  to  void  her  urine,  and  she  was  able  to 
continue  her  work  as  a  laundress.  This  patient  had  been  treated 
by  the  various  remedies  that  had  been  recommended  for  local 
application. 

In  reference  to  nontubercular  cystitis,  I  may  not  have  seen  the 
worst  cases,  but  in  all  the  cases  that  I  have  seen  I  have  never  yet 
had  to  resort  to  cystotomy  for  their  cure.  I  can  recall  a  nurse 
who  had  a  gonorrheal  infection  of  the  kidney  which  had  to  be 
removed.  She  had  a  very  bad  bladder  and  she  had  to  sleep  at 
night  with  a  pus  basin  at  her  side,  because  she  had  to  urinate 
every  five  or  ten  minutes.  She  had  been  in  various  hospitals. 
Her  bladder  was  once  opened.  While  this  remained  open  she  was 
comfortable ;  but  when  it  closed  the  symptoms  recurred.  So  she 
was  sent  to  me  to  see  what  could  be  done.  She  was  placed  in 
the  knee-chest  posture  and  at  the  apex  of  the  bladder  a  good 
sized  ulceration,  the  size  of  a  fifty-cent  piece,  could  be  seen.  With 
great  persistence,  seeing  her  every  other  day  for  three  months 
and  making  applications  of  nitrate  of  silver,  she  got  so  she  could 
hold  her  urine  four  or  five  hours  and  she  had  little  or  no  pain. 

Trigonitis  is  also  a  matter  of  great  interest  to  me,  and  I  am 
frank  in  saying  that  it  is  not  easy  to  tell  with  the  cystoscope, 
with  the  patient  in   the  knee-chest   position,   with    direct   vision. 
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whether  there  is  a  normal  trigone  or  one  that  is  hyperemic,  as 
all  normal  trigones  are.  While  I  have  in  many  instances  made 
applications  of  nitrate  of  silver  to  such  cases  and  improved  the 
symptoms  present,  I  have  thought  that  perhaps  the  good  results 
were  due  to  suggestion  or  to  dilatation  of  the  vesical  sphincter. 
But  in  those  cases  in  which  there  is  a  trigonitis,  the  silver  nitrate 
applications  have  acted  wonderfully  well,  at  least  in  my  hands. 

With  regard  to  the  causation,  I  do  not  believe  in  teaching 
our  nurses  so  much  about  the  need  of  asepsis  as  about  the 
dangers  from  injuring  the  bladder  when  they  catheterize  patients. 
I  consider  the  use  of  the  glass  catheter  as  more  likely  to  produce 
cystitis  by  traumatism  than  by  perhaps  being  less  careful  and 
using  a  clean  rubber  catheter.  It  has  been  proven  experimentally 
that  if  you  take  a  normal  bladder  with  no  abrasions,  you  can 
allow  germs  to  enter  and  no  infection  will  result.  But  if  there 
is  a  slight  abrasion,  or  if  there  is  not  a  good  and  free  outflow,  in- 
fection will  occur  from  a  very  slight  cause. 

Dr.  Ralph  Waldo. — This  scholarly  paper  is  one  of  great  in- 
terest. There  are  two  points  mentioned  upon  which  more  stress 
should  be  laid.  We  see  many  cases  of  cystitis  that 
seem  to  be  benefited  by  the  general  and  local  treat- 
ment suggested  this  evening,  but  they  do  not  recover;  they 
partially  recover ;  the  patient  thinks  she  is  all  right,  but  the  disease 
returns.  In  these  cases  where  of  course  the  kidneys  are  normal, 
if  you  make  a  careful  examination  it  is  a  common  thing  to  find 
serious  lesions  of  the  urethra.  And  if  you  direct  your  treatment 
to  the  urethra,  and  cure  the  lesions  there,  and  you  can  do  it 
without  trouble  as  a  rule,  your  case  of  supposed  cystitis  will  be 
permanently  cured.  I  have  seen  many  instances  where  germ  life 
has  been  carried  by  instruments  into  the  bladder,  the  urethra 
being  the  seat  of  disease. 

I  cannot  allow  the  question  of  the  use  of  catheters  to  go  by 
without  saying  a  word  or  two  against  the  use  of  the  glass 
catheters.  This  is  an  instrument  which  is  liable  to  be  injured  in 
the  process  of  sterilization,  a  slight  crack  forming,  making  it 
possible  to  break  off  the  end.  I  had  a  nurse  once  break  off  the 
end  of  a  glass  catheter  in  a  patient's  bladder  and  I  have  a  friend 
present  here  to-night  who  works  in  the  same  hospital,  who  had 
the  same  accident  occur  in  one  of  his  patients.  In  the  case  of 
mine,  fortunatelv  it  was  possible  to  fish  the  particles  of  glass 
out  without  making  an  artificial  opening  in  the  bladder.  I  am 
thoroughly  convinced  that  we  would  have  less  cystitis  and  less 
disease  if  we  used  a  good,  soft  rubber  catheter.  The  element 
of  trauma  is  decidedly  great  in  the  production  of  cystitis  and 
especially  in  the  production  of  inflammatory  disease  right  at 
the  neck  of  the  bladder,  and  more  bladders  are  injured  by  the 
use  of  hard  catheters  than  soft  ones. 

Dr.  George  Tucker  Harrison. — I  need  hardly  say  that  I  am 
intensely  interested  in  both  papers,  and  no  subject  can  be  brought 
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to  your  attention  here  of  greater  importance,  whether  from  the 
standpoint  of  science  or  practice.  I  only  wish  to  touch  upon 
a  few  points.  I  disagree  with  Dr.  Garceau  in  regard  to  the  use 
of  the  curette.  One  of  the  worse  cases  I  ever  saw,  and  I  have 
seen  my  full  share  of  these  cases  both  in  connection  with  my 
service  at  the  Woman's  Hospital  and  in  private  practice,  was  one 
of  chronic  cystitis  in  which  there  were  a  purulent  discharge,  tenes- 
mus, passing  of  blood,  and  the  woman's  life  was  a  perfect  torment 
to  her.  I  treated  that  case  by  dilating  the  urethra  after  Simon's 
method ;  I  would  not  advise  every  man  to  do  as  I  did  because  he 
might  have  too  large  a  forefinger.  I  passed  the  finger  into  the 
bladder,  as  Dr.  Garceau  has  so  well  described,  and  found  the  trigo- 
num  filled  with  little  vegetations.  I  used  Thomas's  curette.  The 
woman  was  relieved,  but  not  much,  and  I  felt  the 
necessity  of  doing  another  operation.  This  time  I  cured  the 
patient.  I  used  an  injection  which  probably  none  of  you  have 
ever  used  and  which  has  not  been  mentioned,  that  is,  a  mixture  of 
carbolic  acid  and  tincture  of  iodine.  The  result  was  that  the 
woman  got  perfectly  well.  She  now  has  such  faith  in  me  that 
she  comes  from  Washington  State  in  order  to  be  under  my  care. 

There  is  another  point  that  Dr.  Garceau  called  attention  to 
and  which  Dr.  Waldo  emphasized,  the  importance  of  treating 
the  urethra.  None  of  you  have  mentioned  the  treatment  sug- 
gested by  Emmett,  making  a  button-hole;  this  is  the  best  way 
of  treating  not  only  the  urethral  lesion,  but  the  lesion  of  the 
bladder  as  well.  I  have  made  this  button-hole  in  a  patient  who 
did  so  well  that  she  would  not  allow  me  to  heal  it  up.  As  a  matter 
of  historical  justice  credit  should  be  given  where  it  is  due,  and 
the  man  to  whom  it  should  be  given  is  Dr.  Sims.  Afterwards 
Dr.  Emmett  used  it  and  depended  upon  it  to  a  large  extent. 
Those  men  in  the  Woman's  Hospital  who  have  seen  it  used 
know  what  happy  results  followed. 

In  regard  to  the  pathological  division,  it  is  much  the  same 
with  cystitis  as  it  was  with  tuberculosis.  You  know  that  before 
the  brilliant  discovery  of  Koch  there  were  many  varieties  of 
inflammation  of  the  lungs ;  they  were  too  numerous  to  mention. 
Then  with  Koch's  discovery  like  a  flash  of  lightning  they  dis- 
appeared, for  it  was  found  that  they  were  dealing  with  one  cause, 
Koch's  bacillus.  This  same  thing  applies  to  cystitis.  I  do  not 
know  what  to  call  them  but  I  do  believe  they  are  all  dependent 
upon  microbic  infection.  It  is  not  always  necessary  to  think  of 
trauma.  Barlow  has  shown  by  his  experiments  in  animals  that 
much  depends  upon  the  virulence  of  the  pathogenic  germs  that 
are  injected.  We  must  look  to  the  pathogenic  germs  if  we  are 
to  consider  the  etiology  of  cystitis. 

Dr.  Malcolm  McLean. — I  would  like  Dr.  Garceau  to  state, 
in  his  closing  remarks,  what  his  experience  has  been  in  cases  of 
pus  kidney,  with  a  large  amount  of  pus  flowing  from  one  kidney 
into  the  bladder,  without  cystic  symptoms,  or  symptoms  of  cys- 
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titis.  I  have  under  my  care  such  a  case  that  I  have  treated  for 
nine  or  ten  years.  This  woman  keeps  her  health  good,  and  yet 
several  ounces  of  pus  flow  daily  through  the  right  kidney  into 
the  bladder,  without  any  vesical  symptoms  whatever. 

I  cannot  allow  the  remarks  made  about  glass  catheters  to  go 
by  without  saying  something  myself.  One  should  not  condemn 
the  glass  catheter  any  more  than  one  should  condemn  a  knife 
without  designating  the  kind  and  knowing  how  it  should  be  used. 
It  is  true  that  if  you  go  to  the  average  instrument  maker  and 
ask  for  "a  glass  catheter"  he  will  give  you  one  that  is  five  or 
six  inches  in  length  and  which,  in  the  hands  of  most  nurses, 
may  come  to  grief  and  cause  trauma.  Some  years  ago  I  pre- 
sented to  this  Society  a  glass  catheter  with  which  this  trauma 
could  be  avoided.  It  was  two  inches  in  length  with  simply  a 
soft  rubber  tube  connected  with  it.  The  ease  with  which  it  was 
introduced  recommended  itself  to  all  at  once.  It  is  a  fact  that 
it  does  not  enter  the  bladder  at  all,  but  simply  enters  the  sphincter 
vesicae,  and  so  empties  the  bladder.  This  does  away  with  the 
objections  raised  against  the  ordinary  glass  catheters.  This  has 
been  used  extensively  in  this  country  and  in  Europe.  Anyone 
once  using  it  will  never  go  back  to  the  rubber  catheter.  It  is 
easily  managed,  it  is  safe,  and  has  none  of  the  objections  of 
the  ordinary  glass  catheters.  It  is  better,  too,  in  that  it  can 
be  more  easily  cleaned. 

Dr.  J.  B.  Cooke. — I  think  that  the  hard  catheter  is  a  safer 
instrument  than  the  soft,  but  by  this  I  mean  the  hard  rubber  or. 
metal  and  not  the  glass  catheter.  The  point  is  this.  Many 
nurses,  in  using  a  soft  catheter,  will  wipe  it  around  the  vulva 
and  labia  before  they  succeed  in  entering  the  urethra.  Whereas 
with  a  silver  or  hard  rubber  catheter  by  separating  the  labia  they 
can  succeed  in  entering  without  carrying  infection. 

As  to  the  trauma  produced  by  the  hard  catheter,  that  I  believ^ 
is  the  fault  of  the  operator  and  not  the  fault  of  the  catheter.  If 
the  operator  pushes  it  in  with  too  much  force  there 
will  result  trauma.  But  I  think  that,  in  general,  we  ought  to 
object  to  the  use  of  the  soft  rubber  catheter.  The  catheter  Dr. 
McLean  speaks  of  I  have  used  again  and  again,  and  it  has  given 
me  every  satisfaction. 

Dr.  A.  Brothers. — I  should  like  to  ask  Dr.  Garcean  how  he 
manages  a  case  of  cystitis  in  which  there  is  a  vesicovaginal 
fistula.  In  some  patients  after  the  immediate  relief  that  is  experi- 
enced they  seem  more  uncomfortable  from  the  persistence  of  the 
fistula  than  from  the  cystitis. 

Another  question  I  should  like  to  ask  Dr.  Garceau  is,  what  has 
been  his  experience  with  gomenol  as  recommended  by  French 
writers? 

In  reference  to  the  glass  catheter  it  is  not  always  the  fault 
of  the  doctor  using  it  that  the  injury  is  done.  A  sudden  move- 
ment of  the  patient  may  produce  the  trauma.     In  a  case  of  mine 
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the  house  surgeon  was  washing  out  the  bladder  with  a  glass 
catheter  in  situ,  and  the  patient  made  a  sudden  lurch  and  broke 
the  end  of  it  off. 

Dr.  Brooks  H.  Wells. — I  have  been  interested  in  this  subject 
for  a  number  of  years ;  I  have  followed  Dr.  Garceau's  work  with 
much  interest  and  I  am  sure  that  I  have  learned  a  great  deal 
from  his  experiences. 

It  seems  to  me  in  the  treatment  of  cystitis  it  is  very  important 
that  we  should  first  make  a  diagnosis,  and  this  diagnosis  always 
means  the  employment  of  the  cystoscope,  as  well  as  a  bacterial 
examination  of  the  urine.  Then  in  the  treatment  of  the  disease, 
the  most  scrupulous  antisepsis  and  extreme  gentleness  are  of 
the  first  importance.  In  cases  where  the  bladder  is  ulcerated,  I 
have  been  in  the  habit  of  curetting  the  surface  of  any  ulcer 
showing  granulations,  and  after  the  bleeding  has  ceased,  touching 
the  ulcer  thoroughly  with  nitrate  of  silver  fused  on  the  end  of 
a  silver  probe.  The  silver  may  have  to  be  employed  a  number  of 
times.  Where  the  ulceration  is  tubercular  it  is  particularly 
necessary  to  look  after  the  general  condition  of  the  patient ;  that 
is,  to  employ  forced  feeding,  rest,  fresh  air,  and,  in  many  cases, 
one  of  the  preparations  of  creosote.  In  the  local  treatment  of 
the  bladder,  aside  from  nitrate  of  silver,  I  have  used  the  Guion 
method  and  other  drugs,  and  finally  I  gave  them  all  up  for  one 
of  the  newer  salts  of  silver.  I  should  like  to  ask  Dr.  Garceau 
whether  he  has  obtained  good  results  from  the  use  of  any  of  the 
so-called  vitillin  or  albumen  silver  preparations.  I  have  used 
argyrol  freshly  prepared  in  10  per  cent,  to  20  per  cent,  solutions 
in  sterilized  water,  keeping  the  bladder  partially  distended  almost 
continuously  with  this  solution ;  under  its  influence  the  patients 
made  very  brilliant  recoveries.  This  treatment  causes  absolutely 
no  pain.  I  believe  the  bacteria  disappear  more  quickly  under  this 
treatment  than  under  any  other.  I  can  report  two  cases  recently 
met  with  in  which  there  were  tuberculous  ulcers  of  the  bladder, 
completely  cured  by  curettage,  the  application  of  nitrate  of  silver, 
the  general  treatment  mentioned,  and  the  use  of  argyrol. 

I  should  like  to  ask  Dr.  Ely  or  Dr.  Garceau  why  it  hap- 
pens that  a  colon  bacillus  infection  of  the  bladder  so  often 
appears  simultaneously  in  those  having  marital  relations.  I  have 
seen  several  such  cases  of  infection  of  the  bladder  with  the  colon 
bacillus,  with  decidedly  severe  symptoms,  the  infection  appearing 
in  the  husband  and  wife  simultaneously.  I  remember  one  case  in 
particular ;  a  young  man  in  town  took  unto  himself  a  virgin ;  a 
few  days  after  their  first  intercourse  both  developed  an  acute  colon 
bacillus  infection.  The  woman  was  referred  to  me  by  Dr.  Chet- 
wood.  The  bacterial  examination  of  the  urine  revealed  a  pure 
culture  of  a  large  bacillus  which  Dr.  Jeffries,  pathologist  to  the 
Polyclinic,  determined  to  be  the  colon  bacillus. 

Dr.  A.  H.  Ely. — In  regard  to  cystotomy  there  is  much  to  be 
said    of    the    technique.    Unless    great    care    is    taken  to  stitch 
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the  bladder  and  vaginal  mucosa  together,  you  will  have  exag- 
gerated many  of  the  symptoms  referred  to.  The  fistula  and 
bladder  must  be  properly  cleansed  and  free  as  possible  from  irri- 
tating discharges ;  I  know  of  nothing  better  than  zinc  oxide  oint- 
ment, which  is  so  easily  applied. 

The  various  complications  that  have  been  spoken  of  to-night 
fortunately  have  occurred  in  my  hands  infrequently. 

In  answer  to  the  question  asked  regarding  gomenol,  I  think  it 
is  one  of  the  best  preparations  for  irrigation  purposes,  especially 
where  there  is  a  colon  bacillus  infection.  I  think  it  penetrates 
deeper  into  the  tissues  with  less  pain  than  other  preparations.  I 
have  used  it  continuously  for  six  years. 

I  have  been  interested  in  what  has  been  said  regarding  the  use 
of  argyrol,  and  also  regarding  the  curette.  I  use  the  curette 
and  I  use  argyrol,  and  without  pain  or  any  disturbance.  The 
use  of  the  nitrate  of  silver  is  painful  to  many  patients  and  they 
will  often  not  submit  to  this  application.  They  prefer  the  regular 
tenesmus  rather  than  the  acute  tenesmus  after  silver  nitrate  appli- 
cations. 

With  regard  to  the  colon  bacillus  infection  I  know  of  no 
organism  which  seems  to  vary  so  in  its  virulence.  In  many  cases 
they  are  found  giving,  as  you  all  know,  no  bladder  symptoms. 
Then,  on  the  contrary,  one  occasionally  meets  with  colon  bacilli  of 
extreme  virulence.  A  case  of  cystitis  universalis  (colon  bacil- 
lus) may  be  as  intractable  as  one  from  tubercular  infec- 
tion. 

Dr.  Garceau. — A  suppurating  kidney  that  discharges  pus  into 
the  bladder  does  not  seriously  affect  the  bladder  wall  unless  that 
wall  has  been  injured  in  some  way.  In  other  words,  you  may 
have  a  discharge  of  pus  into  the  bladder  for  a  good  many  months, 
and  the  bladder  does  not  suffer  injury.  The  epithelial  lining  of 
the  bladder  is  much  analogous  to  that  on  the  surface  of  the 
body,  although  much  finer  in  texture  and  more  easily  injured. 
Suppuration  in  the  kidney,  of  a  tubercular  form,  need  not  cause 
changes  in  the  bladder,  and,  on  looking  up  the  literature  on  this 
subject,  I  have  found  a  number  of  cases  in  which  the  condition 
of  the  bladder  was  noted  during  the  time  when  pus  was  coming 
down  from  the  kidney ;  in  a  number  of  these  instances  the  report 
distinctly  stated  that  the  bladder  wall  was  normal.  Of  more  fre- 
quent occurrence  perhaps  is  a  pyelitis,  especially  the  form  seen 
in  pregnancy.  Here  we  have  a  very  large  discharge  of  pus  from 
the  kidney,  and  yet  the  patient  will  complain  of  no  symptoms 
at  all  on  the  part  of  the  bladder,  except,  perhaps,  at  the  beginning 
of  the  trouble.  Then  there  is  occasionally  increased  frequency 
of  micturition  which  lasts  a  little  while,  but  soon  subsides,  and  the 
patient  does  not  have  to  urinate  more  than  the  ordinary  number 
of  times  in  spite  of  the  fact  that  she  is  passing  large  amounts  of 
pus  in  the  urine. 

The  bladder  in  these  cases  has  a  peculiar  appearance ;  it  has  a 
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glossy  look,  as  though  it  was  covered  with  starch,  and  it  is 
slightly  redder  than  normal;  other  than  this  there  is  no  change. 
These  bladders  should  be  left  alone;  if  you  attempt  any  treat- 
ment you  are  very  apt  to  cause  trauma,  and  this  leads  to  cystitis 
which  you  are  so  anxious  to  avoid. 

Dr.  Harrison  has  spoken  of  having  curetted  the  bladder  in  many 
cases,  and  with  beneficial  results.  I  evidently  did  not  make  my- 
self clear  when  I  touched  upon  this.  I  think  that  cases  such 
as  Dr.  Harrison  mentions  are  greatly  benefited  by  curetting.  As 
he  stated,  lesions  that  are  entirely  confined  to  the  trigone  are 
sometimes  of  a  papillomatous  nature,  and  this  form  is  greatly 
benefited  by  curetting.  But  these  lesions  are  superficial,  and  a 
thorough  curetting  will  remove  them  entirely  and  leave  a  healthy 
granulating  surface  below.  The  kind  of  cystitis  which  is  not 
benefited  by  curetting,  but,  on  the  other  hand,  is  distinctly  made 
worse,  is  that  form  in  which  the  lesions  are  not  superficial,  but 
deep.  It  is  difficult  to  imagine  how  a  curetting  could  do  any 
good  in  cases  in  which  the  bladder  is  involved  throughout  its 
entire  extent,  from  the  internal  to  the  external  surface ;  the  curette 
can  here  only  do  harm. 

The  treatment  which  has  given  me  the  best  results  after  cys- 
totomy is  simple  and  efficacious.  The  patient  takes  at  home, 
preferably  with  assistance,  two  copious  vesical  douches  of  two 
per  cent,  boracic  acid  solution,  using  about  six  quarts  each  time. 
The  fluid  flows  through  a  catheter,  which  is  passed  through  the 
urethra  into  the  bladder,  and  the  solution  thoroughly  flushes  the 
cavitv  and  comes  away  through  the  fistula  into  the  vagina. 

An  annoying  complication  after  cystotomy  is  the  deposition 
of  lime  salts  about  the  edges  of  the  fistula.  This  deposition  is 
very  irritating  and  causes  a  great  deal  of  pain.  The  best  treat- 
ment is  to  scrape  the  salts  off  with  a  curette  and  immediately  apply 
nitrate  of  silver  to  the  raw  surface. 

Prolapse  of  the  bladder  membrane  is  not  of  very  frequent  oc- 
currence. It  is  almost  never  seen  in  young  people,  and  is  much 
more  common  in  women  who  have  passed  the  age  of  forty  or 
thereabouts.  In  these  cases  the  tissues  are  lax,  and  the  pelvic 
contents,  including  the  bladder  wall,  have  a  tendency  to  fall  down, 
especially  if  the  patient  has  had  children. 

A  vaginal  fistula,  while  it  ensures  comfort  and  gives  relief  from 
the  pain,  is  nevertheless  an  annovance,  and  requires  constant  at- 
tention and  care  on  the  part  of  the  patient.  A  good  deal  of 
annoyance  may  be  avoided  by  wearing  a  well  fitting  pessary  which 
collects  the  urine  as  it  drops  from  the  vagina ;  this  pessary  is 
connected  with  a  reservoir  by  means  of  a  tube,  and  if  it  is 
properly  made  it  collects  every  drop  of  urine,  and  keeps  the  patient 
dry.  The  apparatus  requires  a  great  deal  of  care,  and  should  be 
boiled  every  day.  The  patient  should  receive  instructions  in 
regard  to  absolute  cleanliness,  especially  cleanliness  of  the  hands. 
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Rubber  gloves  should  be  worn,  and  taken  care  oi  in  the  usual 
way. 

I  have  had  no  experience  with  gomenol,  nor  with  the  albuminoid 
preparations  of  silver  mentioned  by  Dr.  Wells,  and  I  can  give 
Dr.  Wells  no  information  in  regard  to  double  infection  of  the 
bladder  by  the  colon  bacillus  in  the  cases  which  he  mentions. 


TRANSACTIONS  OF  THE  SECTION  IN  GYNE- 
COLOGY    OF      THE     COLLEGE     OF 
PHYSICIANS  OF  PHILADELPHIA. 


Meeting  of  March  21,  1907. 
The  President,  John  G.  Clark,  M.D.,  in  the  Chair. 

SYMPOSIUM    ON    THE  ABDOMINAL   WOUND.* 

The  following  papers  were  read : 

THE  ABDOMINAL  WOUND ITS  IMMEDIATE  AND  AFTER  CARE. 

Dr.  Charles  P.  Noble. 

GASTROINTESTINAL  COMPLICATIONS  FOLLOWING  ABDOMINAL 
OPERATIONS. 

Dr.  F.  F.  Simpson,  Pittsburg. 

CARDIAC    AND   VASCULAR    COMPLICATIONS    FOLLOWING    ABDOMINAL 

OPERATIONS. 

Dr.  G.  Brown  Miller,  Washington. 

RENAL  COMPLICATIONS  FOLLOWING  ABDOMINAL  OPERATIONS. 

Dr.  Stephen  E.  Tracy. 

DISCUSSION. 

Dr.  Richard  C.  Norris  :  I  was  particularly  interested  in  Dr. 
Simpson's  remarks  about  the  delay  in  operating  in  inflammatory 
cases  and  the  apparently  good  results  he  obtains  by  that  delay. 
This  comes  as  a  new  thought  to  me.  My  personal  feeling  is  that 
we  sometimes  lose  valuable  time  by  prolonged  delay  in  operating 
on  most  inflammatory  cases,  and  unless  I  change  my  opinion  by 
further  investigation  of  such  cases,  I  shall  continue  to  operate 
in  the  inflammatory  stage  and  thus  help  nature  to  prevent  those 
very  adhesions,  infiltrated  tissues  and  necrotic  lesions  which  add 
to  morbidity  and  a  mortality,  and  which  in  the  earlier  days  of 
the  gynecological  and  obstetrical  societies  we  were  taught  to  avoid 
by  prompt  operation.     The  only  class  of  cases  to  which  delay 

♦See  original  articles,  pages  328,  332,  347,  and  358. 
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seems  appropriate  is  that  of  localized  pelvic  abscess,  delaying  only 
for  vaginal  incision  and  drainage.  Dr.  Simpson's  experience  dif- 
fers from  ours,  and  it  behooves  us  to  look  into  this  matter  to  de- 
termine which  practice  really  is  better. 

I  think  the  method  of  suture  helps  to  determine  whether  a  pa- 
tient shall  leave  her  bed  soon  after  operation  or  not.  For  exam- 
ple, a  man  who  uses  catgut  in  tier  sutures  and  no  supporting  in- 
terrupting sutures  of  other  material,  would  be  foolhardy  to  let  his 
patient  get  out  of  bed  as  early  as  the  man  who  keeps  the  wound 
supported  with  a  few  interrupted  sutures.  I  maintain  that  the  few 
interrupted  sutures,  in  addition  to  catgut  tier  sutures,  have  an 
advantage  in  preventing  hemorrhage  into  the  lateral  planes  of  the 
tissues  and  thus  prevent  the  occurrence  of  hematoma,  which  helps 
to  break  open  some  of  the  wounds  at  a  late  period  if  this  method 
of  suture  has  not  been  employed. 

The  whole  subject  of  thrombosis  and  embolism  following  oper- 
ations is  still  a  mystery  to  us.  I  do  wish  that  the  pathologists 
could  throw  some  light  on  these  questions  and  give  us  more  defi- 
nite knowledge  of  the  etiology  of  this  accident 

I  have  been  much  interested  in  all  the  papers  of  the  evening  but 
the  late  hour  does  not  permit  discussion  of  one's  experiences  with 
the  various  complications  that  have  been  mentioned 

Dr.  John  B.  Deaver  :  I  have  very  little  to  say,  except  that  I  am 
sorry  to  notice  that  my  friend,  Dr.  Noble,  expresses  himself  in 
favor  of  methods  which  belong  to  the  fracture-box  age  I  think 
Philadelphia  is  about  the  only  place  where  the  fracture-box  is 
used ;  elsewhere  fractures  are  treated  with  plaster-of- Paris  dress- 
ings Dr.  Noble  speaks  of  keeping  patients  in  bed  for  a  certain 
length  of  time  and  says  that  he  has  many  cases  of  phlebitis  Before 
1  allowed  my  patients  to  get  out  of  bed  as  early  as  now  I  saw  an 
occasional  phlebitis.  Last  year  I  saw  but  one  femoral  phlebitis 
i  hat  was  in  septic  appendicitis  and  lasted  but  a  short  time 

I  noticed  what  Dr.  Noble  said  relative  to  the  suturing  of 
wounds,  and  I  especially  admire  his  recommendation  and  practice 
overlapping  the  aponeurosis.  I  do  not  think  there  is  any  doubt  that 
you  offer  better  security  by  the  overlapping  of  a  third  of  an  inch 
than  by  uniting  edge  to  edge. 

I  agree  also  with  Dr.  Noble  as  to  the  propriety  of  using  the  tier 
sutures  of  catgut.  As  he  has  said,  some  persons  prefer  kangaroo 
tendon,  but  I  do  not  think  it  so  advantageous.  I  let  my  patients 
out  of  bed  in  two  or  three  davs  and  my  results  have  been  very 
satisfactory.  I  have  no  hesitancy  after  operating  for  fibroid  to 
allow  the  woman  to  walk  the  following  week.  She  will  have  no 
pain  in  the  back,  no  eructations.  In  all  my  gallstone  cases  I  insist 
upon  the  patients  being  active.  Formerly  I  have  seen  an  occa- 
sional pulmonary  embolism,  but  I  have  not  seen  one  in  the  last 
year;  Many  of  the  gynecological  cases  would  not  become  neuras- 
thenic if  they  were  not  kept  in  bed  for  five  and  six  weeks.     In 
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hearing  Dr.  Mitchell  speak  of  post-operative  neurasthenia,  I 
thought  perhaps  the  neurologist  was  responsible  for  the  condition 
by  being  too  late  in  sending  the  case  to  the  surgeon  to  have  the 
lesions  removed  which  caused  the  neurasthenia.  Now  I  believe 
the  condition  is  largely  due  to  the  fact  that  patients  are  pampered 
and  nursed  too  much. 

The  question  of  gastrointestinal  disturbance  as  brought  out 
by  Dr.  Simpson  is  interesting.  I  have  done  many  thousand  oper- 
ations and  never  had  a  case  of  acute  dilatation  of  the  stomach  or 
one  of  gastric  tetany.  Regarding  the  question  of  buried  stumps, 
I  never  have  time  to  bury  stumps.  I  do  an  average  of  1,400  oper- 
ations a  year,  last  year  having  2,200,  and  have  seen  no  case  of  in- 
testinal obstruction.  I  can  recall  but  one  case  of  intestinal  dis- 
turbance attributed  to  obstruction  with  the  stump.  Four  days 
after  the  operation  the  patient  began  to  vomit.  The  belly  was 
opened  and  the  small  intestine  was  found  hitched  up  to  the  right 
stump. 

These  are  all  interesting  questions  that  have  been  brought  up, 
and  I  would  like  to  ask  my  gynecological  friends  not  to  live  away 
back  in  the  dark  ages  any  longer,  but  to  get  their  patients  out  of 
bed  early. 

Dr.  George  M.  Boyd  :  I  would  like  to  mention  a  case  ot  rupture 
of  the  abdominal  wound  in  a  case  operated  upon  for  fibroid  tumor. 
I  used  non-absorbable  sutures  and  removed  them  on  the  ninth 
day.  On  the  eleventh  day  the  patient  had  a  vomiting  and  cough- 
ing attack  and  to  my  surprise  and  chagrin  I  found  the  wound 
gaping  and  a  large  knuckle  of  bowel  protruding.  This  rupture  of 
the  wound  did  not  take  place  until  the  eleventh  day.  Prior  to 
that  time  it  had  been  my  custom  to  remove  the  sutures  of  the 
abdominal  wound  as  early  as  the  eighth  or  ninth  day.  That  rup- 
ture of  the  incision  has  been  a  lesson  to  me,  and  to  guard  against 
a  repetition  of  the  accident  I  invariably,  when  through-and- 
through  non-absorbable  sutures  are  used,  allow  them  to  remain 
for  a  longer  time. 

Dr.  Noble  closes :  The  first  point  with  reference  to  Dr.  Simp- 
son's paper  which  attracted  me  was  his  advocacy  of  the  svstematic 
waiting  before  operation  for  pelvic  inflammatory  trouble.  Tn  a 
general  way  I  quite  agree  with  him  about  this,  and  it  lias  been  the 
outcome  of  my  own  experience  that  this  is  a  wise  plan  t<>  follow. 
Attacking  the  subject  from  a  different  standpoint.  I  analyzed  all 
the  cases  T  had  operated  on  for  pus  in  the  pelvis,  to  ascertain  the 
results  of  the  different  methods  of  operating.  I  found  that  where 
the  older  methods  were  used  of  removing  the  appendages,  one  or 
both,  there  had  been  a  mortality  of  6  per  cent.,  including  the 
cases  in  which  wc  had  pus  tubes  or  abscess  of  the  ovary.  When  a 
hysterectomy  was  done  the  mortality  was  -?  per  cent.  Tf.  however, 
in  addition  to  the  pus  tube  or  abscess  of  the  ovarv  there  was  an  in- 
traperitoneal abscess,  the  mortality  was  25  or  30  per  cent.     As  a 
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matter  of  practical  experience,  in  the  older  davs,  I  was  driven  to 
a  practice  similar  to  that  advocated  by  Dr.  Simpson,  namely  the 
more  acute  the  inflammation,  the  more  dangerous  is  the  operation. 
It  has  been  my  practice  for  years  in  all  the  cases  in  which  the  in- 
flammation was  sufficiently  violent  to  threaten  life,  where  we 
had  abscess,  to  drain  through  the  vagina  and  to  wait  until  the 
acute  symptoms  had  subsided  before  operating  further. 

As  to  the  exact  time  of  operation,  I  have  not  been  so  systematic, 
but  I  am  satisfied  that  it  is  far  safer  to  operate  after  the  germs 
are  dead  than  when  they  are  alive.  Also,  we  can  do  better  work 
if  we  wait  until  the  exudate  has  disappeared.  This  avoids  all  ne- 
cessity for  drainage  and  prevents  post-operative  sequelae. 

Dr.  Simpson  referred  to  post-operative  obstruction.  I  have 
had  a  number  of  cases  where  this  obstruction  seemed  to  be  due 
simply  to  a  paretic  bowel.  The  first  one  I  saw  was  in  the  prac- 
tice of  Dr.  Boyd,  following  labor.  The  woman  had  twins,  or 
hydramnios,  at  all  events  a  very  great  distention  of  the  abdomen, 
and_  following  labor  she  developed  obstruction  of  the  bowels.  On 
section  there  was  no  trouble  in  the  peritoneum,  but  the  bowel  was 
paralyzed  and  she  subsequently  died.  I  have  had  several  cases 
following  operation  in  which  the  same  thing  was  true  ;  not  only 
was  no  peritonitis  present,  but  a  careful  bacteriological  examina- 
tion showed  no  infection,  and  yet  the  patient  died  from  obstruc- 
tion. I  am  sure  death  was  due  to  the  paretic  bowel ;  what  caused 
the  paralysis  was  not  demonstrated. 

With  reference  to  acute  dilatation  of  the  stomach,  I  am  sure 
that  in  the  lesser  degrees  of  dilatation  recovery  often  takes  place, 
provided  the  stomach  tube  is  used  early  and  systematically.  This 
question  was  first  brought  to  my  attention  some  vears  ago  bv 
suspecting  that  I  had  a  case  of  obstruction  of  the  bowel  following- 
operation,  where  I  reopened  the  abdomen  and  found  the  entire 
abdomen  filled  with  the  stomach.  By  putting  the  stomach  tube 
in  with  the  patient  on  the  table,  the  entire  contents  ran  out  into  a 
bucket.  The  patient  died  because  the  added  operation  was  suffi- 
cient to  turn  the  scale  against  her.  That  case  taught  me  the  lesson 
of  using  the  stomach  tube  whenever  persistent  vomiting,  more 
especially  with  distention  in  the  upper  abdomen,  is  present.  Cases 
which  I  used  to  think  died  of  septic  peritonitis  now  get  well  with 
the  use  of  the  stomach  tube. 

I  have  been  much  interested  in  Dr.  Miller's  paper  because  this 
subject  Of  phlebitis  and  embolism  has  interested  me  particularly, 
as  I  could  never  satisfy  myself  with  an  explanation  of  the 
situation.  I  have  had  my  share  of  phlebitis  and  probably  of  em- 
bolism also.  I  have  also  been  impressed  with  the  fact  that  sepsis 
had  little  to  do  with  it  because  most  of  the  cases  in  my  experience 
have  been  in  non-septic  patients.  The  operations  were  for  non- 
septic  conditions  and  the  course  of  the  cases  not  that  to  make  one 
believe  that  sepsis   played   a    role.     The   figures   of  Dr.   Miller 
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support  that  idea.    While  sepsis  does  play  a  role,  it  is  a  small  one. 

I  am  hopeful  that  permitting  patients  more  freedom  after  opera- 
tions may  be  of  service  in  this  direction,  but  I  think  we  must  wait 
before  we  can  draw  any  definite  deductions.  I  do  not  think  we 
have  any  evidence  at  present. 

The  combination  of  interrupted  sutures  with  tier  sutures,  to 
which  Dr.  Norris  alludes,  no  doubt  has  advantages,  but  I  think  not 
so  much  from  the  standpoint  he  mentions  as  because  it  tends  to  pre- 
vent the  formation  of  dead  spaces.  I  think  if  we  study  the  question 
of  the  burstingopen  of  non-suppurating  wounds  we  find  that  it  usu- 
ally occurs  so  late  that  the  interrupted  sutures  would  have  been  re- 
moved. The  accident  often  occurs  as  late  as  the  thirteenth  day, 
and  as  a  rule  interrupted  sutures  have  been  removed  prior  to  that 
time.  While  the  combination  has  some  advantages,  I  do  not  be- 
lieve it  will  prevent  this  accident,  which  is  due  to  a  failure  of  union 
rather  than  to  the  method  of  suture.  It  is  due  more  particularly  to 
some  trouble  with  the  vitality  of  the  patient,  which  prevents  proper 
reparative  processes  going  on. 

Dr.  Deaver  has  spoken  of  the  gynecologists  being  in  the  frac- 
ture-box age.  I  think  that  if  the  doctor  will  look  up  the  literature 
of  the  question  he  will  find  that  just  as  in  the  past  the  general 
surgeons  have  followed  the  gynecologists,  so  in  this  they  are  fol- 
lowing the  lead  of  a  gynecologist. 

Boldt  of  New  York,  a  gynecologist,  introduced,  and  is  the  chief 
apostle  of  the  practice.  Whether  Dr.  Deaver  is  wise  in  following 
him  or  not  I  think  we  must  wait  for  the  evidence  to  show.  Also 
I  believe  that,  just  as  the  general  surgeons  in  the  past  have  fol- 
lowed the  gynecologists  in  good  lines  of  technique,  so  they  will 
follow  us  by  covering  over  pedicles  and  spending  a  little  more 
time  in  obtaining  a  finished  technique  rather  than  in  hastening  the 
ultimate  minimum  of  time  in  which  it  is  possible  to  hurry  through 
an  operation. 

Dr.  Simpson,  closing:  I  wish  first  to  thank  your  society  for 
the  privilege  of  being  with  you  this  evening  and,  further,  to  add 
my  testimony  to  the  value  of  the  method  of  overlapping  the  fascia 
brought  out  some  years  ago  by  Dr.  Noble.  The  clean  dissection 
of  fat  which  permits  fascia  to  be  brought  into  contact  with  fascia 
is  an  extremely  important  feature  of  that  method.  Let  me,  fur- 
ther, commend  the  work  of  Dr.  Tracy.  The  kidneys  play  a  very 
important  role  after  operation  by  eliminating  post-operative  poi- 
sons. They,  accordingly,  require  very  close  watching.  In  1898 
I  made  a  critical  study  of  the  urine  and  clinical  course  of  the 
preceding  thousand  patients  subjected  to  major  gynecological 
operations,  my  connection  with  these  cases  being  as  assistant  or 
operator.  Albumin  and  casts  were  present  in  1.7  per  cent,  of  the 
cases.  Four  per  cent,  showed  evidence  of  transient  renal  insuffi- 
ciency. The  prophylaxis,  etiology,  time  of  onset,  sequence  of 
symptoms,  urinary  findings,  duration  of  disease,  and  specific  line 
of  treatment  are  so  uniform  in  occurrence,  and  so  characteristic 
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as  to  constitute  a  definite  disease  entity.     Its  important  bearing 
upon  the  result  of  operation  entitles  it  to  a  definite  name. 


TRANSACTIONS  OF  THE 

WASHINGTON  OBSTETRICAL  AND 

GYNECOLOGICAL  SOCIETY. 


Meeting  of  April  9,  1907. 
The  President,  G.  N.  Acker,  M.D.,  in  the  Chair. 
Dr.  Moran  presented  the  report  of  a 

CASE    OF    RECURRENT    ECTOPIC    PREGNANCY. 

Mrs.  K.,  age  34,  married  April  27,  1898.  Menses  regular  and 
painless.  Missed  period  in  October,  1898.  On  December  4  was 
seized  with  cramps  in  abdomen,  followed  by  scanty,  bright  flow. 
Admitted  to  Columbia  Hospital,  December  29.  Examination 
revealed  a  mass  behind  and  to  right  of  uterus.  Diagnosis,  tubal 
pregnancy.  Operation  by  Dr.  Stone,  January  4,  1899.  Right 
ovary  and  tubes  removed.  Recovery  prompt.  One  year  later 
again  pregnant,  went  to  term,  and  was  delivered  with  forceps  on 
account  of  inertia.  Second  child  was  born  two  and  a  quarter 
years  after;  labor  very  rapid.  Experienced  good  health  and 
periods  recurred  regularly  until  last  January.  February  16,  two 
weeks  after  regular  term,  became  unwell ;  flow  apparently  normal 
until  the  19th,  when  it  became  profuse  and  attended  with  severe 
abdominal  pain  and  pressure  upon  the  rectum.  Also  noticed 
shreds  in  the  discharge.  Examination  March  25  by  Drs.  Moran 
and  Stone  showed  a  mass  behind  the  uterus  and  apparently  at- 
tached to  it.  Owing  to  rigidity  of  the  abdominal  muscles  the 
upper  limit  of  the  mass  could  not  be  determined.  Naturally, 
from  the  previous  history  ectopic  pregnancy  was  suspected,  but 
the  resistant  character  of  the  mass  indicated  the  possibility  of 
retroflexion  or  a  small  fibroid  in  the  posterior  wall.  Operation 
performed  by  Dr.  Stone,  April  3.  Mass  behind  and  to  the  left  of 
the  uterus  composed  of  tube,  ovary,  and  coagulum.  Several 
ounces  of  fluid  and  coagulum  in  pelvic  cavity.  Diagnosis  of  tubal 
pregnancy  confirmed  by  pathologist's  examination,  April  17.  Two 
weeks  since  operation.     Patient  sitting  up. 

Dr.  Fry  said  that  he  was  recently  called  in  consultation  by 
Dr.  Morgan  to  see  a  case  who  gave  a  history  of  ectopic  gestation. 
The  woman  had  given  birth  to  a  child  eight  or  ten  years  before. 
She  had  caught  cold  and  was  suffering  with  abdominal  pain. 
Confined  to  her  bed  two  weeks.  Examination  showed  a  mass  to 
the  left  of  the  uterus  which  felt  like  a  fibroid  tumor.    It  was  situ- 


392  TRANSACTIONS  OF  THE 

ated  high  in  the  pelvis  and  there  was  slight  fluctuation  posteriorly. 
The  diagnosis  of  extrauterine  pregnancy  with  broad  ligament 
rupture  was  made,  and  the  mass  was  opened  by  way  of  the  vagina. 
About  one  quart  of  dark,  tarry  blood  and  clots  was  evacuated. 
Two  drainage  tubes  were  placed  in  sac,  one  high  and  the  other  in 
the  bottom  of  the  sac,  and  the  sac  was  thoroughly  washed  out 
through  the  tubes.  The  patient,  who  was  weak  and  anemic,  ran 
a  septic  temperature  for  several  weeks,  in  spite  of  this  thorough 
cleansing.  All  his  cases  of  this  kind  had  this  temperature  follow- 
ing this  operation,  and  he  wished  to  know  if  other  operators  had 
the  same  experience  in  their  cases. 

Dr.  Carr  said  that  a  few  years  ago  at  the  Emergency  Hospital 
he  operated  upon  a  right  tubal  pregnancy,  and  in  six  months  upon 
the  same  woman  for  a  similar  condition  in  the  left  tube. 

Dr.  Stone  said  that  the  amount  of  blood  in  the  abdominal 
cavity  in  the  case  was  several  ounces.  The  condition  was  not  a 
rupture  of  a  tubal  pregnancy,  but  a  tubal  abortion,  and  the  mass 
was  due  to  encapsulating  lymph  over  the  escaped  blood.  With 
regard  to  Dr.  Fry's  case,  the  septic  temperature  might  have  been 
due  to  blood  high  in  the  abdominal  cavity.  In  delayed  cases  the 
fever  was  due  to  absorption. 

Dr.  Bovee  said  that  he  would  like  to  qualify  the  statement  of 
Dr.  Stone  that  he,  Dr.  Bovee,  had  advocated  the  vaginal  operation 
in  all  cases,  by  stating  that  he  had  done  so  only  in  the  early  cases. 
He  had  now  abandoned  it.  The  temperature  in  cases  like  Dr. 
Fry's  was  due  to  infection.  All  cases  opened  through  the  vagina 
became  infected. 

Dr.  Stone  reported  a  case  of 

MYOMA,    CARCINOMA    OF    THE    CERVIX,    AND    SALPINGITIS. 

Mrs.  M.,  aged  47,  white,  had  had  history  of  pain  and  hemor- 
rhage and  consequent  anemia.  Blood:  white  cells,  13,500;  hemo- 
globin, 80  per  cent.  Appearance  suggestive  of  cachexia.  Tumor 
in  pelvis  size  of  fetal  head.  The  fundus  was  movable;  the  cervix 
greatly  enlarged,  inelastic,  and  nodular.  Its  appearance  indicated 
a  former  stellate  laceration.  The  "portio"  was  pale,  and  there 
was  evidence  of  diminished  mobility.  On  each  side  of  the  body 
and  low  down  were  two  large  masses  (pus  tubes).  There  was  no 
positive  evidence  of  parametric  involvement.  The  abdomen  was 
opened  from  the  pubis  to  within  two  inches  of  the  umbilicus.  No 
omental  or  intestinal  adhesions.  The  fundus  of  the  uterus  was 
greatly  enlarged,  due  to  a  single  large  myoma  1  three  and  one-half 
inches  in  diameter).  The  adnexa  were  very  much  diseased,  the 
ovaries  not  so  much  enlarged  and  involved  as  the  tube-.  The  left 
tube  was  six  inches  long,  the  right  eight.  A  parovarian  cyst,  one- 
half  ounce,  on  one  side.  Both  tubes  were  distended  with  pus.  one 
and  a  half  ounces  in  right  tube,  and  one  in  left.  The  ovarian  and 
round  ligament  arteries  were  ligated  on  each  side.  The  bladder 
was   separated    from   the   anterior   surface   and   the   whole    para- 
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metrium  exposed.  The  left  ureter  was  seen  passing  through  hard, 
possibly  condensed  and  infected  connective  tissue,  which  firmly 
clamped  the  ureter,  which  was  perceptibly  larger  than  the  right. 
The  left  uterine  artery  was  ligated  one  inch  outside  of  the  ureter. 
The  dissection  was  comparatively  easy,  and  severe  hemorrhage 
was  easily  avoided.  The  mass  of  suspected  connective  tissue 
was  removed,  and  there  was  but  little  evidence  of  glandular 
involvement  outside  of  the  ureters  or  between  them  and  the  pelvic 
wall.  The  only  vessels  that  gave  trouble  were  those  found  below  the 
uterine  arteries,  the  vaginal  or  branches  of  the  hemorrhoidal.  The 
cuff  of  vagina  attached  to  the  cervix  was  not  all  of  that  organ 
which  was  removed.  Other  portions  were  excised  after  the  speci- 
men was  removed.  As  the  left  appendage  was  brought  up  from  its 
position  below  and  to  the  left  of  the  uterus,  a  thick  and  inelastic 
portion  of  the  uterine  growth  with  its  peritoneal  cover  was  torn 
away,  causing  persistent  bleeding  until  the  region  was  excised 
along  with  the  upper  portion  of  the  vagina. 

Length  of  uterus  from  cervix  to  fundus  was  SJ/2  inches.  Speci- 
men showed  carcinoma  of  cervix  of  squamous  cell  type.  The 
vagina  wras  involved, and  there  was  also  inflammatory  thickening  of 
its  walls.  Sections  taken  from  different  portions  of  the  cervix 
showed  more  or  less  infiltration  of  entire  cervical  portion  of  the 
uterus.  The  connective  tissue  outside  the  uterus  was  not  micro- 
scopically examined  by  the  pathologist.  There  was  every  reason  to 
think  an  invasion  of  the  parametrium  had  begun.  Since  opera- 
tion the  patient's  condition  had  not  caused  anxiety,  although  she 
had  had  pain  and  had  asked  for  anodvnes,  which  had  occasionally 
been  allowed  because  she  had  evidently  been  accustomed  to  the 
use  of  morphia. 

Dr.  Bovee  said  that  the  combination  of  carcinoma  and  myoma 
was  considered  bv  many  to  be  extremely  rare,  whereas  malignant 
growths  were  present  in  5  per  cent,  of  cases  of  fibroids. 

Dr.  Fry  said  that  in  this  case  he  did  not  believe  the  woman 
would  live  any  longer  than  if  the  operation  had  not  been  done. 
With  extensive  involvement  of  the  vagina  or  broad  ligaments 
hysterectomy  would  not  cure.  He  rarely  met  with  a  case  of  car- 
cinoma of  the  cervix  where  he  performed  a  radical  operation.  He 
preferred  the  cautery. 

Dr.  Miller  said  that  Wertheim's  statistics  were  so  good  that 
he  believed  that  by  a  radical  operation,  according  to  his  method, 
manv  more  cures  could  be  effected  than  was  now  the  case  by 
cauterization,  zinc  chloride  applications,  and  less  radical  opera- 
tions. Since  1898  Wertheim  had  been  following  the  method  now 
used,  and  had  operated  upon  345  cases  of  cervical  carcinoma. 
Fifty  per  cent,  of  all  cases  presenting  themselves  had  been  sub- 
jected to  the  radical  operation,  and  after  five  vears  60  per  cent 
of  these  cases  were  free  from  recurrences.  His  mortality  was 
large  (15  to  18  per  cent,  in  the  beginning,  and  in  the  last  100 
cases  8  per  cent.),  but  he  apparently  cured  at  least  25  per  cent,  of 
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all  cases.  This  record  was  unequalled  by  any  other  method  of 
treatment.  It  therefore  behooved  us  to  so  perfect  our  technique 
as  to  equal  or  approach  his  results. 

Dr.  Stone  said  that  he  could  find  only  twenty-four  recorded 
cases  where  there  was  an  actual  change  of  a  fibroid  into  carcinoma, 
and  fewer  cases  where  a  sarcomatous  degeneration  occurred.  In 
many  cases  the  conditions  were  associated.  Many  removed  the 
cervix,  but  he  did  not  think  it  necessary,  on  account  of  the  possible 
occurrence  of  carcinoma  developing  there  after  the  supravaginal 
amputation. 

Dr.  Stone  reported  a  case  of 

HYSTERECTOMY    FOR    HYPERTROPHY    OF    THE    UTERUS    WITH    HEM- 
ORRHAGE. 

Mrs.  S.,  aged  45,  had  a  history  of  curettage  five  years  previously. 
Uterus  very  large  and  retroverted.  A  fibroma  of  small  size  was 
suspected.  Hysterectomy  was  done  March  27,  1907.  The  appear- 
ance of  the  cervix  was  suspicious,  and  it  was  decided  to  remove  the 
organ.  On  account  of  its  size  it  was  decided  to  open  the  abdomen. 
The  uterus  appeared  mottled  and  very  much  enlarged.  The 
adnexa  were  not  greatly  changed  in  appearance,  but  the  tubes 
were  long  and  distorted.  The  uterus  was  removed.  The  opera- 
tion was  begun  in  the  vagina,  the  cervix  ringed ;  vagina  packed 
with  gauze.  The  uterus  was  5  inches  long,  3  wide,  2.Y/2  thick. 
Walls  3/2  to  1%  inches  thick.  When  divided  the  walls  showed 
large  vessels,  No  nodules  were  seen.  The  mucosa  was  not  greatly 
thickened.  The  thick  portion  was  curetted  away.  Diagnosis : 
hypertrophy  with  retroversion,  glandular  hypertrophy  of  cervix. 

Dr.  Prentiss. — Simple  hypertrophy  of  the  uterus  was  a  rare 
condition,  and  he  could  not  see  why  it  should  occur.  The  speci- 
men was  more  likely  to  be  a  fibromyoma. 

Dr.  Fry  reported  his  third  case  of 

vaginal  cesarean  section  for  eclampsia. 

B.  N.,  colored,  unmarried,  aged  16  years,  primipara,  was 
brought  to  Columbia  Hospital  in  an  unconscious  condition.  She 
had  had  five  convulsions  before  admission  and  four  more  soon 
after  arrival  at  the  hospital.  Urine  heavy  with  albumin  and  casts 
abundant.  Morphia  and  veratrum  viride  were  given  hypodermi- 
cally.  She  was  eight  months  pregnant ;  comatose  ;  no  labor  pains  ; 
cervix  not  effaced;  heart  sounds  distinct  in  left  lower  quadrant. 
She  was  sent  to  the  operating  room  and  delivered  with  forceps 
after  vaginal  Cesarean  section.  Anterior  incision  only.  She 
remained  comatose  forty-eight  hours  afterwards,  but  made  an 
uneventful  recovery.  Urine,  one  week  after  operation,  was  free 
from  casts,  and  a  small  quantity  of  albumin  only  was  found.  The 
infant  weighed  7  pounds  12  ounces.  It  was  asphyxiated,  but 
revived.  It  had  several  relapses  during  the  day,  and  died  the 
next  night  from  toxemia. 
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Dr.  Sprigg  said  that  he  had  operated  upon  two  other  cases  at 
the  ^Columbia  Hospital  for  eclampsia,  doing  the  vaginal  Cesarean 
section.  The  last  was  an  enormously  fat  woman  with  tremendous 
buttocks,  which  rendered  the  operation  very  difficult. 

Dr.  Miller  asked  the  indications  for  vaginal  Cesarean  section 
in  eclamptic  cases.  In  the  majority  of  cases  with  pregnancy  at  the 
sixth  or  seventh  month,  where  the  child  was  not  viable,  as  was 
the  case  in  most  of  the  cases  just  recited,  he  did  not  think  the 
operation  necessary,  In  two  cases  of  eclampsia  seen  recently,  both 
primiparae,  he  had  no  difficulty  in  dilating  the  cervix  sufficiently 
to  do  a  version  and  deliver  the  child. 

Dr.  Fry  said  the  six  cases  that  had  been  done  at  the  Columbia 
Hospital  had  all  been  unfavorable  cases.  The  uterus  had  been 
emptied  promptly.  All  were  cases  of  extreme  toxemia,  and  all 
had  recovered.  All  of  the  children  had  been  lost.  In  regard  to 
Dr.  Miller's  question,  he  would  say  that,  as  a  rule,  in  primiparae 
one  could  not  dilate  the  cervix,  while  in  multiparas  one  could. 

Dr.  Fry  also  reported  a  case  of 

FIBROID  UTERUS, 

of  interest  for  two  reasons :  First,  in  connection  with  discussion 
of  the  subject  of  last  meeting — removal  of  appendages  for  fibroids. 
In  this  case  one  appendage  was  found  down  under  the  tumor,  and 
the  tumor  itself  was  adherent  and  bound  down  to  the  pelvis. 
Second,  the  case  showed  the  importance  of  preparatory  treat- 
ment. The  woman  had  allowed  herself  to  bleed  because  she 
thought  it  was  change  of  life.  She  was  almost  exsanguinated; 
hemoglobin,  30  per  cent. ;  red  corpuscles,  a  little  over  2,000,000. 
She  was  sent  to  the  hospital  and  kept  under  treatment  five  weeks. 
Her  menses  were  kept  back  with  gauze  tampons.  Hemoglobin  and 
red  corpuscles  gradually  increased,  and  were  respectively  80  per 
cent,  and  4,000,000  at  the  time  of  operation.  She  made  an  excel- 
lent recovery. 

Dr.  Stone  said  that  in  the  preparatory  treatment  rectal  injec- 
tions of  salt  solution  gave  good  results.  He  did  not  see  how  the 
tamponing  of  the  vagina  did  any  good.  Salt  solution,  however, 
filled  a  long-felt  want  in  these  cases. 

Dr.  Bovee  emphasized  what  Dr.  Stone  had  said  about  the  use 
of  salt  solution.  In  one  case  he  had  increased  the  amount  of  hem- 
oglobin from  17  per  cent,  to  75  per  cent,  in  four  weeks.  He 
regarded  it  as  the  best  remedy  which  we  had  in  these  cases.  He 
practically  used  it  exclusively  in  cases  of  extreme  anemia  pre- 
paratory to  operation. 

Dr.  Fry  said  that  his  patient  had  bled  profusely  at  her  periods. 
Tampons  and  compresses  to  the  vagina  with  a  "T"  bandage  had 
controlled  the  flow.  Salt  solution  was  useful  in  addition  to  food, 
iron,  etc. 

Dr.  Fry  reported  a  case  of 
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PUBIOTOMY. 

Dr.  Fry  was  called  in  consultation  by  Dr.  Roman  on  Sunday 
morning,  March  17,  1907.  The  patient  had  been  under  ether  for 
two  hours,  and  high  forceps  had  failed  to  deliver  the  child.  The 
woman  was  a  primipara,  36  years  of  age,  and  very  stout.  The 
perineum  was  torn  and  the  vulva  badly  contused.  Labor  had 
commenced  Saturday  afternoon.  The  head  was  at  the  brim  with 
a  large  caput  succedaneum ;  position  transverse ;  occiput  to  the 
left.  Flat  pelvis;  conjugata  vera  8.5  cm.  Tentative  application 
of  forceps  failed. 

The  patient  was  sent  to  the  operating  room  of  the  Garfield 
Hospital  and  immediately  prepared.  The  method  of  operating 
was  changed  from  that  of  the  case  previously  reported  to  this 
society  on  account  of  the  thickness  of  the  superimposed  fat.  An 
incision  about  three  or  four  centimeters  long  was  made  on  the 
left  of  the  median  line,  extending  upwards  from  the  top  of  the 
pubic  bone.  The  finger  was  pushed  down  behind  the  bone,  and 
then,  with  the  finger  in  the  vagina,  the  ligature  carried  was 
guided  as  before,  under  the  bone  and  to  the  outside  of  the  labium 
ma  jus.  The  bone  was  speedily  severed  and  the  infant  delivered 
easily  with  forceps.  Separation  about  4  cm. ;  very  little  hemor- 
rhage. The  limbs  were  extended  and  lateral  pressure  upon  the 
pelvis  brought  good  apposition.  Retractors  inserted  in  the  in- 
cision exposed  to  view  the  ends  of  the  bone.  Two  chromicized 
catgut  sutures  were  passed  through  the  periosteum,  and  the 
wound  was  closed  by  silkworm  gut  sutures.  A  broad  adhesive 
strap  was  applied  around  the  pelvis,  and  the  patient  was  put  to 
bed  with  sand  bags  on  each  side.  Owing  to  the  thick  layer  of 
subcutaneous  fat,  the  adhesive  plaster  and  muslin  bandage  failed 
to  keep  the  ends  of  the  bone  approximated.  A  heavy  canvas 
surcingle,  about  3  inches  wide,  was  buckled  tightly  with  two 
straps  around  the  pelvis,  the  upper  edge  just  below  the  anterior 
superior  spines.  This  pelvic  girdle  was  padded  on  each  side  to 
relieve  pressure,  and  answered  the  indications  admirably.  In 
future  he  would  employ  this,  instead  of  the  adhesive  strap.  The 
patient  was  annoyed  by  gaseous  distention  of  the  bowels  for  a 
week,  though  daily  evacuations  occurred.  Strychnia  was  admin- 
istered by  nil  nub.  and  three  times  daily  she  received  a  hypodermic 
of  eserine  salicylate,  gr.  1/40,  with  nitroglycerine,  gr.  ^oo,  an(^ 
sulphate  of  magnesia  on  alternate  days.  Owing  to  the  heavy 
weight  of  the  patient  it  was  difficult  to  place  her  upon  the  bed  pan  ; 
consequently  she  often  passed  feces  and  urine  in  bed.  She  had 
two  or  three  degrees  of  fever  for  the  first  week  :  then  it  rose  to 
1020,  and  phlebitis  of  the  left  leg  developed.  On  the  tenth  day  her 
condition  was  excellent,  and  she  expressed  herself  as  feeling 
unusually  well.  She  was  turned  carefully  on  her  side,  in  order 
to  clean  her  bed  and  change  the  linen.  This  was  probably  a  fatal 
error,  as  early  the  next  morning,  soon  after  having  been  turned 
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again,    symptoms    of   heart    embolism    appeared,    and     she     died 
twelve  hours  afterwards.     The  infant  weighed  nine  pounds ;  it 
made  a  few  ineffectual  attempts  at  respiration.     The  head  was 
badly  bruised  and  disfigured  by  the  forceps. 
Dr.  Bovee  read  the  essay  of  the  evening. 

THE  USE  OF  IODINE  CATGUT  IN  ABDOMINAL  SURGERY.1 

Dr.  Sprigg  said  that  the  simplicity  of  the  method  recommended 
it.  He  found  the  catgut  satisfactory  in  every  respect.  It  was 
absorbed  in  the  vagina  in  eight  days.  Its  special  advantages  were 
its  germicidal  properties,  great  tensile  strength,  and  ease  of  prep- 
aration. It  was  recommended  that  the  smaller  strands  be  kept 
in  solution  seven  to  eight  days  and  the  larger  ones  eight  to  nine 
days,  but  all  were  kept  in  for  fourteen  days.  Keeping  it  in  the 
solution  did  not  tend  to  decrease  its  strength.  When  prepared  with 
the  iodine  the  gut  became  so  hard  that  it  would  remain  in  tissues 
for  months.  Many  used  it  in  place  of  kangaroo  tendon.  In  the 
cumol  preparation  of  catgut  five  distinct  processes  were  required. 
In  the  formaldehyde  preparation  four  to  five  days  were  necessary. 
Moynihan's  method  was  by  the  use  of  concentrated  solution  of 
ammonium  sulphate.  It  was  useful  for  only  six  to  eight  weeks. 
Claudius  was  the  first  to  use  iodine  gut.  He  used  iodine,  iodide 
of  potassium,  and  water. 

Dr.  Skinner  said  that  at  the  time  of  the  last  meeting  of  the 
American  Medical  Association  he  visited  several  New  York  hos- 
pitals, and  noticed  many  instances  where  the  catgut  broke  easily. 
He  wrote  to  many  prominent  hospitals  to  find  out  their  methods  of 
preparing  catgut.  At  the  Johns  Hopkins  they  used  the  cumol  and 
Bartlett  methods.  At  the  Roosevelt  Hospital  the  gut  was  chromi- 
cized  and  sterilized  by  repeated  boiling  in  alcohol.  Mt.  Sinai 
Hospital  used  iodine  catgut.  St.  Luke's  used  a  modified  Bartlett 
method. 

Dr.  White  said  that  he  was  the  first  to  use  iodine  catgut  in 
Washington.  He  read  a  paper  before  the  society  in  Tanuary, 
1904,  on  this  subject.  To  test  the  method  he  soaked  the  raw  cat- 
gut in  a  streptococcus  culture  and  then  put  it  in  the  Claudius  solu- 
tion for  eight  days.  He  then  washed  the  iodine  out 'thoroughly 
and  the  gut  was  sterile,  while  streptococci  would  grow  in  the 
medium  in  which  the  gut  was  placed,  showing  that  no  iodine  was 
carried  over  to  inhibit  the  growth  of  this  bacteria.  He  tested  it  in 
guinea-pigs  with  negative  results.  He  would  criticise  Dr.  Bovee's 
method_  of  putting  it  in  tight  iars.  He  did  not  believe  the  iars 
were  air-tight.  Also  he  would  use  ordinarv  alcohol  in  place 
of  absolute  alcohol,  the  difference  in  the  cost  of  the  two  being 
verv  great.  Yerv  little  iodine  was  left  in  the  catgut,  about  one- 
fifth  of  a  grain  to  one  foot,  and  it  would  take  at  least  twenty 
grains  to  cause  death. 

Dr.  Fry  said  that  his  only  objection  to  the  moist  iodine  catgut 
*See  original   article,  page  366. 
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was  that  he  never  felt  sure  that  the  knots  would  not  slip.  He 
used  No.  3  chromicized  gut  for  pedicles.  Kangaroo  tendon  had 
greatly  degenerated,  being  as  a  rule  brittle.  The  most  satisfac- 
tory method  of  preparation,  so  far  as  tying  was  concerned,  was 
the  cumol  method. 

Dr.  Stone  said  that  the  use  of  catgut  sutures  was  one  of  the 
greatest  advances  ever  made  in  aseptic  surgery.  When  the  for- 
maldehyde method  was  first  introduced  he  had  Drs.  Reid  and 
Carrol  test  the  sterility  of  the  gut.  They  reported  it  sterile,  but 
he  saw  infections  produced  through  the  catgut.  He  next  tried 
boiling  it  in  alcohol  after  soaking  it  in  formaldehyde  solution. 
This  was  satisfactory,  except  for  the  trouble  in  preparing  it.  He 
used  this  method  until  the  Claudius  method  was  introduced.  An 
explosion  occurred  while  an  assistant  was  using  the  formaldehyde 
and  alcohol  method.  The  same  danger  was  connected  with  the 
cumol  method.  He  formerly  had  used  the  angiotribe  on  account 
of  the  difficulty  encountered  in  sterilizing  catgut.  The  iodine 
method  was  very  satisfactory,  and  he  did  not  fear  hemorrhage, 
there  being  little  or  no  danger  if  the  gut  was  properly  tied. 

Dr.  Bovee  said  that  he  realized  that  the  iodine  catgut  did  not 
tie  as  well  as  the  kangaroo  tendon.  He  made  four  ties  and  kept 
up  the  tension  upon  the  ligature  while  tying.  He  left  the  ends 
of  the  knots  long  to  prevent  untying.  Aqueous  solution  of  iodine 
was  not  so  good  as  the  alcoholic  solutions.  By  using  iodine  one 
could  make  the  catgut  resist  absorption  almost  as  long  as  one 
wished.  The  air-tight  bottles  had  ground  glass  stoppers  covered 
with  rubber  tissue.  The  catgut  was  antiseptic.  The  simplicity  of 
preparation  was  a  great  thing  in  its  favor.  One  could  prepare  it 
in  his  office.  He  knew  no  reason  why  95  per  cent,  could  not  be 
used  instead  of  absolute  alcohol. 
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Meeting  of  June  5,  1907. 
The  President,  Dr.  Herbert  R.  Spencer,  in  the  Chair. 

A  short  communication  was  read  by  Dr.  H.  Russell  Andrews 

on 

TWO  CASES  OF  PREGNANCY  IN  A  RUDIMENTARY  UTERINE  HORN. 

In  the  first  case  pregnancy  had  occurred  in  a  right  rudimentary 
horn  and  had  gone  on  to  about  eight  months  when  the  fetus  died. 
Laparotomy  was  performed  five  months  later,  when  suppuration 
had  occurred.  The  specimen  removed  showed  a  small  uterine  cav- 
ity on  the  left  side  and  the  large  right  horn.  The  patient  recov- 
ered.    The  second  case  was  one  of  ruptured  pregnancy  through 
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the  rudimentary  uterine  horn  at  about  the  eighth  month.  The 
pregnant  horn  ruptured,  causing  severe  intraperitoneal  hemor- 
rhage. Laparotomy  was  performed  and  the  pregnant  horn  re- 
moved, but  the  patient  died  about  an  hour  after  the  operation. 
The  fetus  did  not  appear  to  be  of  much  more  than  six  months' 
development, 

Miss  Garrett  Anderson  mentioned  a  case  of  cornual  preg- 
nancy on  which  she  had  operated  recently.  The  gestation  sac  lay 
in  the  undeveloped  right  horn  of  the  double  uterus,  and  corre- 
sponded to  about  two  months'  pregnancy.  The  right  ovary  con- 
tained a  recent  corpus  luteum.  There  was  no  communication 
between  the  right  horn  and  the  exterior. 

A  paper  was  read  by  Mr.  Henry  T.  Hicks  on 

PRIMARY  VAGINAL  EMBOLIC  CHORIO-EPITHELIOMA. 

The  paper  is  founded  on  a  case  of  primary  chorio-epithelioma 
occurring  in  the  vagina  of  a  woman  set.  28  years.  A  hydatid 
mole  was  passed  and  the  growth  accidentally  discovered  about  a 
month  later.  There  was  no  evidence  of  primary  uterine  growth. 
The  sections  showed  that  the  growth  had  the  structure  of  a  chorio- 
epithelioma,  but  no  villi  are  seen.  Fourteen  other  cases  have  been 
collected  from  the  literature  on  the  subject,  and  the  question  of 
the  degree  of  malignancy  of  this  form  of  growth  is  discussed, 
as  well  as  the  theories  as  to  the  origin  of  the  vaginal  growths. 
The  time  at  which  the  growth  may  appear  in  relation  to  the  ges- 
tation is  also  mentioned  in  the  paper. 

The  patient  remained  free  from  growth  for  seven  months  after 
removal  of  the  first  growth.  The  second  growth  was  excised 
without  delay,  but  two  new  foci  appeared  quickly.  These  were 
removed,  but  two  months  later  the  anterior  vaginal  wall  became 
rapidly  infiltrated  with  extensive  growth,  and  it  was  decided  that 
further  operation  would  be  hopeless.  The  patient,  who  up  to  this 
time  had  been  comparatively  well,  now  went  downhill  with  great 
rapidity.  The  growth  commenced  to  fungate  into  the  vagina  in 
many  places,  causing  hemorrhage.  The  temperature  rose,  and 
signs  of  pulmonary  trouble  became  evident.  The  patient  died  on 
May  8,  1907,  eleven  months  after  the  passage  of  the  mole. 

The  specimen  removed  at  the  autopsy  was  shown,  together  with 
sections  and  drawings  of  the  growth.  Some  secondary  nodules 
were  found  in  the  right  lung. 

Also  another  paper  on 

A  CASE  OF  CHORIO-EPITHELIOMA   COMPLICATED  BY   HEMATOMETRA, 

by  Drs.  W.  S.  A.  Griffith  and  Herbert  Williamson. 

The  case  is  recorded  of  a  lady,  42  years  of  age,  who  was  de- 
livered of  a  mole,  probably  hydatidiform,  on  December  30,  1905. 

The  patient  had  borne  four  children,  the  last  eight  years  pre- 
viously; her  fifth  pregnancy  commenced  in  the  early  part  of  June, 
1905.     From  August  to  December  she  suffered  from  numerous 
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small  vaginal  hemorrhages;  from  November  iy  until  December 
29  she  was  under  close  observation,  and,  as  no  increase  in  the 
size  of  the  uterus  occurred  during  this  period,  a  diagnosis  of 
molar  pregnancy  was  made,  and  abortion  was  induced. 

A  mole  was  expelled  which,  in  its  general  characters,  resembled 
a  carneous  mole,  but  upon  the  surface  were  seen  a  few  vesicles. 

Three  weeks  later  (January,  1906)  the  patient  suffered  from 
persistent  hemorrhage  and  the  passage  of  clots ;  the  uterus  was 
explored,  and  a  quantity  of  blood  clot  and  debris  removed. 

From  this  time  the  hemorrhage  ceased  excepting  for  the  loss 
of  a  very  small  quantity  of  dark  blood  on  February  16,  but  the 
uterus  again  became  enlarged,  and  pain  was  felt  in  the  pelvis. 

On  March  3  the  uterus  and  ovaries  were  removed  by  the  ab- 
dominal route. 

In  November,  1906,  the  patient  died  with  signs  of  new  growth 
in  the  lungs. 

The  uterine  cavity  was  greatly  distended  with  fluid  and  clotted 
blood,  the  cervix  being  completely  occluded  by  blood  clot.  A 
growth,  of  the  nature  of  a  chorio-epithelioma,  was  found  on 
the  anterior  wall  near  the  fundus,  numerous  lutein  cysts  were 
present  in  both  ovaries. 

A  description  of  the  naked  eye  and  microscopical  appearances 
of  the  parts  removed  is  given,  and  special  attention  is  drawn  : 

(1)  To  the  excessive  formation  and  wide  distribution  of  lutein 
tissues  throughout  the  ovaries. 

(2)  To  the  support  afforded  by  this  specimen  to  the  theory 
that  lutein  cells  may  arise  by  modification  of  the  connective  tissue 
cells  of  the  ovarian  stroma. 

(3)  To  the  presence  of  a  layer  of  necrosed  tissue  closely  re- 
sembling Nitabuch's  layer  of  canalized  fibrin  between  the  uterine 
wall  and  tumor  outgrowths. 

Mr.  Targett  thought  that  all  cases  of  double  lutein  cystic 
tumors  of  the  ovary  should  be  carefully  recorded.  At  an  operation 
for  ovarian  cyst  with  pregnancy  at  the  fourth  month  he  found 
the  tumor  consisted  of  thin-walled  lutein  cysts  which  partly  rup- 
tured on  removal.  The  opposite  ovary  was  in  a  similar  condition. 
Both  tumors  were  removed.  A  fortnight  later  the  patient  aborted. 
The  fetus  was  macerated  and  the  placenta  was  partly  composed 
of  vesicular  mole.  So  far  the  patient  has  shown  no  sign  of 
development  of  chorio-epithelioma. 

After  some  remarks  by  Dr.  Blacker,  Mr.  Hicks  and  Dr.  Griffith 
replied. 

The  following  specimens  were  shown  : 

Dr.  Longridge. — Rupture  of  the  heart  in  a  still-born  baby. 

Dr.  Longridge. — Specimen  and  drawings  of  dilated  ureters  in 
still-born  infants. 

Dr.  Am  and  Routh. — Pelvic  organs  from  a  case  considered 
to  have  inoperable  ovarian  papilloma  seven  years  previously. 
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The  President.— Myomatous  uterus,  weighing  seven  nounds 
m  a  patient  set.  22.  *      8      ven  Pounas, 

th? f,fflGS--Fih™id  induration  around  a  needle  removed  from 
nancy  ^^     ^  tUbaI  P^ncy.     Ovarian  pre£ 
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Practical  Gynecology.    A  Comprehensive  Text-book  for  Stu- 
dents  and  Physicians.     By  E.  E.  Montgomery,  M  D     LLD 
Professor  of  Gynecology,  Jefferson  Medical  College ;  Gynecolo- 

faTs-    Con'sif61"5?"  ^1^  ^^  and  St  J*  Hospi- 

In  this  edition  the  subjects  of  microscopic  diagnosis,  gynecolom- 

etrftt  n"  S^ V  **  F^0^  °f  Cardn0l5a  uteri  ^ave  Sn 
rewritten.  In  addition,  chapters  on  etiology  and  blood  examina- 
tion have  been  added  and  a  number  of  new  illustration^      The 

thr1;?  ve^s  °i  s^Z  'f  T  ^  Mon£0me^  ^ecology  with^ 
tnree  years  is  ample  testimony  to  the  merit  of  the  book      It  is 

~J  "Wi   *f.  f-t  is   conservative,   and   in   mo 
respects  up-to-date.    It  is  satisfactory  to  note,  also,  that  the  author 

tictl  "  rZQd  t0,Stn,Ctlr  adhere  t0  the  tituIar  adjective-'prac- 
andSr.  ♦  f  Particularly  in  evidence  in  the  matters  of  diagnosis 
and  treatment  which  are  handled  very  comprehensively  The 
authors  views  on  debatable  topics  in  gynecology  are    as  a  rule 

Stfe  nVnh  ^^  "  mlQ  — -^  whiS  onemight 
Inthnrl  Perhaps,  most  objection  might  be  raised  to  the 

ofheuterrSHensnrm^the  t*  °Perat-e  Method  for  cancer 
much  sCenHri,m      Stl11  PrefT  the  va^nal  method,  and  expresses 

™£:sKithe  newer  and  more  radicai  meth°ds 

J"a  VfoIume  of  "early  1,000  pages  it  would  be  surprising  were 
directed  OnT^  P°mi%toward  wh*h  criticism  might  be 
ten's  otnS  P^e-i?X  °nf  finlS-a  l0n^  disq«^ition  on  Lustgar- 
tens  obsolete     bacillus  of  syphilis,"  while  there  is  no  mention 

were TJ  nL  },  °S1S     ^  COnvey  an  erroneous  impression 

mahVnant  llr^"'  ^  the  aUth2r  refers  t0  the  "leukocytosis  of 
£>s fnes  h.  I  v°n  pa-^2?8'  in  discussing  the  treatment  of 

post  anesthet  c  vomiting,  we  find  no  mention  of  gastric  lavage  ir 
our  opinion  the  best  method  of  treating  this  condition  In  'the 
discussion  of  the  treatment  of  vulvovaginitis  in  children  we  believe 

Z^tTftUM  ,hTe  b6en  Placed  °"  the  -ost  importan 
consideration-the  prophylactic  measures  necessary  in  institutions, 
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in  which  this  disease  is  most  likely  to  occur.  On  page  393  the 
term  "intercolonic"  irrigation  should  be  intracolonic.  We  also 
differ  with  the  statement  on  page  618  that  "the  presence  of  a 
single  microbe  may  lead  to  putrefaction  of  the  placenta  and  sup- 
puration" in  operations  for  extrauterine  pregnancy.  This  ignores 
the  recent  studies  that  have  shown  that  every  "clean"  wound, 
even  if  it  heals  by  first  intention,  contains  myriads  of  germs.  It 
is  surprising  that  we  find  so  little  space  devoted  to  the  important 
subjects  of  atmokausis  and  zestokausis.  The  former  procedure  is 
mentioned  but  once,  on  page  573,  in  connection  with  the  treatment 
of  hemorrhage  in  endometritis,  and  then  only  incidentally,  and  in 
a  condemnatory  fashion. 

The  weakest  part  of  the  text  is  that  devoted  to  pathology. 
Comparatively  little  attention  is  paid  to  this  feature,  probably 
because  the  author  desired  to  carry  out  his  ideas  of  "practicality" 
to  their  fullest  extent.  What  there  is  of  pathology,  however,  re- 
quires a  more  thorough  revision  in  subsequent  editions.  We  will 
offer  only  two  instances.  On  page  634,  in  discussing  the  glandu- 
lar invasion  of  vulvar  carcinoma,  we  find  the  statement,  "The 
inguinal  glands  are  first  sympathetically  involved  and  later  become 
infiltrated  with  malignant  cells."  What  does  "sympathetically 
involved"  mean?  Again,  in  speaking  of  chorioepithelioma,  he 
says :  "Later  investigators  agree  with  Marchand  that  it  arises 
from  the  syncytial  cells,  although  there  is  still  want  of  agreement 
as  to  whether  these  cells  are  maternal  or  fetal."  In  the  first 
cells,  chorioepithelioma  not  only  arises  from  syncytial  cells,  but 
from  the  Langhans  layer  as  well ;  in  the  second  place,  the  tumor 
is  of  fetal  origin  and  no  other,  as  Marchand  himself  and  all  sub- 
sequent investigators  for  many  years  have  definitely  proven. 

Although  we  have  apparently  devoted  much  space  to  criticism, 
this  in  reality  only  affects  the  text  to  a  minimal  degree.  The  vast 
part  is  excellent,  and  as  a  work  for  the  general  practitioner  and 
student  we  know  of  no  American  text-book  that  should  prove 
of  greater  value.  The  illustrations  and  typography  are  unusually 
good.  E.  M. 

Diagnostics   of   the  Diseases   of   Children.      By   LeGrand 
Kerr,  M.D.,  Professor  of  Diseases  of  Children  in  the  Brooklyn 
Post-Graduate     Medical     School,     etc.      Pp.     542,    illustrated. 
Philadelphia  and  London :    W.  B.  Saunders  Company,  1907. 
The  diagnosis  of  diseases  of  children  is  a  matter  which  presents 
considerable  difficulty  at  times,  and  one  which  intimately  concerns 
every  general  practitioner  as  well  as  the  pediatric  specialist.    The 
subject  is  unusually  well  presented  in  this  volume  and  in  a  most 
readable  form.    Its  plan  is  to  take  up  each  symptom,  subjective  or 
objective,  in  a  general  way,  then  as  it  is  observed  in  various  dis- 
eases and  from  the  standpoint  of  differential  diagnosis  of  these 
affections.     The  result  is  a  work  of  real  practical  value.     Given 
the  cardinal  symptoms  of  a  case  it  is  easy  to  trace  the  diagnosis 
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in  much  the  same  way  that  the  botanist  analyzes  a  plant.  The 
illustrations  are  largely  of  methods  of  examination,  and  as  such 
are  appropriate.  Those  of  cutaneous  lesions  are  mostly  too  small 
and  indistinct  to  add  anything-  to  the  value  of  the  work.  The 
volume  is  destined  to  prove  a  friend  to  many  in  perplexity. 

H.  D. 

Medical  Jurisprudence,  Forensic  Medicine,  and  Toxicology. 
By  R.  A.  Witthaus,  A.M.,  M.D.,   Professor  of  Chemistry, 
Physics,  and  Toxicology  in  Cornell  University,  and  Tracy  C. 
Becker,  A.B.,  LL.D.,  Counsellor-at-Law,  Professor  of  Crim- 
inal Law  and  Medical  Jurisprudence  in  the  University  of  Buf- 
falo,  with  the  collaboration  of  August  Becker,  Esq. ;  A.  L. 
Becker,  Esq.;  Chas.  A.  Boston,  Esq.;  Hon.  Goodwin  Brown; 
W.  N.  Bullard,  M.D.;  J.  C.  Cameron,  M.D. ;  J.  Clifton  Edgar, 
M.D.;  Jas.  Ewing,  M.D. ;  E.  D.  Fisher,  M.D. ;  J.  C.  Johnson, 
M.D.;  D.  S.  Lamb,  M.D. ;  H.  P.  Loomis,  M.D. ;  W.  B.  Outten, 
M.D.;  Roswell  Park,   M.D.;  J.   Parmenter,  M.D.;  Irving  C. 
Rosse,  M.D. ;  E.  V.  Stoddard,  M.D. ;  George  Woolsey,  M.D. ; 
J.  H.  Woodward,  M.D.     Second  Edition.     Vol.  2.     Pp.  1,008. 
New  York:  William  Wood  and  Company,  1907. 
In  our  review  of  the  first  volume  of  this  series  in  the  American 
Journal  of  Obstetrics,  October,  1906,  we  ventured  the  opinion 
that  if  the  subsequent  volumes  upheld  the  character  of  the  first, 
this  series  should  take  its  place  as  one  of  the  standard  works  on 
the  subject.     After  a  perusal  of  the  second  volume  we  see  no 
reason  for  changing  our  view.     The  subjects  dealt  with  in  this 
volume  and  the  authors  are  the  following:     "Medico-legal  Con- 
siderations of  Wounds,"  G.  Woolsey;  "Medico-legal  Considera- 
tion of  Gun-shot  Wounds,"  Roswell  Park;  '"Medico-legal  Rela- 
tions of  Electricity,"  W.  N.  Bullard;  "Medico-legal  Consideration 
of  Death  from  Mechanical  Suffocation,"  D.   S.   Lamb ;  "Death 
from  Submersion,"  I.  C.  Rosse;  "Determination  of  Survivorship," 
T.  C.  Becker  and  J.  Parmenter;  "Abortion  and  Infanticide,"  J.  C. 
Cameron ;   "WTien   Medico-legal  Examination   of  the   Living   is 
Permitted  or  Required  by  Courts  of  Law,"  T.  C.  Becker;  "Preg- 
nancy, Labor,  and  the  Puerperal  State,"  J.  Clifton  Edgar;  "Sexual 
Incapacity,"  I.  C.  Rosse ;  "Rape,"  J.  C.  Edgar  and  J.  C.  John- 
ston;  "Unnatural  Crimes,"  Irving  C.  Rosse;  "Railway  Injuries," 
W.  B.  Outten. 

In  a  volume  dealing  with  so  many  diverse  subjects  and  with 
such  a  wealth  of  detail  it  is  impossible  to  give  an  adequate 
review  within  reasonable  limits.  It  will  suffice  to  say  that  in  tlie 
vast  majority  of  instances  each  subject  is  expounded  in  a  thor- 
ough and  masterful  manner,  and  is  full  worthy  of  the  commanding 
reputation  of  the  author.  Particular  praise  is  due  to  the  editors. 
Most  works  written  in  a  composite  manner  suffer  from  the  draw^ 
back  of  repetition  in  the  text.  We  have  not  noted  one  instance 
of  this  in  the  volumes  thus  far.     For  a  work  of  such  vast  scope 
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there  is  surprisingly  little  criticism  to  be  offered.  Such  as  we 
have  found  are  merely  errors  of  omission,  and  affect  only  minor 
details.  For  instance,  in  the  determination  of  recently  healed 
fractures,  discussed  on  page  22,  the  value  of  the  X-ray  might  have 
been  mentioned.  We  also  believe  that  some  mention  of  the 
peculiar  traumatic  asphyxia  localized  in  the  head  and  neck  oc- 
curring as  the  result  of  crushing  accidents,  might  have  been  made 
in  the  article  on  mechanical  suffocation.  On  page  688  the  value 
of  the  Spirochete  pallida  as  a  diagnostic  evidence  of  syphilis 
should  surely  have  been  introduced.  The  illustrations  on  pages 
587  and  588,  representing  bacteria  in  lochia  could  be  greatly  im- 
proved upon.  With  the  exception  of  these  minor  criticisms,  we 
have  found  nothing  to  which  exception  might  be  taken.  The 
series,  judging  from  the  first  two  volumes,  should  prove  eminently 
successful.  E.  M. 

Ueber  Wundinfektion.     Festrede  gehalten  am  Heftungstage 
der   Kaiser  Wilhelms-Akademie   fur   des   militararztliche   Bil- 
dungswesen,    2.    Dezember,    1906.      Von    Professor    Dr.    E. 
Bumm,   Geheimer   medicinalrat,    Berlin,    1906.      Verlag    von 
August  Hirschwald,  N.  W.  Under  den  Linden  68.     Pp.  40. 
This  is  an  excellent  and  broad  summary   of    the    historical, 
theoretical,  and  therapeutic  aspects  of  infection  of  wounds.     In 
order  are  taken  up  the  manner  of  infection,  the  reaction  of  bac- 
teria to  wounds,  natural  immunity,  the  virulence  of  the  bacteria, 
the  blood  changes,  and  finally  the  treatment.     The  style  is  very 
lucid  and  the  interest  is  kept  up  throughout.     We  know  of  no 
better  short  summary  of  this  subject. 

Clinical  Lectures  on  Neurasthenia.  By  Thomas  D.  Savill, 
M.D.,  Physician  to  the  West  End  Hospital  for  Diseases  of  the 
Nervous  System,  London,  and  to  the  St.  John's  Hospital  for 
Diseases  of  the  Skin;  formerly  Medical  Superintendent  of  the 
Paddington  Infirmary,  and  Medical  Officer  to  the  Workhouse; 
Examiner  in  Medicine  in  the  University  of  Glasgow ;  Assistant 
Physician  and  Pathologist  to  the  West  London  Hospital,  etc. 
Third  Edition,  Revised  and  Enlarged.  Pp.  216.  New  York: 
William  Wood  and  Company,  1907. 

The  volume  is  a  series  of  eight  lectures  delivered  in  1891,  since 
which  time  they  have  been  revised  and  enlarged.  The  author 
regards  neurasthenia,  in, the  vast  majority  of  cases,  as  due  to  a 
toxemia,  usually  of  alimentary  origin.  In  the  minority  belong 
such  etiologies  as  malnutrition,  fatigue,  emotion,  shock  and  trau- 
matism. In  his  preface,  the  author  expresses  a  total  lack  of 
sympathy  with  the  recent  work  on  the  psychological  aspects  of 
neurasthenia  and  the  so-called  effects  of  mind  upon  matter. 
Indeed,  this  side  is  almost  entirely  ignored  in  his  lectures.  The 
author's  method  of  treatment  consists  essentially  in  the  removal 
of  the  cause,  which,  of  course,  from  the  author's  point  of  view, 
is  nearly  always  a  physical  one.     The  author  also  believes  in  the 
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administration  of  many  drugs,  when  indicated ;  for  instance,  bro- 
mides, intestinal  antiseptics,  hypophosphites,  nerve  tonics,  etc. 
He  does  not  always  approve  of  the  Weir-Mitchell  method  of 
treatment.  Hypnotism  and  autosuggestion  are  good  only  in 
uncomplicated  cases,  and  he  believes  they  may  even  do  harm  in 
some  instances.  The  work  of  Dubois,  Oppenheim,  etc.,  on  the 
psychic  treatment  of  neurasthenia  is  not  mentioned.  The  exposi- 
tion of  the  author  is  clear  and  systematic,  and  the  text  is  inter- 
spersed with  extensive  and  interesting  casuistic  material.  An 
extensive  bibliography  and  index  are  appended. 

The  volume  summarizes  the  "older"  conceptions  of  neurasthe- 
nia in  a  verv  satisfactory  manner.  It  is  unfortunate,  however, 
that  the  author's  bias  against  the  newer  psychic  methods  is  so 
strong  as  not  to  permit  him  to  offer  even  a  critical  review  of  this 
phase  of  the  subject.  We  believe  the  work  would  be  far  more 
valuable  with  such  an  addition  than  as  it  stands  at  present. 

E.  M. 
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OBSTETRICS. 

Progress  and  Intensity  of  Albuminuria  in  Puerperal  Eclamp- 
sia and  the  Uratic  Crises  in  Eclampsia. — P.  Bar  and  R.  Daunay 

(L'Obstct.,  May,  1907)  have  followed  the  progress  of  the  albumi- 
nuria in  eclampsia  by  collecting  specimens  of  urine  every  halt 
hour  and  determining  the  amount  of  albumin  per  1,000  grams  of 
urine.  In  four  cases  there  was  no  albumin  before  the  convulsions. 
Immediately  after  the  first  convulsion  albumin  was  found  in  the 
urine.  The  amount  of  albumin  in  most  cases  increased  in  amount 
in  the  days  and  hours  preceding  the  attack.  In  no  case  has  it  been 
absent  from  the  urine  during  the  attack.  The  amount  is  some- 
times enormous.  It  begins  to  decrease  as  soon  as  convulsions 
cease.  The  glomeruli  may  be  filled  with  hyaline  masses.  It  is  pos- 
sible that  aceto-soluble  albumins  and  peptones  are  formed  in  the 
urine  from  the  albumins  found  there.  But  this  is  not  their  only 
origin.  A  portion  comes  from  the  blood  that  is  thrown  into  the 
circulation  during  the  attacks.  There  is  a  discharge  of  urates 
through  the  kidneys,  from  sixteen  to  eighteen  hours  after  the 
attacks.  Under  the  influence  of  the  eclamptic  poison  a  large 
number  of  cellular  elements  are  destroyed  and  thrown  out  of  the 
circulation.  Thus  much  nuclein  is  liberated  and  this  is  trans- 
formed into  xantho-uric  compounds.  The  elimination  of  urates  is 
comparable  to  that  which  occurs  after  epileptic  attacks. 

Decortication  of  the  Kidney  and  Nephrotomy  in  the  Treat- 
ment of  Severe  Forms  of  Eclampsia. — Felix  Pieri  (Ann.  de 
Gyn.  et  d'Obst.,  May,  1907)  says  that  in  eclampsia  the  kidney 
lesions  vary  very  greatly ;  there  may  be  epithelial  lesions  of  vary- 
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ing  severity,  which  remain  superficial  for  a  time,  and  if  they  do 
not  become  too  marked  may  permit  a  return  to  the  normal ;  there 
may  also  be  intense  congestive  lesions,  and  these  are  responsible 
for  the  anuria  in  most  cases  of  eclampsia.  For  such  conditions 
surgical  treatment  is  most  valuable.  The  method  of  action  of 
surgical  treatment  is  triple;  it  reduces  congestion,  eliminates  the 
changed  epithelium  which  obstructs  the  canaliculi,  and  by  modi- 
fications in  the  vasomotor  conditions  of  the  organ  it  favors  the 
arrest  of  the  nephritic  process  and  the  return  to  the  normal  uri- 
nary condition.  Experience  shows  that  at  present  four  out  of  six 
severe  cases  of  nephritis  of  this  kind  are  cured  by  operation. 
There  are  advantages  in  combining  nephrotomy  with  decortica- 
tion. Operation  may  be  bilateral.  It  is  especially  indicated  in 
the  renal  forms  of  eclampsia,  after  the  failure  of  medical  treat- 
ment has  become  evident,  particularly  when  the  urine  is  very 
small  in  amount,  the  amount  of  urea  and  extractives  eliminated  is 
very  small,  and  casts  are  frequent.  Operation  must  be  done  before 
anuria  comes  on  if  it  is  to  be  successful  in  producing  a  cure. 
After  anuria  has  set  in  the  intoxication  becomes  so  deep  that  the 
operation  avails  little. 

Treatment  of  Eclampsia  by  Decapsulation  of  the  Kidneys. — 
C.  J.  Gauss  (Zent.  f.  Gyn.,  June  6,  1907)  finds  that  in  spite  of 
the  conservatism  of  German  authors  as  to  decapsulation  of  the 
kidneys,  there  have  been  several  successful  cases  reported  there. 
Some  patients  have  been  saved  by  the  operation  who  would 
undoubtedly  have  died  without  it.  In  such  cases  emptying  of  the 
uterus  did  not  put  a  stop  to  the  convulsions,  and  they  did  not 
cease  until  the  kidney  condition  was  relieved.  That  the  number- 
less deaths  from  eclampsia  may  be  lessened,  we  are  justified  in 
trying  any  method  that  is  not  so  dangerous  in  itself  as  to  increase 
the  mortality.  In  seventy-five  per  cent,  of  all  eclamptic  cases 
delivery  puts  an  end  to  the  convulsions ;  in  the  other  twenty-five 
per  cent,  life  is  sacrificed  if  no  relief  is  obtained.  The  author 
reports  two  cases  in  the  service  of  Kronig  at  Freiberg,  in  which 
great  aid  was  rendered  by  the  operation.  Of  these  he  gives  the 
detailed  histories.  Convulsions  were  severe,  and  continued  after 
delivery.  Decapsulation  was  done  after  convulsions  had  gone  on 
for  several  hours  after  delivery.  After  the  operation  only  two  con- 
vulsions occurred  in  one  case.  The  unconsciousness  was  lessened, 
pulse  and  temperature  fell,  the  amount  of  urine  increased,  and  the* 
specific  gravity  became  normal.  Albumin  and  casts  that  had  been 
present  in  large  amounts  and  numbers  decreased,  and  recovery 
ensued.  The  question  comes  up  whether  decapsulation  -hall  be 
combined  with  forced  labor.  In  many  cases  early  delivery  is 
sufficient  and  the  other  operation  is  not  needed;  but  in  cases 
where  no  benefit  follows  delivery  the  other  operation  should  be 
combined  so  as  to  give  the  patient  a  chance  for  her  life  which 
must  otherwise  soon  be  sacrificed  to  the  uremia.  It  adds  but  a 
comparatively  few  minutes  to  the  anesthesia  necessary  for  the  arti- 
ficial labor. 
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Treatment  of  Eclamptic  Convulsions  by  Lumbar  Puncture. 
— Audebert  and  Fournier  (Ann.  de  Gyn.  ct  d'Obst.,  June,  1907) 
describe  encephalic  lesions  as  very  frequent  in  eclampsia ;  such  are 
cerebral  edema,  congestion,  meningeal  hyperemia,  and  large  and 
small  hemorrhages.  In  many  cases  the  cranial  sinuses  are  much 
dilated.  Cerebrospinal  hypertension  exists  both  before  and  during 
the  convulsive  stage.  If  the  convulsions  are  the  result  of  this 
hypertension  the  subtraction  of  fluid  from  the  lumbar  region  of 
the  spinal  canal  should  relieve  the  symptoms.  Careful  observa- 
tions of  the  pressure  in  the  spinal  canal  have  shown  it  to  be  very 
high.  Also,  when  puncture  is  made,  the  fluid  flows  out  bloody 
and  with  a  considerable  force.  The  author  has  treated  two  cases 
by  lumbar  puncture  and  has  collected  forty-four  other  cases.  The 
object  of  the  treatment  is  not  to  act  on  the  kidney  condition,  but 
simply  to  diminish  the  cerebral  pressure  and  combat  symptoms 
due  to  that  condition.  A  decompression  of  the  nervous  tissues  is 
brought  about  and  a  favorable  effect  on  the  convulsions  and  coma 
is  observed.  One  of  the  author's  cases  recovered  after  having 
had  six  seizures  before  puncture.  Afterward  she  had  three  much 
less  severe  attacks,  and  coma  was  less  deep.  The  second  case  died 
of  complications,  although  the  brain  symptoms  were  much  bene- 
fited by  the  puncture.  The  authors  believe  that  while  this  is  not 
the  choice  of  treatments,  still  it  should  be  used  in  combination  with 
other  reliable  means  of  relief  when  coma,  is  profound  and  convul- 
sions are  severe,  with  a  high  tension  of  the  cerebrospinal  fluid. 
There  need  be  no  bad  results  from  such  treatment  when  properly 
applied. 

Delivery  by  Bossi's  Dilator  in  Eclampsia. — R.  Schockaert 
(Bull,  de  la  Soc.  Beige  de  Gyn.  et  d'Obst.,  Vol.  XVIII..  No.  1, 
1907)  says  that  the  modern  theory  of  the  causation  of  eclampsia 
is  that  of  autointoxication  by  products  of  the  life  of  the  fetus. 
Rapid  evacuation  of  the  uterus  is  the  rational  remedy  for  the  con- 
dition. When  the  cervix  is  dilatable  delivery  by  forceps  or  version 
is  best,  but  when  the  cervix  is  closed  and  labor  has  not  begun  other 
interference  becomes  necessary.  In  multiparas  manual  dilatation 
may  serve  to  open  the  cervix.  In  primiparse  this  is  impossible, 
and  some  form  of  instrumental  dilatation  becomes  necessary  in 
severe  cases  with  repeated  convulsions.  The  author  rejects  the 
use  of  the  Cesarean  section  and  the  cervical  incisions  of  Diihrssen 
in  private  practice.  The  use  of  Bossi's  dilator  is  eminently  appro- 
priate, as  dilating  rapidly  without  danger.  The  author  reports 
three  successful  cases  of  exceptional  gravity,  accompanied  by 
frequent  and  violent  convulsions,  in  which  life  was  saved.  This 
is  the  only  instrument  that  permits  of  sufficient  dilatation  for 
delivery.  Its  advantages  are  its  small  size  and  lack  of  formidable 
aspect,  its  lightness,  the  ease  with  which  the  amount  of  dilatation 
can  be  ascertained  by  reading  the  scale,  the  ability  to  dilate  very 
slowly,  ease  of  disinfection,  and  cheapness.  The  only  precaution 
necessary  is  to  dilate  slowly  and  feel  with  the  hand  what  work  is 
being  done. 
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Menstruation  During  Pregnancy. — J.  Descamps  {Bull,  dc  la 
Soc.  Beige  de  Gyn.  et  d'Obst.,  Vol.  XVIII.,  No.  I,  1907)  ac- 
cepts the  view  that  menstruation  during-  pregnancy  does  not  exist 
in  the  form  of  normal  hemorrhages,  with  natural  periods  between. 
The  hemorrhages  which  occur  are  irregular  and  have  not  a  nor- 
mal character.  He  believes  them  to  be  due  to  metritis  with  ulcer- 
ations of  the  cervical  canal,  which  bleed  and  account  for  the  hem- 
orrhages that  occur.  This  condition  exists  generally  during  the 
first  three  months,  but  may  go  on  up  to  the  last  months  of  preg- 
nancy. The  old  idea  was  that  the  causes  may  be  traumatic,  or 
spontaneous,  such  as  rupture  of  a  varicocele,  fibromata,  or  can- 
cerous ulceration.  By  the  use  of  the  speculum  the  blood  may  be 
seen  to  come  from  the  cervix.  This  condition  may  be  simple,  or 
may  result  in  abortion  or  infection  after  labor.  The  author  advo- 
cates immediate  treatment  by  cauterization  of  the  ulcers,  followed 
by  tamponade  of  the  vagina  until  healing  takes  place.  Pregnant 
women  should  make  use  of  cleansing  douches  when  there  is  dis- 
charge. 

Fibroids  Complicated  by  Pregnancy. — James  Vance  (iV.  Y. 
Med.  J  our..  May  18)  states  that  all  cases  of  fibroids  complicated 
by  pregnancy  should  be  treated  surgically  and  not  obstetrically. 
Myomectomy  should  be  performed  only  in  cases  found  suitable  for 
this  operation.  It  is  dangerous  otherwise.  Cesarean  section 
should  be  done  for  all  cases  of  fibroids  complicated  by  pregnancy 
at  term.  All  cases  of  abortion  or  miscarriage  which  cannot  be 
stopped  should  be  immediately  submitted  to  hysterectomy.  All 
cases  with  pressure  symptoms  or  any  other  cause  endangering  the 
life  of  the  mother  should  have  hysterectomy  performed.  Crani- 
otomy is  bad  practice  at  any  time,  and  never  justifiable  when  the 
child  is  alive. 

Pregnancy  in  Patients  with  One  Kidney. —  J  as.  H.  Ferguson 
(Jour.  Ol^st.  and  Gyn.,  Brit.  Emp.,  March,  1907)  believes  it  would 
be  preferable  to  have  these  patients  wait  until  after  the  child- 
bearing  period  before  marrying.  This  not  always  being  possible, 
he  is  strongly  inclined  to  urge  in  the  interest  of  prudence  that 
marriage  be  delayed  until  at  least  three  years  after  the  operation 
of  nephrectomy,  so  as  to  give  ample  time  for  compensatory 
changes  to  occur  in  the  remaining  healthy  kidney.  When  the 
remaining  kidney  is  diseased  marriage  should  be  out  of  the  ques- 
tion. The  above  applies  equally  to  those  cases  with  only  one 
functionating  kidney.  When  pregnancy  does  occur  these  patients 
must  be  closely  watched  from  the  beginning  for  any  renal  irritation 
or  deficiency.  The  author  reports  a  case  of  pregnancy  in  a  woman 
whose  kidney  had  been  removed  ten  years  before  on  account  of  a 
tubercular  lesion.  This  patient  had  albuminuria  which  yielded 
fairly  satisfactorily  to  treatment.  At  term  craniotomy  was  per- 
formed on  account  of  pelvic  deformity.  The  puerperium  was 
uneventful.    Albumin  disappeared. 

Complete  Rupture  of  the  Pregnant  Uterus. — R.  W.  Loben- 
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stine  (Bull.  Lying-in  Hosp.,  N.  Y .,  March,  1907)  reports  a  series 
of  thirty-seven  cases  in  which  spontaneous  rupture  was  due  to 
pelvic  contraction  in  seventeen  cases  and  to  a  feeble  scar  after 
amputation  of  the  cervix  in  one.  Traumatic  rupture  due  to  high 
forceps  occurred  in  two  cases,  to  internal  prostatic  version  in 
twelve,  to  accouchement  force  in  four,  and  embryotomy  caused 
one.  There  were  nineteen  cases  probably  starting  as  the  longi- 
tudinal type,  while  seventeen  probably  started  as  the  transverse; 
one  occurred  at  the  fundus.  The  child  escaped  into  the  abdominal 
cavity  in  five  cases.  The  mortality  of  this  series  was  73  per  cent. 
Twenty-three  were  treated  by  hysterectomy  with  a  mortality  of 
60  per  cent. ;  fourteen  treated  by  packing  had  a  mortality  of  92 
per  cent.  Rupture  having  occurred,  the  child  should  be  delivered 
at  once.  If  the  child  is  not  entirely  free  in  the  peritoneal  cavity, 
it  can  as  a  rule  be  delivered  by  the  vagina.  If  free  in  the  periton- 
ealcavity,  one  will,  as  a  rule,  have  to  perform  a  laparotomy.  The 
writer  believes  laparotomy  should  be  performed  as  soon  as  pos- 
sible in  all  cases  of  complete  rupture,  with  two  exceptions:  (a) 
Clean  cases  with  small  amount  of  damage,  with  hemorrhage 
easily  controlled  by  packing;  (b)  bad  cases  with  marked  shock. 
After  laparotomy  we  find  that  hysterectomy  is  the  most  satisfac- 
tory operation  in  the  majority  of  cases.  Suturing  the  uterine 
wound  can  be  resorted  to  in  only  the  simple,  uncomplicated  cases. 
The  danger  of  sepsis  is  so  great  that  it  is  a  very  important  reason 
for  removing  the  uterus. 

Incomplete  Abortion.— Archibald  R.  Small  (Amer.  Jour. 
Surg.,  May,  1907)  strongly  advises  the  use  of  the  sharp  curette 
in  treating  incomplete  abortion.  Immediately  upon  making  a 
diagnosis  he  proceeds  to  empty  the  uterus  by  means  of  the  finger 
if  possible:  otherwise  he  uses  a  sharp  spoon  curette.  The  force 
used  should  be  just  sufficient  to  separate  the  membranes.  After 
the  uterus  is  thoroughly  cleansed  it  should  be  washed  out  with 
sterile  water  by  means  of  a  recurrent  tube.  If  there  is  any  sus- 
picion of  sepsis  the  endometrium  is  swabbed  with  95  per  cent, 
carbolic  acid,  followed  by  alcohol.  The  uterus  is  then  packed 
lightly  with  iodoform  gauze,  and  the  patient  is  placed  in  bed. 
After  miscarriage  or  premature  labor,  where  the  uterine  tissues 
are  soft,  he  uses  a  large,  dull  loop  with  a  fenestrum. 

Frequency  of  Various  Causes  of  Premature  Labor. — B. 
Seropian  (Jour,  dc  Med.  dc  Paris.  June  2.  1907)  has  tabulated 
the  causes  of  abortion  among  5.000  cases  at  the  Baudelocque.  His 
results  are  these :  absence  of  hygiene  during  pregnancy  with 
sexual  excess  and  professional  fatigue  act  on  the  insertion  of  the 
placenta.  Low  insertion  of  the  placenta  predisposes  to  abortion 
under  these  conditions,  and  this  is  the  most  frequent  cause  Next 
comes  an  abnormal  position  of  the  ovum :  twin  pregnancy, 
hydramnios,  and  malinsertion  of  the  cord.  Endometritis  and  dis- 
eases of  the  decidua  come  next  in  frequency.     Malformations  of 
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the  uterus  and  fibromata  form  another  class.  General  diseases, 
such  as  syphilis,  come  next  in  frequency.  Albuminuria,  intoxica- 
tion, infectious  diseases,  tuberculosis,  and  cardiopathies  are  in- 
cluded in  this  class,  and  are  the  least  frequent  causes. 

Pubiotomy. — Richard  C.  Norris  (N.  Y.  Med.  Jour.,  March  30, 
1907)  states  that  the  indications  for  this  operation  are  the  same 
as  the  relative  indication  of  Cesarean  section,  i.e.  a  conjugata  vera 
of  7  cm.  The  space  gained  is  about  the  same  as  is  secured  by 
symphyseotomy  with  equal  separation  of  the  bones.  The  advan- 
tage of  pubiotomy  lies  in  the  fact  that  the  supports  of  the  bladder, 
urethra,  clitoris  and  structures  behind  the  symphysis  are  not  only 
not  cut,  but  are  not  likely  to  be  lacerated.  Laceration  of  the 
vagina  and  hemorrhage  have  been  the  most  frequent  accidents. 
The  writer  reports  a  case  of  successful  delivery  of  a  living  child 
after  this  operation.  He  believes  that  in  the  hands  of  the  aver- 
age surgeon  in  private  practice  this  operation  is  safer  than 
Cesarean  section. 

Pubiotomy  in  Private  Practice. — W.  Sigwart  (Zent.  f.  Gyn,, 
May  18,  1907)  advocates  the  use  of  pubiotomy  in  suitable  cases 
in  private  as  well  as  hospital  practice.  Symphyseotomy  was  an 
operation  that  was  necessarily  confined  to  hospital  practice,  owing 
to  the  need  of  assistants  and  the  necessity  for  absolute  asepsis  in 
the  surroundings.  Pubiotomy  by  the  subcutaneous  method  need 
involve  no  danger  of  infection.  It  may  be  done  in  the  dwellings 
of  the  poor,  with  the  assistance  of  students,  or  even  of  the  laity, 
provided  the  operator  can  obtain  sufficient  light  and  room,  and  a 
firm  table,  on  both  sides  of  which  the  operator  can  pass.  Few 
instruments  and  dressings  are  needed ;  hemorrhage  is  very  mod- 
erate, and  occurs  in  the  form  of  a  small  hematoma  contained 
within  the  tissues.  The  author  has  done  pubiotomy  five  times  in 
the  patiest's  own  house,  and  all  the  patients  have  recovered  per- 
fectly, with  a  firm  gait  and  no  disabilities.  All  the  children  have 
been  delivered  alive.  All  the  instruments  that  he  needed  were  a 
pubiotomy  needle  and  some  ordinary  needles  armed  with  sterilized 
catgut  and  sterilized  gauze  for  tampons.  It  is  well  to  have  two 
flat  specula  to  protect  the  vagina  during  artificial  delivery  of  the 
child.  The  author  describes  his  five  cases.  Labor  was  normal 
and  without  much  pain.  There  were  no  lesions  of  the  vagina 
during  delivery.  The  only  complication  was  a  small  abscess  from 
a  subcutaneous  hematoma.  The  labor  can  be  shortened  by  per- 
forming pubiotomy  as  soon  as  the  head  is  fixed  by  the  contrac- 
tions. In  multipara  with  well-stretched  genitals  a  not  too  rapid 
forceps  operation  may  be  clone  without  any  damage  to  the  parts. 
The  extraction  can  be  done  without  stopping  the  anesthesia,  which 
is  a  great  advantage  in  a  private  house.  The  after-treatment  is 
very  simple :  a  piece  of  gauze  and  some  cotton,  and  a  bit  of  plas- 
ter over  the  puncture,  a  towel  about  the  pelvis,  and  for  one  week 
a  catheter  retained  in  the  urethra  include  all  that  is  necessary.  At 
the  end  of  three  weeks  the  patient  may  get  up.     Forty  patients 
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operated  on  in  this  way  in  the  clinic  have  all  been  cured.  Lesions 
of  the  bladder  have  been  few  and  of  little  importance.  The  same 
may  be  said  of  hematomata.  If  the  section  is  made  near  the 
median  line  the  pelvis  separates  easily  and  not  too  far.  When  it 
is  too  far  out  results  are  not  so  good.  Any  experienced  physician 
accustomed  to  handle  instruments  and  obstetric  operations  may 
successfully  accomplish  pubiotomy  in  a  private  house. 

Occurrence  of  Hernia  in  the  Pubiotomy  Section. — J.  Hart- 
mann  (Zent.  f.  Gyn.,  May  25,  1907)  describes  a  case  of  hernia  at 
the  location  of  a  hebotomy  section,  in  which  the  ends  of  the  bones 
were  separated  fifteen  centimeters  after  operation.  The  further 
from  the  center  of  the  symphysis  the  section  is  made  the  smaller 
is  the  amount  of  callus  formed,  and  the  greater  the  separation. 
When  the  tuberososacral  and  spinosacral  ligaments  are  injured 
by  twisting  of  the  sacroiliac  articulation  the  bones  are  allowed  to 
separate  very  widely  in  front  and  hernia  is  thereby  favored.  The 
muscular  fibers  of  the  anterior  pelvic  walls  are  torn  by  the  spring- 
ing apart  of  the  bones  or  are  injured  in  the  section.  The  least 
injury  will  be  received  if  the  line  of  section  is  made  slanting  from 
below  toward  the  median  line. 

Gigli's  Operation  in  Obstetric  Practice.— Ballenghien  (Jour, 
des  Sci.  Med.  de  Lille,  June  1  and  8,  1907)  gives  his  reasons  for 
believing  that  the  lateral  section  of  the  pubes,  an  operation  that  is 
not  severe,  and  is  easy  to  do,  necessitating  only  a  small  number  of 
instruments,  should  be  made  use  of  in  pelvic  contractions  of  slight 
degree.  This  operation  can  be  done  in  the  home  of  the  patient 
without  fear  of  infection.  In  many  cases  it  is  necessary  that  the 
child  should  be  delivered  at  term ;  otherwise  it  will  not  live.  In 
the  home  of  the  workingman  the  bringing  up  of  the  premature 
baby  is  impossible.  Hence  premature  delivery  should  be  dis- 
carded. Such  operations  as  the  Cesarean  section  can  be  done  only 
in  the  hospital.  The  mortality  of  the  operation  of  pubiotomy  for 
the  mother  is  practical  nil,  and  the  children  all  live.  Tearing  of 
the  vagina  and  bladder  are  rare.  Hematomata  are  unimporrant, 
and  infection  seldom  occurs,  while  the  puerperal  state  is  quite 
normal.  A  permanent  osseous  union  may  be  obtained  by  a  firm 
band  and  rest  in  bed  for  four  weeks.  The  author  thinks  that  it  is 
much  better  to  keep  the  patient  quiet  longer  and  have  osseous 
union  than  to  get  only  fibrous  union.  The  author  records  two 
successful  cases  done  in  the  homes  of  the  poor.  He  sees  no 
advantage  in  using  the  subcutaneous  method.  The  incision  should 
be  sufficiently  oblique  from  above  downward  to  pass  outside  the 
sub-pubic  tubercle.  If  the  section  passes  too  near  the  spine  of  the 
pubes  it  is  in  danger  of  lacerating  the  external  fibers  of  the  in- 
guinal ring.  When  too  near  the  symphysis  it  endangers  the  blad- 
der and  the  corpus  cavernosum  of  the  clitoris.    Hernia  is  rare. 

Cesarean  Section. — Arthur  J.  Wallace  (Pract.,  Mar.,  1907) 
reports  sixteen  cases  of  Cesarean  section.  Of  these/thirteen  were 
for  pelvic  deformity,  and  three  were  performed  on  account  of 
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tumors  obstructing-  delivery.  Eventration  of  the  uterus  was  done 
at  only  the  first  operation,  and  from  his  later  knowledge  he  believes 
it  should  be  employed  only  when  the  existence  of  sepsis 
is  suspected  and  when  the  intention  is  to  terminate  the  operation 
by  Porro's  modification.  The  incision  in  the  uterus  is  best  made 
so  as  to  avoid  the  placental  site.  In  diagnosing  the  site  of  the 
placenta,  we  take  into  consideration  the  width  of  the  uterus 
anteriorly  and  posteriorly.  The  surface,  having  the  greater  width, 
generally  has  the  placenta  attached  to  it.  A  bulging,  soft  surface 
invariably  implies  an  underlying  placenta ;  the  presence  of  a  ven- 
ous network  also  indicates  its  site.  The  writer  employed  the 
anterior  vertical  incision  in  preference  to  the  "Fundalschnitt"  for 
the  reasons  that  eventration  was  unnecessary,  and  that  adhesions 
formed  between  the  uterus  and  parietal  walls,  thus  doing  away 
with  dangerous  adhesions  between  the  uterus  and  intestines,  and 
also  making  a  later  section  easier  if  necssary.  In  all  the  cases  the 
hemorrhage  was  easily  controlled  by  pressure.  In  suturing  the 
uterus  it  is  best  to  use  three  layers  of  sutures,  one  including  the 
decidua  and  part  of  the  muscular  wall,  the  second  layer  muscle 
only,  and  the  third  muscle  and  peritoneum.  If  there  is  a  possibil- 
ity of  future  pregnancies  the  uterus  should  be  sutured  to  the 
abdominal  wall,  so  as  to  make  sure  that  firm  adhesions  will  form, 
thus  facilitating  a  later  operation.  In  the  above-mentioned  series 
of  sixteen  cases,  one  mother  died  of  sepsis,  making  the  mortality 
6.25  per  cent.  All  the  children  were  delivered  alive.  Prolonged 
manipulation  before  the  Cesarean  section  may  imply  infection  of 
the  vagina  and  even  of  the  uterus,  and  in  either  case  a  hysterec- 
tomy would  lessen  the  risk  of  sepsis. 

The  Present  Knowledge  of  the  Streptococcus  as  it  Affects 
the  Obstetrician. — W.  Zangemeister  (Munch.  Med.  Woch., 
May  21,  1907)  says  that  at  the  present  time  one  in  every  thousand 
women  in  labor  in  Germany  dies  of  puerperal  fever.  The  strep- 
tococcus is  an  important  factor  in  this  mortality.  In  the  lochia  of 
puerperal  women  the  streptococcus  is  found  in  100  per  cent,  of  all 
cases  of  puerperal  fever.  In  exudative  parametritis  it  is  found  in 
73  per  cent. ;  in  puerperal  endometritis,  in  27  per  cent.  We  know 
that  a  severe  streptococcus  infection  may  be  carried  from  one 
infected  woman  to  another,  as  well  as  become  generalized,  from 
a  wound,  in  the  entire  organism  of  the  same  person.  We  find  that 
animals  have  a  resistance  to  the  infection,  and  produce  antitoxins 
in  the  blood.  It  is  not  always  easy  to  infect  animals  with  strep- 
tococci from  the  human  race  and  vice  versa.  Such  being  the  case. 
when  infection  occurs  it  may  result  from  failure  of  the  natural 
means  of  protection,  insufficiency  of  the  leukocyte-forming  appa- 
ratus, or  from  the  existence  of  a  focus  of  lessened  resistance  from 
a  wounded  surface.  That  streptococci  exist  in  a  saprophytic  con- 
dition in  the  female  vagina  is  known.  Most  of  these  organisms 
are  removed  by  vaginal  injections.  There  is  no  hard-and-fast 
division  between  the  varieties  of  streptococci.     Virulence  for  one 
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animal  does  not  necessarily  mean  virulence  for  another.  The 
author  considers  it  possible  that  the  infection  may  occur  from  the 
saprophytic  germs  in  the  vagina  which  become  virulent.  For 
immunization  of  patients  it  is  necessary  that  the  organism  used 
be  virulent  for  the  individual.  Only  living  germs  confer  im- 
munity. In  order  to  confer  immunity  a  severe  effect  must  be 
produced  by  the  injection,  otherwise  the  effect  will  be  too  slight 
to  be  of  value.  Hence  active  immunization  will  not  be  found 
possible.  Passive  immunization  remains  to  be  considered;  but 
this  fails  also.  One  working  hypothesis  remains.  In  time  we  may 
immunize  one  individual  from  another. 

GYNECOLOGY    AND    ABDOMINAL    SURGERY. 

Bier's  Hyperemia  in  Gynecological  Treatment. — L.  Nenedo- 
vics  (Gyn.  Rund.,  H.  9)  believes  that  both  active  and  passive 
hyperemia  are  of  use  in  gynecology.  Originally  it  was  believed 
that  passive  hyperemia  was  of  most  value  in  acute  and  bacterial 
diseases.  It  is  much  more  difficult  to  apply  suction  to  the  contents 
of  the  pelvis  than  to  regions  on  the  surface  of  the  body,  on  ac- 
count of  their  deep  location.  Suction  causes  pain  in  the  deeper 
organs,  and  the  author  believes  that  it  is  contraindicated  in  acute 
inflammations  and  bacterial  infections.  In  other  gynecological 
diseases  in  which  suction  is  not  dangerous,  active  hyperemia  is 
found  to  be  better  than  the  passive,  since  it  causes  better  absorp- 
tion of  injurious  products.  For  the  production  of  active  hyper- 
emia the  author  has  arranged  a  new  form  of  apparatus  which  he 
describes,  consisting  of  a  glass  cylinder  which  is  placed  over  the 
cervix  uteri.  It  has  two  pipes  connected  with  it  of  small  caliber, 
so  arranged  as  to  produce  a  rhythmically  changing  suction  of  air. 
This  results  in  an  active  hyperemia,  which  is  at  first  somewhat 
painful.  If  the  patient  allows  it  to  go  on  it  soon  becomes  pain- 
less, and  no  bad  results  occur.  This  method  is  useful  in  all  con- 
ditions of  the  genital  organs  exclusive  of  tumors  and  acute  and 
bacterial  diseases,  in  which  hot  irrigations  are  better.  The  secre- 
tion of  the  inside  of  the  uterus  is  better  removed  by  this  rhythmical 
suction  than  by  anv  other  method. 

Early  Mobilization  after  Gynecological  Operations. — Abram 
Brothers  (Med.  Rec,  March  23.  1907)  finds  that  early  mobiliza- 
tion tends  to  overcome  ordinary  vomiting,  accumulation  of  intes- 
tinal flatus,  and  bronchial  irritation  from  retained  secretions  in 
the  air  passages.  In  the  absence  of  septic  infection  early  moving 
about  actually  tends  to  reduce  the  risk  of  thrombosis  and  em- 
bolism. The  morale  is  always  improved,  and  the  tendency  to 
debility,  hysteria  and  mental  depression  and  anxietv  is  diminished. 
Neither  the  character  nor  the  magnitude  of  an  operation  neces- 
sarily debars  early  mobilization. 

Gynecological  Case  Reports. — Thomas  S.  Cullen  (Jour. 
Amer.  Med.  Assn.,  May  4,  1907)  reports  the  successful  removal 
of  an  89-pound  myoma  from  a  woman  fifty-eight  years  old.     At 


414  BRIEF  OF   CURRENT   LITERATURE. 

the  time  of  the  operation  the  patient  was  unable  to  lie  down ;  so  it 
was  performed  with  the  patient  in  the  sitting-  position.  The 
tumor  was  densely  adherent  to  the  anterior  and  lateral  walls.  Very- 
large  vessels  spread  over  the  tumor ;  these  were  omental  in  origin, 
with  some  from  the  stomach  and  liver.  Recovery  good.  The 
writer  also  reports  an  18-pound  parasitic  myoma  with  marked 
development  of  the  omental  vessels,  some  reaching  one  centimeter 
in  diameter.  This  tumor  derived  nearly  its  entire  supply  of  blood 
from  the  omentum.  Another  case  reported  is  that  of  a  woman 
aged  twenty-one,  from  whom  he  removed  a  uterus  containing  a 
dead  fetus.  Following  the  death  of  the  fetus  suppuration  had 
taken  place  and  perforation  of  the  uterine  walls  occurred.  At 
the  time  of  the  removal  of  the  uterus  it  was  found  to  be  adherent 
to  the  anterior  abdominal  wall,  and  in  this  area  were  found  numer- 
ous perforations  from  which  large  quantities  of  pus  came.  The 
uterus  was  amputated  at  the  cervix  and  a  gauze  drain  was 
inserted  into  the  lower  abdomen.  Recovery  uninterrupted.  A 
fourth  case  reported  was  that  of  a  colored  woman,  aged  twenty- 
eight,  who  gave  a  history  of  pregnancy  going  apparently  to  term. 
Labor  pains  developed  and  soon  ceased,  and  the  patient  retained 
a  tumor.  This  tumor  existed  for  four  years,  giving  little  trouble 
until  just  before  operation.  At  the  operation  the  writer  found 
an  abdominal  pregnancy  firmly  adherent  to  the  surrounding  tis- 
sues and  to  both  tubes.  The  gestation  sac  was  removed  with  con- 
siderable difficulty  on  account  of  the  marked  bleeding.  Recov- 
ery good.  A  fifth  case  is  one  of  chorioepithelioma  in  which  the 
uterus  at  the  time  of  the  operation  had  obtained  the  size  of  a  five 
months'  pregnancy.  The  growth  was  uniformly  distributed 
throughout  the  entire  uterine  body.  Hysterectomy  was  per- 
formed and  the  patient  apparently  recovered. 

Chronic  Pelvic  Infections. — Franklin  H.  Martin  (Surg.,Gyn., 
and  Obst.,  April,  1907),  in  discussing  the  chronic  pelvic  infections 
peculiar  to  women,  gives  the  routes  of  infection  as  follows:  (1) 
by  the  lymphatics  of  the  uterus  and  broad  ligament,  (2)  by 
direct  extension  along  the  mucous  membrane  of  the  uterus  and 
tubes,  (3)  by  traumatism.  Ninety-six  per  cent,  of  the  cases  of 
pelvic  infection  treated  by  the  author  have  been  intraperitoneal 
infections,  the  result  of  direct  infection  extending  along  the 
mucous  membrane.  The  greater  number  of  these  were  treated  by 
laparotomy,  as  this  operation  gives  the  minimum  immediate  mor- 
tality. It  enables  one  to  examine  the  other  organs  and  note  com- 
plications, and  to  do  a  thorough  enucleation  or  repair  of  the  dis- 
eased tubes.  The  immediate  and  permanent  results  are  very 
satisfactory.  In  dealing  with  a  simple  pyosalpinx  he  places  the 
tube  between  a  thick  gauze  pad  and  forcibly  milks  the  tube 
in  the  direction  of  the  fimbriated  end,  thus  forcing  its  contents 
out.  The  tube  is  then  washed  out  with  hydrogen  peroxide  or 
squeezed  in  a  gauze  pad  saturated  with  an  antiseptic.  This  pro- 
cedure often  leaves  a  serviceable  tube.  The  treatment  of  bilateral 
tubal  or  tuboovarian  abscesses  with  peritoneal  adhesions  consists 
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in  first  freeing  the  adhesions,  then  extirpating  the  tubes  and 
ovaries  if  they  are  destroyed  beyond  repair.  Large  bilateral 
abscesses  with  peritoneal  extension  and  general  walling-off  by 
adherent  intestines  and  omentum,  the  writer  treats  by  enucleation 
if  possible,  if  not,  by  vaginal  drainage,  guided  from  above  through 
an  abdominal  incision.  In  enucleating  there  are  three  places  at 
which  one  must  look  for  a  beginning  point  in  separating  the 
encysted  abscess  mass  from  the  impacted  adjacent  tissues.  One 
is  from  Douglas's  cul-de-sac,  after  carefully  following  the  pos- 
terior surface  of  the  uterus  to  that  point.  A  second  is  at  the  point 
of  the  junction  of  the  uteroovarian  ligament  with  the  uterus, 
and  the'  other  is  behind  the  infundibuliform  ligament.  Each  of 
these  places  should  be  tried  in  turn  in  the  order  named.  It  is 
imperative  to  keep  close  to  the  abscess  sac,  thus  avoiding  puncture 
of  the  intestines. 

Relations  Between  Acromegaly  and  the  Sexual  Function  in 
Women. — Serafino  Patellani  (Ami.  di  Ostet.  e  Gin.,  March  and 
April,  1907)  has  collected  and  analyzed  145  cases  of  acromegaly 
in  women,  with  reference  to  its  relations  to  the  sexual  functions. 
His  conclusions  are  given  as  follows :  The  importance  of  an 
altered  genital  function  in  acromegaly  is  demonstrated  especially 
by  arrested  menstruation.  It  is  important  to  distinguish  between 
the  cephalic  and  initial,  and  paraacromegalic  forms.  In  women 
the  classic  form  begins  with  the  sexual  period,  never  before 
puberty  or  after  the  menopause.  Arrest  of  menstruation  may 
result  from  accident,  infectious  diseases,  prolonged  lactation  and 
uterine  atrophy.  The  normal  menopause  may  be  considered  a 
physiological  acromegaly.  Regular  menstruation  excludes  acro- 
megaly from  consideration.  Amenorrhea  is  not  simply  a  symp- 
tom of  acromegaly,  but  bears  a  causal  relation  to  it.  Pregnancy 
may  occur  with  acromegaly,  but  lactation  will  hasten  the  progress 
of  the  disease.  Ovulation  may  continue  during  the  disease.  The 
amenorrhea  may  result  from  atrophy  of  the  uterus  due  to  lactation. 
Lactation  in  a  woman  who  has  had  scanty  menstruation  should 
be  carefully  watched.  In  all  cases  in  which  the  genitals  were 
examined  in  life  or  after  death  the  genital  organs  were  found 
atrophied  or  small.  The  disease  occurs  especially  between  the  ages 
of  twenty-one  and  twenty-five.  It  occurs  more  frequently  in  vir- 
gins and  sterile  married  women,  and  the  course  is  more  rapid  in 
them  than  in  other  patients.  It  may  be  unobserved  for  from  one 
to  five  years.  It  favors  sterility.  Castration  is  of  no  therapeutic 
value.  Experimental  studies  of  the  hypophysis  show  that  its  func- 
tion is  to  regulate  metabolism,  and  its  destruction  causes  poison- 
ing from  accumulation  of  toxic  substances. 

Ovarian  Influence  Upon  the  Uterus. — F.  H.  A.  Marshall  and 
W.  A.  Jolly  (Edin.  Med.  four.,  March  1907)  believe  that  the 
existence  of  ovarian  tissue  is  essential  to  normal  uterine  nutrition, 
and  further  that  the  nature  of  the  ovarian  influence  is  chemical 
rather  than  nervous.     It  is  extremely  probable  that  the  uterus  is 
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dependent  for  its  proper  nutrition  upon  substances  secreted  by  the 
ovaries,  not  merely  at  the  heat  periods  and  during  pregnancy, 
when  they  show  their  greatest  activity,  but  throughout  the  whole 
of  the  estrous  cycle. 

Trypsin  in  Cancer. — John  W.  Luther  (N.  Y.  Med.  Jour.,  Feb. 
23,  1907)  finds  that  it  is  the  consensus  of  opinion  of  all  those  who 
have  applied  the  treatment  that  whatever  else  the  treatment  may 
effect,  it  certainly  does  in  most  cases  cause  (1)  an  arrest  or 
shrinkage  of  the  growth;  (2)  improvement  in  the  general  nutri- 
tion and  appetite,  and  maintenance  or  increase  of  weight;  (3) 
diminution  or  cessation  of  pain;  (4)  diminution  in  the  discharge, 
with  a  decrease  of  fetor. 

Remote  Results  of  Treatment  of  Cancer  of  the  Breast. — E. 
Villard  and  E.  Mouriquand  (Lyon  Med.,  May  19,  1907)  regard 
the  prognosis  of  cases  of  cancer  of  the  breast  as  much  better  when 
the  axillary  glands  are  not  involved.  Many  cases  may  be  cured 
by  early  operation,  and  any  tumor  of  the  breast  after  thirty  years 
of  age  should  be  removed  at  once,  even  if  it  appears  benign,  on 
account  of  the  liability  to  degeneration  into  a  malignant  form. 
When  the  operation  has  been  done  thoroughly  with  removal  of  all 
glands,  of  the  tumor  wide  of  its  borders,  and  of  the  aponeurosis 
and  the  pectoral  muscles  when  the  tumor  is  adherent,  the  use  of 
radiotherapy  on  the  resultant  scar  serves  to  sterilize  all  the  re- 
maining tissues,  and  to  prevent  recurrence.  In  this  field  it  is 
most  beneficial.  In  some  cases  of  recurrence  its  use  is  dangerous, 
since  it  provokes  a  dangerous  glandular  reaction.  The  effect  in 
most  tumors  is  to  reduce  the  size  of  the  tumor  and  cause  destruc- 
tion of  the  cellular  elements.  Of  the  fifty  cases  treated  in  the 
service  of  E.  Villard,  twenty-two  are  living  without  recurrences, 
and  five  with  recurrences  that  have  probably  been  cured  by  X-rays. 
Thev  were  all  undoubted  cases  of  cancer,  and  all  but  twelve  were 
confirmed  by  microscopical  examination.  It  is  now  from  eighteen 
months  to  eleven  years  since  the  operations.  In  twenty-eight  cases 
in  which  the  glands  were  examined,  one-half  were  found  involved 
and  one-half  were  not,  but  the  proportion  of  cures  was  much 
greater  in  those  in  which  there  was  nn  glandular  involvement. 

Suppurative  Mastitis  after  Typhoid. — Henri  Roger  (Gaz.  des 
Hop.,  May  18,  1907)  finds  that  suppuration  of  the  mammary 
gland  is  a  rare  complication  of  typhoid  fever,  occurring  during 
convalescence,  or  even  later.  It  is  not  always  produced  by  the 
same  bacillus,  the  Staphylococcus  aureus,  Staphylococcus  albus. 
bacillus  of  Ebertli.  and  paratyphoid  bacillus  all  having  been  found 
in  the  pus.  Previous  lactation  favors  the  occurrence  of  this  com- 
plication. The  symptoms  are  unimportant,  pain  and  fever  beincj 
slight,  and  the  abscess  healing  easily  after  incision.  Only  twenty- 
four  cases  are  recorded  in  literature.  The  author  describes  a  case 
in  which  after  a  very  severe  typhoid,  characterized  bv  vomiting, 
myocarditis,  and  dyspnea  of  bulbar  origin  with  cyanosis,  at  the 
end  of  convalescence  the  left  mammary  gland  became  swollen 
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without  much  pain.  The  abscess  was  opened  and  soon  healed. 
The  paratyphoid  bacillus,  or  one  very  much  resembling  it,  was 
found  in  the  pus. 

Palliative  Surgical  Treatment  of  Cancer  of  the  Cervix  Uteri. 

— F.  Jayle  (La  Presse  Med.,  May  25,  1907)  says  that  in  many 
cases  of  cancer  of  the  cervix  all  the  palliative  treatment  that  can 
be  attempted  is  the  curettage  of  the  fungosities  and  their  cauter- 
ization with  the  actual  cautery.  There  are  some  cases,  however 
in  which  somthing  more  can  be  done.  Women  who  are  still  men- 
struating show  a  more  rapid  advance  of  the  disease  than  those 
that  have  passed  the  menopause.  The  afflux  of  blood  to  the 
uterus  causes  more  pronounced  anemia,  and  there  is  more  rapid 
cellular  proliferation.  In  women  who  have  passed  the  menopause 
castration  is  indicated  because  it  brings  about  the  obliteration  of 
the  uteroovanan  artery  and  stops  the  internal  secretion  of  the 
ovary  which  still  persists  after  the  menopause  and  prevents  the 
atrophy  of  the  uterus,  thus  favoring  the  development  of  the  can- 
cer. Some  advise  the  ligation  of  the  uteroovarian  artery,  but  this 
is  very  difficult  to  do  on  account  of  the  extensive  lesions.  A  lap- 
arotomy for  removal  of  the  ovaries,  with  ligature  of  the  hypogas- 
tric arteries,  is  the  best  procedure,  even  when  the  cancerous  tis- 
sues cannot  be  removed  entirely.  If  there  are  fungosities  they 
should  be  curetted  and  cauterized  at  the  same  time. 

Cancer  of  the  Uterus.— O.  Laurent  (La  Revue  Medico-Sociale, 
June  10,  1907)  summarizes  the  definition  of  cancer  as  a  disease 
that  is  often  latent  and  insidious,  manifesting  itself  by  the  triad  of 
symptoms,  pain,  hemorrhage,  and  leucorrhea.     Pain  results  from 
infiltration  of  Douglas's  cul-de-sac,  pressure  on  the  sacral  nerves, 
and  concomitant  metritis,  while  it  may  be  absent  in  the  ulcera- 
tl°nS1  p™duced  hy  the  disease.     It  is  especially  early  in  cancer  of 
the  body.     The   lymphatics   and   parametrium   may  be   invaded 
early  or  very  late.      The  ligaments   are  early  attacked  in  most 
cases.    Cancer  of  the  body  is  slower  and  less  malignant  than  that 
of  the  cervix.    Duration  is  from  six  months  to  eight  years.     One- 
third  of  the  cases  of  cancer  of  the  uterus  are  of  the  cervix      It 
may  be  pavement  epithelioma,  cylindrical,  or  atypical  epithelioma. 
In  form  it  may  be  papillary,  nodular,  or  excavating.     Cancer  of 
the  body  may  be  primary  or  secondary  to  that  of  the  cervix.     It 
is   a   cylindrical   epithelioma,   circumscribed  or   diffuse.     Cancer 
extends  to  the  vagina,  adnexa,  parametrium,  glands,  ureters,  blad- 
der, peritoneum,  heart,  and  by  metastasis  to  the  other  internal 
organs.     It  has  to  be  distinguished  from  chronic  metritis,  benign 
papilloma,  fibroma  uteri,  and  polypus.     It  is  more  brilliant  and 
granular  than  metritis,  and  more  friable.     Benign  papilloma  does 
not  present  condylomatous  growths.    Fibromata  or  papillomata  of 
the  cervix  appear  with  the  ring  of  the  cervix  surrounding  them. 
When  Shall  Myomata  Be  Removed? — Wiesswange  (Munch. 
Med.  Woch.,  May  21,  1907)  says  that  the  mortality  among  2,500 
operations  for  myomata  was  for  abdominal  6.8  per  cent,  and  for 
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vaginal  2.2  per  cent.  The  question  of  operation  depends  on  vari- 
ous factors.  One  of  these  is  the  location  of  the  myoma,  whether 
subserous,  intramural,  submucous,  or  intraligamentous.  Another 
important  consideration  is  whether  it  springs  from  embryonal 
remains,  gland  structure,  or  musculature.  Submucous  myomata 
generally  give  symptoms  that  are  of  importance,  most  frequently 
hemorrhage  and  pain.  Hemorrhage  may  be  of  any  grade  of  sever- 
ity. If  severe,  operation  is  demanded.  Pain  will  also  vary.  The 
diagnosis  of  this  form  is  difficult  with  a  closed  cervix.  Dilatation 
is  a  diagnostic  aid  that  may  be  necessary,  and  removal  of  a  frag- 
ment and  its  microscopic  examination  will  be  of  value.  It  is  often 
necessary  to  remove  such  growths  to  make  life  endurable  and 
useful.  Another  danger  is  necrosis  of  the  growth,  with  possible 
infection  of  the  patient.  Such  an  ending  is  not  at  all  to  be  desired, 
but  it  is  the  only  way  of  getting  rid  of  the  growth  outside  of 
operation.  The  growth  may  also  become  sarcomatous.  The 
author  believes  that  every  submucous  fibroid  should  be  removed. 
With  the  subserous  it  is  quite  different.  Profuse  hemorrhage  is 
rare,  and  pressure  symptoms  alone  are  of  importance.  Conception 
and  successful  delivery  may  take  place  normally.  Only  when 
these  tumors  become  very  large  is  removal  imperative.  The 
intramural  and  interstitial  forms  give  the  least  trouble  of  all. 
Multiple  fibromata  are  often  harmless.  Only  very  large  and  rap- 
idly growing  interstitial  myomata  require  removal.  The  intralig- 
amentous form  gives  severe  pressure  symptoms.  Each  individual 
case  must  be  considered  separately.  The  earlier  in  life  the  growth 
appears  the  better  is  the  prognosis  of  operation.  In  young  indi- 
viduals conservative  work  may  be  done.  The  nearer  the  climac- 
teric the  longer  may  we  delay  operation.  Unoperated  cases  should 
remain  under  careful  observation. 

Uterine  Curettage. — H.  T.  Hicks  (Pract.,  May,  1907)  finds 
the  sharp  curette  the  best  instrument  for  ordinary  cases  not  con- 
nected with  pregnancy  or  abortion,  but  if  pregnancy  or  an  abor- 
tion has  occurred  within  a  month  the  blunt  instrument  should  be 
used.  Further,  in  curetting  for  diagnostic  purposes,  the  blunt 
instrument  is  preferable.  A  blunt  flushing  curette  is  very  useful 
to  employ  after  curettage  with  the  sharp  instrument. 

Ovarian  Grafting. — E.  Scott  Carmichael  (Jour.  Obst.  and 
Gyn.,  Brit.  Emp.,  March,  1907)  makes  these  deductions  from  ex- 
periments on  animals:  That  it  is  unlikely  that  the  whole  human 
ovary  can  be  grafted  with  success ;  that  part  of  the  ovary  may 
ovulate  and  preserve  its  function  of  internal  secretion ;  that  partial 
grafting  is  more  likely  to  succeed,  i.e.  the  grafting  of  the  cortical 
portions  of  the  ovary  more  especially. 

Vaginal  Operation  for  Descent  of  the  Ovaries. — H.  Rose 
(Zent.  f.  Gyn.,  June  8,  1907)  discusses  the  operative  treatmentof 
displaced  ovaries  that  are  macroscopically  normal,  or  only  in- 
flamed, showing  no  new  growths.  These  can  be  treated  conserva- 
tively.    If  there  are  small  cysts  they  may  be  cauterized.     Ovaries 
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that  are  more  diseased  should  be  removed.  A  prolapsed  ovary 
may  be  freely  movable,  or  adherent ;  the  firmer  the  adhesions  the 
less  chance  is  there  of  cure.  The  displacement  may  consist  in  a 
descent  of  the  outer  and  upper  pole,  or  of  the  whole  gland,  or  of 
both.  The  inner  pole  alone  cannot  descend.  In  congenital  descent 
of  unenlarged  ovaries  we  must  suppose  that  the  ovarian  ligament 
is  abnormally  long  and  flaccid,  and  Douglas's  cul-de-sac  abnor- 
mally deep.  The  condition  of  prolapsus  may  result  from  acute 
prolapse  of  uterus  and  ovaries  ar.cl  acute  inversion  of  the  uterus, 
but  in  general  it  results  from  chronic  causes.  The  force  may  be 
exerted  directly  on  the  ovarian  suspensory  ligament  from  the 
increased  weight  of  the  ovary  through  inflammation  or  tumors, 
or  from  pregnancy,  retroflexion,  and  version  of  the  uterus,  drag- 
ging the  ovary  down  with  the  uterus.  The  abnormal  length  of  the 
ovarian  ligament  is  the  central  point  for  the  author's  operation, 
which  consists  in  a  shortening  of  this  ligament  after  colpotomy. 
The  tube  is  excised  when  necessary,  leaving  the  uterine  end  in 
place.  The  author  describes  a  case  successfully  operated  on  after 
his  method. 

Treatment  of  Severe  Cases  of  Vesico-vaginal  Fistula. — 
Richelot  {Prog.  Med.,  June  15,  1907)  regards  the  operation  of 
Duboue  called  dcdoublement  as  a  good  procedure  for  repair  of 
vesico-vaginal  fistula  of  great  severity.  It  causes  no  loss  of  sub- 
stance, and  no  violent  drawing  together  of  tissues  that  are  widely 
separated.  It  makes  use  of  two  flaps  that  are  easy  to  bring 
together.  A  similar  procedure  is  that  introduced  by  Braquehaye, 
which  also  uses  two  flaps  easily  brought  together  with  sutures  in 
two  planes  closed  from  the  periphery  toward  the  center.  A  cir- 
cular incision  is  made  all  around  the  fistula,  and  a  collar  of  tissue 
is  dissected  deeply  around  it.  This  collarette  is  left  adherent  so 
as  to  give  more  tissue  to  work  with  than  the  other  procedure  does. 
By  this  means  the  fistula  is  closed  without  straining  the  tissues. 
There  are  left  large, freshened  surfaces,  which  arebrought  together 
and  sutured.  The  sound  is  not  left  in  place,  but  catheterization  is 
used  at  intervals  of  two  hours,  the  patient  lying  on  the  side,  so 
that  the  urine  does  not  fall  upon  the  base  of  the  bladder. 

DISEASES  OF   CHILDREN. 

Treatment  of  Rickets. — Concerning  the  treatment  of  rickets, 
G.  A.  Sutherland  (Clin.  Jour.,  March  13,  1907)  says  that  the  first 
indication  is  to  clear  out  the  alimentary  canal  with  ten  to  fifteen 
minims  of  castor  oil  and  five  to  ten  minims  of  tincture  of  rhubarb 
three  times  a  day.  At  the  same  time  the  child  should  be  put  on 
milk  and  barlev  water  and  lime  water,  equal  parts,  giving  four  or 
five  ounces  everv  three  hours.  After  a  few  days  or  weeks  in- 
crease the  strength  of  the  milk  gradually.  Fresh  cow's  milk  is 
the  Teat  stand-bv.  The  chief  rules  to  remember  in  regard  to 
the  dietary  are  avoid  any  deficiencv  in  fats  and  avoid  any  excess 
of  carbohydrates.     Everv  means  of  strengthening  the  child  must 
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be  employed,  sunshine,  fresh  air,  flannel  clothing,  and  baths  twice 
a  day.  The  intestinal  tone  will  not  be  restored  for  some  time,  and 
it  is  well  to  give  as  a  tonic  a  couple  of  minims  of  tincture  of  nux 
vomica,  five  minims  of  tincture  of  rhubarb,  and  three  or  four 
grains  of  sulphocarbolate  of  soda.  The  most  important  drug  is 
cod-liver  oil.  The  chief  complications  of  rickets — bronchitis, 
diarrhea,  convulsions,  laryngismus  stridulus,  and  tetany — must  be 
treated  on  general  lines  while  acute,  but  subsequently  antirachitic 
treatment  alone  is  efficacious.  For  antero-posterior  spinal  curva- 
ture the  child  should  be  keot  lying  constantly  upon  the  back,  while 
the  latter  is  strengthened  bv  massage  and  douching  of  the  spine, 
using  hot  water  if  under  eighteen  months  of  age,  cold  after  that 
time.  For  deformities  of  the  ribs  it  is  well  to  strengthen  the  in- 
tercostal muscles  by  restricting  diaphragmatic  breathing  for  one- 
half  to  one  hour  twice  a  day  bv  means  of  a  flannel  band  around 
the  abdomen.  If  the  child  does  not  walk  do  not  encourage  him 
to  do  so,  and  thus  avoid  deformities  of  the  lower  extremities. 

A  New  Method  of  Phosphorus  Feeding  and  Administration 
in  Children. — Carl  Manchot  (Munch.  Med.  Woch.,  March  19, 
1907)  says  that,  according  to  the  opinion  of  specialists  in  chil- 
dren's diseases,  the  treatment  of  rickets  and  disturbances  depend- 
ent on  the  internal  nervous  system  is  best  accomplished  by  nour- 
ishing the  central  nervous  system  with  some  remedy  that  acts  as 
a  curative  means.  For  this  use  phosphorus  is  the  best  substance 
to  employ ;  but  there  are  difficulties  in  its  administration  on  ac- 
count of  the  poisonous  qualities  of  the  chemicals.  Phosphorus 
in  the  organic  combination  with  cod-liver  oil  has  been  much  used, 
but  it  is  a  nauseous  dose  and  must  be  used  with  great  care  to 
prevent  poisoning.  The  combination  changes  its  chemical  nature 
rapidly  and  after  a  week  or  two  becomes  inert.  In  the  Children's 
Hospital  at  Hamburg  the  author  has  made  experiments  as  to  the 
best  method  of  administering  phosphorus.  He  first  tried  a  com- 
bination with  butter,  prepared  fresh  daily,  but  the  preparation 
was  inert.  Then  he  tried  injections  of  a  weak  solution  of  phos- 
phorus and  obtained  great  and  rapid  benefits,  the  color  improv- 
ing, increase  in  weight  taking  place,  and  the  nutrition  improving. 
But  after  two  weeks'  use  subcutaneous  abscesses  developed  at  the 
point  of  injection  which  were  difficult  to  heal.  The  organic  com- 
bination of  phosphorus  in  human  milk  seems  to  be  the  best  for 
children,  and  the  author  sought  some  other  organic  combination  to 
take  the  place  of  milk  as  a  food  that  would  have  therapeutic 
value.  Phytin,  a  combination  made  from  the  seeds  of  grains,  was 
tried.  It  contains  calcium  and  magnesium  in  organic  combination 
with  phosphorus,  and  is  free  from  the  other  constituents  of  the 
plants  employed  in  its  preparation.  But  it  is  very  difficult  to 
dissolve  in  water  and  was  found  practically  useless.  The  author's 
next  trial  was  of  hemp  seeds  prepared  by  extraction  of  the  oil 
by  petroleum  from  the  fine  meal.  This  meal  is  then  slowly  boiled 
and  strained  until  there  is  obtained  a  thin,  milky,  whitish-brown 
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broth  of  acid  reaction.  From  thirty  to  fifty  cubic  centimeters  of 
this  preparation  were  given  in  each  bottle  to  the  infants.  It  may 
be  mixed  with  buttermilk,  malt  soup,  etc.,  to  disguise  the  taste. 
The  older  children  ate  the  soup  mixed  with  broth  or  milk  and  liked 
it.  One  hundred  and  one  children  were  thus  fed.  The  good  re- 
sults were  rapid ;  there  were  increase  in  weight,  improved  color, 
and  consistence  of  the  skin,  increase  of  muscular  strength  and  of 
energy.  Children  that  had  been  unable  to  walk  were  soon  walking. 
The  sweating  of  the  rachitic  children  was  benefited  and  their 
anemia  improved.  The  number  of  red  blood  corpuscles  increased 
as  well  as  their  hemoglobin.  The  bone  lesions  improved  and 
craniotabes  disappeared.  In  those  children  who  had  diseases 
complicated  with  convulsive  seizures  the  same  general  improve- 
ment took  place,  and  the  seizures  were  soon  lessened  in  number 
and  severity.  The  author  believes  that  he  has  found  a  useful 
method  of  administering  phosphorus  that  has  no  dangers  and  is 
easy  to  prepare  and  moderately  stable. 

Medical  Treatment  of  Congenital  Pyloric  Stenosis. — The 
aim  of  this  treatment,  says  G.  A.  Sutherland  {Lancet,  March  16, 
1907),  is  to  remove  any  source  of  irritation  in  the  stomach  which 
may  maintain  pyloric  spasm,  and  to  keep  the  organ  free  from 
any  irritating  food  which  may  excite  such  spasm.  Each  feeding 
should  be  limited  to  two  or  three  ounces,  and  in  bad  cases  to  one 
ounce,  increasing  the  frequency  in  order  to  supply  sufficient  nour- 
ishment. Small  quantities  of  water  may  be  given  in  the  intervals 
for  thirst.  If  good  breast  milk  is  available  it  is  the  best  food. 
If  cow's  milk  is  employed  it  is  better  to  peptonize  it.  The  stomach 
should  be  washed  out  daily  for  a  prolonged  period,  and  in  bad 
cases  twice  a  day  for  a  time,  preferably  when  it  should  be  empty. 
These  infants  cannot  be  fattened  quickly,  and  attempts  to  do  so 
are  usually  disastrous.  Any  excess  of  food  is  liable  to  produce 
digestive  disturbance.  Diarrhea  is  a  common  complication,  which, 
like  flatulence,  is  best  treated  by  reducing  the  amount  of  food 
given  by  one-half.  When  vomiting  occurs  food  should  be  given 
for  two  hours.  The  use  of  antispasmodic  drugs  has  not  proved 
of  value.  With  marasmic  infants  saline  injections,  both  rectal 
and  subcutaneous,  have  seemed  beneficial.  If  the  infant  is  much 
reduced  or  has  a  subnormal  temperature,  brandy  up  to  half  a  dram 
daily  is  of  service. 

Ankylostoma  Anemia  in  Children. — Olimpie  Cozzoline  {La 
Pediatrica,  March,  1907)  describes  two  cases  of  infection  with 
ankylostoma  duodenale.in  children  that  were  fatal.  All  the  mem- 
bers of  the  family  showed  the  parasite  in  the  stools.  It  is  a  cylin- 
drical worm  varying  in  length  from  eight  to  twelve  millimeters. 
The  mouth  is  provided  with  four  hooks,  by  which  it  fastens  itself 
to  the  intestinal  walls  for  the  purpose  of  sucking  the  blood  to  feed 
upon.  The  number  of  ova  produced  is  enormous,  four  million 
having  been  counted  in  a  single  stool.  When  passed  the  ova 
change  to  larvae  with  an   impenetrable  covering  which  protects 
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them  for  about  fifty  days.  They  may  be  carried  to  the  new  host 
by  unclean  hands  or  in  infected  water.  The  effect  on  the  patient 
is  to  cause  a  severe  anemia,  which,  according  to  some,  results  from 
the  abstraction  of  blood  alone,  while  according  to  others  the 
parasite  produces  excretions  that  are  poisoned  to  the  system.  A 
high  grade  of  anemia  is  produced,  and  there  are  leukocytosis  and 
eosinophilia.  The  treatment  consists  of  a  course  of  anthelmintics, 
-consisting  of  felix  mas  or  thymol,  which  is  to  be  repeated  after  a 
few  weeks.  Even  after  the  parasites  are  all  removed  the  anemia 
may  still  not  be  recovered  from,  and  may  cause  death. 

Cerebral  Syphilis  in  Children. — A.     W.      Fairbanks      (Jour. 
Atner.  Med.  Ass'n,  March  9  and  16,  1907)  presents  a  paper  based 
upon  over  100  cases  of  syphilitic  cerebral  disease  in  children  from 
the  literature.    There  are,  he  says,  three  pathological  conditions  in 
the  brain,  which,  singly  or  in  combination,  may  be  responsible  for 
the  symptoms  of  cerebral  syphilis.     They  are,  in  the  order  of 
apparent  frequency  of  occurrence:   Meningitis  (usually  leptomen- 
ingitis) ;  arteritis  (usually  endarteritis)  ;  syphilomata  (usually  of 
meningeal  origin).    The  diagnosis  of  cerebral  syphilis  cannot  be 
made  from  the  individual  symptoms,  as  these  may  be  produced 
by  different  causes,  but  by  studying  them  collectively  and  the  char- 
acter of  their  onset  and  progress.     When  produced  by  syphilitic 
lesions  of  the  central  nervous  structure,  these  phenomena  present 
the  following  characteristics:     (1)  They  are  multiform,  having 
often  no  apparent  relation  to  one  another,  associated  together  in 
an  apparently  random  manner,  often  rendering  their  explanation, 
on  the  basis  of  any  single  lesion,  impossible.     (2)  The  onset  of  the 
phenomena  is,  as  a  rule,  subacute,  with  the  occasional  occurrence 
of  individual  symptoms  of  very  acute  character  and  severe  degree. 
(3)  These  latter  phenomena  are  characterized  by  their  tendency 
to  disappear  in  the  most  unexpected  manner,  after  a  very  brief 
duration,   and  by  their  equally   striking  and   practically   certain 
recurrence  in  the  same  or  in  some  other  locality ;  with  the  eventual 
persistence,  after  several  such  recurrences,  of  peripheral  evidence 
of  a  destructive  and  permanent  central  lesion.     (4)  The  striking 
rapidity  with  which  some  of  the  symptoms  yield  to  specific  treat- 
ment, and  the  equally  remarkable  manner  in  which  other  phenom- 
ena persist  or  pursue  their  course  without  the  slightest  regard  to 
energetic  therapeutic  measures,  or  even   make  their  appearance 
while  such  treatment  is  in  force.     The  phenomena  are  manifold, 
varying  from  time  to  time  in  character  and  degree ;  motor  phe- 
nomena may  dominate:  epileptiform  convulsions,  general  or  uni- 
lateral ;  monospasms ;  tremors ;  involuntary  irregular  movements 
without  loss  of  consciousness ;  motor  aphasias ;  paralytic  condi- 
tions of  any  degree  of  severity  or  extent.     Ocular  palsies  belong 
to  the  instances  in  which  involvement  of  the  cranial  nerves  is  a 
prominent  feature.     Sensory  phenomena,  neuralgic  pain,  numb- 
ness, anesthesia,  and  various  parasthesic  phenomena  may  prevail 
for  a  considerable  time,  especially  in  the  early  stages  of  the  dis- 
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ease,  while  the  background  of  other  symptoms  is  still  indefinite 
and  vague.    In  other  cases  the  psychical  features,  changes  in  char- 
acter,   irritability,    apathy,    depression,    impairment    of    memory 
diminution  of  mental  capacity,  dementia,  and  very  rarely  mania' 
may  either  usher  in  or  close  the  scene,  or  remain  throughout  the 
essentially  predominant  manifestation  of  the  central  process     The 
initial  symptoms  are  often  characterized  bv  insidious  onset   tran- 
sient character,  and  erratic  course.     Headache  is  frequently  an 
early  symptom,  but  is  often  not  well  defined,  and  is  often  more 
diffused  and  less  severe  than  in  adults.     Insomnia  is  less  common 
in  children.     Changes  in  disposition  and  in  intellect  are  perhaps 
the  most  common  initial  manifestations.    Other  initial  phenomena 
which  may  coexist  or  replace  these  are  circulatory  disorders  ■  ver- 
tigo, brief  disturbances  of  speech  and  vision,  sudden  attacks  of 
syncope,  mental  confusion,  and  sudden  lapses  of  memory     Sooner 
or  later  more  positive  symptoms  appear :    inequality  and  fixation 
of  the  pupils,  facial  palsy,  hemiplegic  attacks  or  epileptiform  con- 
vulsions.   Concerning  the  type  of  lesion,  the  writer  says  that  those 
instances  in  which  occur  intense  headache,  cranial  nerve  palsies 
excessive  reaction  to  sensory  impressions,  especially  hearing  and 
sight,  dulness  or  torpor,  insomnia  or  an  unnatural  tendency  to 
sleep,  and  convulsive  attacks  and  psychical  disorders,  especially 
when  accompanied  by  a  choroiditis,  are  indicative  of  a  meningitis 
W  hen  the  cranial  nerve  palsies  are  an  early  or  a  predominant 
teature   a  meningitis  commencing  or  concentrated  at  the  base  is 
probable.     Convulsive  attacks  and  psychical  irritability  or  depres- 
sion, dulness  or  insomnia  suggest  the  cortex  as  the"  seat  of  the 
greater  meningeal  involvement.    Those  cases  in  which  vertiginous 
attacks,  sudden  losses  of  consciousness  or  brief  mental  confusion 
transient  disturbances  of  speech  and  paralytic  affections  of  short 
duration  or  eccentric  type  prevail,  are  instances  in  which  arterial 
change  is  probably  the  predominant  morbid  process.     A  tumor 
usually  gives  rise  to  focal  symptoms  depending  on  the  situation 
ot  the  growth.     The  gummatous  growth  of  specific  cerebral  dis- 
ease, however,  is  more  commonly  a  diffuse  gummatous  infiltra- 
tion of  the  meninges,  its  symptoms  being  consequently  those  of 
meningitis,  and  especially  meningitis  at  the  base,  with  resultant 
cranial  nerve  disturbance.       The  prognosis  depends  to  a  consid- 
erable extent  on  the  pathological  type.    Purely  gummatous  lesions 
yield  readily  to  specific  treatment.     Meningeal  processes,  if  not 
ot  too  long  duration,  and  taken  at  a  time  previous  to  the  occur- 
rence of  secondary  atrophy  and  sclerosis  in  the  gray  matter,  also 
possess  a  favorable  prognosis.     If  destructive  involvement  of  the 
hemispheres  has  already  occurred,  specific  treatment  may  check 
the  advance  of  the  meningoencephalitic  process,  but  the  destroyed 
areas  remain,  with  atrophy,  sclerosis,  and  softening  and  adhesions 
between  the  meninges  and  brain.     Of  all  the  forms  of  syphilitic 
cerebral  disease  the  arterial  lesions  present  the  most  unfavorable 
prognosis.     Finally,  the  prognosis  depends  greatly  on  the  time 
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when  the  cerebral  disease  commences.  If  it  begins  at  a  period  of 
childhood  when  reasonably  reliable  subjective  complaint  is  possi- 
ble, or  when  the  mental  evolution  has  reached  a  degree  at  which 
early  changes  in  disposition  and  insidious  weakening  of  the  intel- 
lect are  likely  to  be  conspicuous,  earlier  recognition,  and  therefore 
more  effective  treatment,  will  result. 

Alcoholic  Cirrhosis  of  the  Liver  in  Children. — After  discuss- 
ing the  various  types  of  cirrhosis  of  the  liver  which  may  occur 
in  children  and  the  relative  frequency  in  adults  and  children, 
Ernest  Jones  (Brit.  Jour.  Child.  Dis.,  Jan.,  Feb.,  1907)  concludes 
that  alcohol  is  the  most  common  clinical  cause  of  cirrhosis  known 
at  present.  It  is  seen  often  enough  to  warrant  consideration  of 
its  possibility  when  ordering  alcohol  or  permitting  its  employ- 
ment in  children. 

Albumin  and  Casts  in  the  Urine  of  Children. — In  discussing 
the  various  causes  of  albuminuria  F.  E.  Sondern  (Arch,  of  Ped., 
Feb.,  1907)  speaks  particularly  of  the  long-continued  functional 
albuminuria  with  or  without  casts,  which  may  result  from  in- 
testinal autointoxication  and  closely  simulate  the  urinary  find- 
ings of  true  nephritis.  This  type  of  albuminuria,  due  to  intes- 
tinal toxemia,  is  especially  important  to  recognize  in  children  be- 
cause of  the  facility  with  which  intestinal  disturbances  occur  in 
the  young.  The  laboratory  aid  to  its  diagnosis  is  the  examination 
for  relative  excess  of  ethereal  sulphates  in  the  urine.  As  indoxyl 
and  skatoxyl  sulphates  are  the  varieties  most  frequently  present 
in  excess,  a  test  for  this  excess  is  important ;  but  a  direct  quan- 
titative estimate  of  ethereal  sulphates  and  of  mineral  sulphates 
is  naturally  the  more  accurate  procedure  and  consequently  better 
for  clinical  deductions.  Of  course,  a  depression  in  the  ratio  of 
mineral  and  ethereal  sulphates  or  an  excess  of  indoxyl  sulphate, 
being  accompanying  factors  only  and  not  directly  concerned  as  the 
actual  causative  element  of  the  symptoms  or  of  the  albuminuria, 
may  be  brought  about  by  other  causes.  Their  corroborative  value 
in  the  diagnosis  of  intestinal  toxemia  cannot,  however,  be  denied. 

Enuresis  in  Children. — Arturo  Cavalieri  (Riv.  di  Clin.  Ped., 
March,  1907)  finds  that  the  reason  for  the  unsuccessful  methods 
used  for  treatment  of  enuresis  in  children  is  the  lack  of  accurate 
knowledge  of  the  causes  of  the  condition.  Unless  we  know  the 
cause  in  a  given  case  we  cannot  properly  direct  our  therapeutic 
measures.  He  defines  enuresis  as  a  condition  of  involuntary 
evacuation  of  the  bladder  in  children  over  two  years  of  age,  who 
have  normal  brains  and  no  anatomical  lesions  or  lack  of  develop- 
ment. This  definition  will  exclude  all  children  who  have  heredi- 
tary or  congenital  brain  troubles  or  deformities ;  all  spinal  cord 
troubles,  epilepsy,  and  diabetes,  as  well  as  those  affected  by  fear. 
He  considers  separately  the  direct  and  remote  causes  of  the  con- 
dition. The  condition  is  essentially  a  neurosis,  and  we  constantly 
find  hereditary  neurotic  conditions  as  the  remote  cause.     Accord- 
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ing  to  some,  the  anatomical  substratum  of  the  condition  is  a  hypo- 
plasia of  the  central  nervous  system,  and  it  is  a  true  symptom 
of  infantilism.  According  to  others  it  is  a  manifestation  of  hys- 
teria. The  immediate  cause  is  a  hyperexcitability  of  the  detrusor 
vesica  with  a  relaxation  of  the  sphincter  of  the  urethra.  Accord- 
ing to  another  theory,  it  is  due  to  a  lack  of  development  of  the 
prostate  resulting  from  lack  of  closure  of  the  bladder  orifice.  Four 
forms  are  recognized  by  the  author,  in  all  of  which  the  usual  die- 
tetic and  hygienic  measures  are  useful.  In  hyperexcitability  of  the 
detrusor,  extract  of  belladonna  administered  at  night  in  increas- 
ing doses  is  the  best  remedy.  Valerian  and  hot  baths  are  also 
useful.  When  there  is  deficiency  of  the  sphincter  of  the  urethra 
strychnine  hypodermically  is  useful,  also  cutaneous  faradization 
over  the  bladder  and  sacrum.  For  reflex  enuresis  the  removal  of 
the  cause  is  the  proper  treatment.  With  deficient  muscular  ap- 
paratus of  the  prostate  and  non-closure  of  the  bladder  there  are 
usually  other  deformities.  Massage  and  dilatation  of  the  urethra 
are  useful.  The  most  modern  measure  is  the  injection  of  physio- 
logical salt  solution  into  the  spinal  canal,  the  needle  entering  in  the 
hiatus  sacralis.  Most  brilliant  results  have  been  obtained  by 
Cathelin.  The  effect  of  the  injections  is  supposed  to  be  a  stimula- 
tion of  the  roots  of  the  nerves. 

Infantile  Tubercular  Testicles.— G.  Poissonnier  (Gaz.  des 
Hop.,  Mar.  16,  1907)  says  that  tuberculosis  when  localized  in 
the  genital  organs  of  the  male  infant  is  primary  in  the  testicle, 
secondary  in  the  epididymis,  which  is  the  contrary  of  what  oc- 
curs in  the  adult,  in  whom  the  epididymis  is  affected  sooner  than 
the  testicle.  In  the  infant  there  is  an  orchitis.  It  may  occur  in  a 
child  of  any  age,  even  in  the  fetus  at  term,  or  a  few  days  after  the 
birth  of  the  child,  and  is  more  frequent  in  the  young  infant  than 
in  the  child,  until  he  has  arrived  at  puberty.  It  is  generally  single. 
Traumatism  and  masturbation  may  be  causes,  but  heredity  is  the 
most  powerful  factor.  The  affection  may  come  by  way  of  the 
circulation,  by  way  of  the  lymphatics,  or  from  the  epididymis 
1 he  scrotum  presents  the  same  lesions  as  in  the  adult.  Generallv 
the  epididymis  is  also  affected.  The  efferent  canal  may  be  in- 
volved, and  even  the  prostate.  It  may  be  propagated  to  distant 
regions  by  the  blood  or  lymphatics.  The  inguinal  glands  are  often 
involved,  as  well  as  the  iliac  and  lumbar.  There  are  several  forms 
of  the  disease,  acute  and  chronic.  The  testicles  become  tender 
swollen,  adhere  at  one  point  to  the  scrotum,  and  an  abscess  and 
a  nstula  form.  In  more  chronic  cases  there  is  no  abscess  forma- 
tion and  little  pain  or  tenderness.  When  caseation  occurs  an  ab- 
scess soon  forms  in  the  testicle.  It  may  be  limited  by  fibrous 
formation  and  not  open  externally.  The  only  complication  to  be 
expected  is  the  generalization  of  the  tubercular  process  The 
prognosis  when  this  does  not  take  place  is  good.  Cicatrization 
occurs,  with  a  greater  or  less  amount  of  useful  testicular  tissue 
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The  affections  from  which  it  has  to  be  differentiated  are  syphilis, 
cancer,  and  gonorrheal  orchitis.  The  treatment  should  be  con- 
servative. Knowing  that  a  certain  amount  of  useful  testicular 
tissue  usually  remains  after  healing,  it  is  best  not  to  remove  the 
testicle.  Suspension,  puncture  with  injection  of  iodine  or  iodo- 
form, curettage,  and  cauterization  are  the  best  local  measures. 
The  most  important  treatment  is  general  and  hygienic,  and  does 
not  differ  from  that  of  tuberculosis  localized  elsewhere. 

Communicating  Hydrocele  of  Tuberculous  Origin. — M.  G. 
Sicard  {Rev.  Mens,  des  Mai.  de  I'Enf.,  March,  1907)  says  that 
whatever  the  pathogenic  theory  adonted,  communicating  hydrocele 
of  tuberculous  origin  is  only  a  variety  of  tuberculosis  of  the 
vagino-peritoneal  canal,  and  its  study  is  inseparable  from  that  of 
tuberculous  hernia.  The  symptoms  are  dull  swelling  of  the  scro- 
tum, fluctuating,  translucent,  reducible  without  gurgling  by  sim- 
ple decubitus  or  pressure  between  the  fingers,  combined  with  a 
bad  general  condition  of  the  patient.  Often  there  are  ascites  and 
meteorism  of  the  abdomen.  A  small,  indolent  tumor  is  found  at 
the  bottom  of  the  vagino-peritoneal  canal.  There  may  be  isolated 
tuberculosis,  without  inflammatory  reaction,  or  tubercular  peri- 
tonitis, acute  miliary  or  chronic.  The  pathological  anatomy  and 
the  bacteriology  show  the  tubercular  nature  of  the  process.  The 
vagino-peritoneal  canal,  a  narrow  and  deep  recess  of  the  peri- 
toneum, forms  a  good  soil  for  the  tubercle  bacillus,  a  place  of 
little  resistance.  Treatment  is  operation,  easy  of  execution  and 
not  dangerous.  Laparotomy  will  permit  of  the  evacuation  of 
the  ascites  and  will  have  a  good  effect  on  the  peritonitis. 

Prophylaxis  of  Infantile  Enteritis. — Paul  Londe  {La  Prcsse 
Med.,  March  23,  1907)  says  that  more  intestinal  troubles  arise 
from  overfeeding  than  from  any  other  cause.  The  infant  should 
not  be  fed  in  quantities  in  proportion  to  its  weight,  but  to  its  stage 
of  development  and  digestion.  It  is  much  better  to  underfeed  than 
to  overfeed.  Mothers  and  even  physicians  give  the  infant  more 
food  materials  than  it  can  take  care  of.  A  large  proportion  of 
infants  grow  and  remain  in  good  physical  condition  on  a  ration 
much  less  in  quantity  than  that  usually  prescribed  by  physicians. 
The  efforts  of  the  physician  should  be  directed  to  lessen  the  ac- 
cumulation of  weight  in  the  infant  rather  than  to  increase  and 
hurry  it.  The  mother  or  the  nurse  should  never  be  allowed  to 
increase  the  amount  of  food  to  be  given.  That  should  only  be 
done  under  the  physician's  orders.  As  soon  as  the  stools  are  fetid, 
of  bad  color,  or  loose,  and  the  infant  cries  with  pain,  it  is  time 
to  reduce  the  ration.  It  should  not  be  increased  until  the  normal 
state  of  digestion  has  returned.  Milk  should  be  the  only  food 
until  the  child  is  two  years  old.  Then  porridges,  soups,  and  eggs 
may  be  begun  cautiously.  If  there  has  been  a  severe  enteritis, 
after  the  water  diet,  milk  may  be  given  in  doses  of  a  coffee  spoon- 
ful in  three  of  water,  and  this  may  be  doubled  each  day.     Vege- 
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table  soups  will  not  be  useful  because  the  pancreatic  ferments  are 
not  as  yet  formed.  Human  milk  may  be  the  only  remedy  that 
will  be  of  value  in  some  cases,  and  that  must  be  obtained  at  any 
cost,  by  means  of  a  wet  nurse  if  the  mother  has  none.  Superali- 
mentation is  the  principal  cause  not  only  of  enteritis,  but  also  of 
most  of  the  infantile  troubles  of  a  nonspecific  nature,  such  as 
bronchitis  and  broncho-pneumonia. 

Infantilism  and  Psychical  Degeneration.— Brissaud  {Rev. 
Fran,  de  Med.  ct  Chir.,  March  25,  1907)  says  infantilism  presents 
itself  under  various  aspects.  It  is  a  condition  characterized  by  the 
persistence  of  physical  attributes  of  childhood  long  after  that 
period  of  life  has  passed.  There  is  an  intimate  relation  between 
some  cases  of  infantilism  and  myxedema.  Myxedematous  infan- 
tilism forms  a  well-defined  type  of  the  disease,  of  remarkable 
homogeneity.  It  represents  the  purest  type  of  infantilism,  pro- 
ducing not  little  old  men  nor  small  adults,  but  large  infants,  who 
grow  old  as  children.  There  is  a  definite  and  well-known  pathol- 
ogy, the  cause  being  alterations  of  the  thyroid  gland.  The  author 
records  a  history  of  such  a  case  in  which  psychical  degeneracy  was 
combined  with  infantilism.  In  order  to  have  a  full  development  of 
the  human  system  it  is  necessary  not  only  to  have  nutritive  ma- 
terial in  abundance,  but  to  have  nutritive  forces  to  direct  their 
use.  Heredity  carries  on  these  processes.  A  morbid,  nervous 
heredity  is  responsible  for  the  wrong  direction  of  the  nutritive 
forces ;_  directly,  by  its  immediate  action  on  the  ontogenic  func- 
tions ;  indirectly,  by  its  action  upon  the  thyroid  gland,  and  per- 
haps on  the  hypophysis  and  other  vascular  glands.  Psychical 
degeneration  and  infantilism  both  have  the  same  cause,  mental 
and  nervous  heredity,  and  may  coexist  in  an  individual  and  pro- 
duce a  mixed  type. 

Congenital  Symmetrical  Sinuses  of  the  Lower  Lip—  H    S 

Clogg  (Brit  Jour.  Child.  Dis.,  Feb.,  1907)  records  a'  case  of 
this  unusual  condition  observed  in  a  girl  twelve  months  old  The 
child  was  born  with  a  very  severe  degree  of  bilateral  hare-lip 
and  cleft  palate;  the  premaxilla  stood  out  prominently  The 
latter  was  broken  and  bent  backwards,  and  the  upper'  lip  re- 
paired oyer  it  On  the  upper  surface  of  the  lower  lip  on  either 
side  of  the  middle  line  was  a  papilla ;  the  two  papilla?  were  sym- 
metrical, and  surrounding  them  in  the  form  of  a  semicircle  on  the 
aspect  towards  the  mouth  was  a  groove,  and  leading  from  this 
furrow  a  sinus,  which  passed  downwards  into  the  lip  for  about 
a  quarter  of  an  inch.  The  two  sinuses  ended  blindly,  converged 
slightly,  and  were  situated  immediately  underneath  the  mucous 
membrane  of  the  lip.  Issuing  from  the  sinuses  was  a  mucoid 
secretion.  The  writer  has  found  references  to  thirty-eight  cases 
of  this  deformity.  In  a  number  of  instances  it  has  been  observed 
in  one  or  other  parent  and  in  two  to  four  of  the  children  In 
one  family  it  occurred  in  grandmother,  mother,  and  daughter     It 
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appears  to  be  almost  invariably  bilateral.  Deformities,  apart 
from  those  of  the  upper  lip  and  palate,  do  not  seem  to  be  often 
present.  The  lower  lip  is  generally  well  formed  in  other  respects. 
It  has  been  mentioned  as  being  abnormally  thickened ;  the  mucous 
membrane  has  been  recorded  as  hypertrophied ;  a  median  depres- 
sion of  the  lip  has  also  been  noted.  The  deformity  is  symmetri- 
cal and  is  seen  just  to  one  side  of  the  mid-line.  The  simplest 
appearance  is  that  where  a  groove,  shallow  recess,  slit-like  orifice, 
or  simply  an  opening  is  seen  on  either  side  of  the  mid-line  on  the 
upper  border  of  the  lip.  In  other  cases  in  addition  there  are  pres- 
ent papillary  elevations  as  in  the  case  here  recorded,  these 
processes  sometimes  being  capable  of  considerable  movement. 
Other  variations  occur.  The  sinus  which  leads  from  the  external 
orifice  into  the  lip  is  variable  in  length.  It  may  be  a  mere  de- 
pression or  reach  far  into  the  lip.  Its  direction  is  downwards 
and  somewhat  inwards,  the  two  converging  slightly.  The  sinuses 
are  lined  with  mucous  membrane,  continuous  with  that  of  the 
lip,  and  opening  into  them  are  numerous  mucous  glands.  Mus- 
cle bundles  are  present  in  the  papilla  and  around  the  sinus.  The 
writer  discusses  the  various  theories  of  the  origin  of  the  de- 
formity, none  of  which  he  considers  satisfactory. 

Hematuria  in  Infants  and  Young  Children. — J.  Porter  Park- 
inson (Brit.  Jour.  Child.  Dis.,  Feb.,  1907)  speaks  of  hematuria 
in  a  child  under  one  year  of  age  as  usually  being  due  to  infan- 
tile scurvy,  renal  sarcoma,  or  uric  acid  crystals  in  the  tubercles 
and  pelvis  of  the  kidney.  Hematuria  is  one  of  the  most  frequent 
of  the  visceral  bleedings  of  purpura  hemorrhagica.  Hemorrhagic 
types  are  sometimes  seen  in  measles,  diphtheria,  influenza,  and 
other  acute  infectious  diseases.  Hematuria  is  a  common  symp- 
tom of  acute  nephritis,  especially  of  the  form  following  scarlet 
fever  and  occasionally  influenza.  Some  drugs  may  produce 
hematuria  either  from  being  impure  or  given  in  too  large  doses. 
Chlorate  of  potassium  sometimes  causes  it.  The  appearance  of 
blood  in  the  urine  of  patients  taking  sodium  salicylate  is  gen- 
erally attributed  to  impurity  of  the  drug.  Hematuria  has  fol- 
lowed the  eating  of  rhubarb  or  strawberries.  Turpentine  and 
cantharides  may  be  causes  of  hematuria,  but  these  drugs  are  rare- 
ly administered  to  children.  An  obscure  variety  of  hematuria 
has  been  described  under  the  name  of  idiopathic,  congenital 
hereditary  or  family  hematuria,  in  which  twelve  members  of  a 
family  had  hematuria  persisting  for  many  years,  occasionally 
ceasing  but  recurring.  Infarcts  in  the  kidney  during  malignant 
endocarditis  mav  be  a  cause  of  hematuria.  It  may  also  be  caused 
by  renal  calculi  in  the  kidney  or  bladder,  or  by  papillomata  and 
other  vascular  growths  in  the  lower  urinary  passages.  Some 
obscure  forms  of  hematuria  have  been  ascribed  to  rheumatism. 
The  first  symptom  of  renal  tuberculosis  may  be  the  presence  of 
blood  in  the  urine.     The  treatment  of  hematuria  is  usually  that 
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of  its  cause.     That  of  scurvy  yields  to  antiscorbutic  diet;  that 
due  to  uric  acid  concretions  usually  disappears  spontaneously. 
Cases  of  drug  hematuria  apparently  clear  up  from  rest  in  bed. 
Calcium  chloride  seems  inefficient.     Some  cases  rapidly  improved 
after  administration  of  ergot  or  of  adrenalin.     Cupping  is  of 
value  in  the  hematuria  following  scarlet  fever  or  influenza.     In 
all  cases  of  hematuria  milk  diet  and  rest  in  bed  are  imperative. 
Diagnosis  of  Barlow's  Disease.— W.  v.  Starck  (Munch.  Med. 
Woch.,  March  5,  1907)  says  that  the  picture  in  infantile  scurvy 
is  rarely  typical,  and  that  diagnosis  must  often  be  made  from  the 
appearance  of  one  or  two  symptoms.     When  a  child  between  the 
ages  of  five  and  fifteen  months  loses  appetite,  is  sleepless,  and 
gives  evidence  of  pain  in  dressing  and  undressing  and  on  move- 
ment, we  should  think  of  scurvy  rather  than  rickets.     Scurvy  is 
more  apt  to  occur  in  families  that  are  better  off  and  in  which  the 
child  has  been  fed  on  prepared  foods  than  among  the  poor  who 
nurse  their  children.     The  typical  symptoms  are  anemia,  hemor- 
rhagic swelling  of  the  gums,  pain  on  movement,  swelling  of  one 
or  more  extremities,  hematuria,  and  hemorrhagic  swelling  of  the 
eyelids  and  exophthalmos.    Anemia  may  be  a  symptom  of  other 
conditions.     Swelling  of  the  gums  is  absent  in  children  whose 
teeth  have  not  yet  appeared.     When  present  the  gums  take  on  a 
bluish-red  swelling  and  bleed  easily.    Hematuria  may  not  be  pres- 
ent.   When  calomel  is  given  to  a  syphilitic  child  it  is  well  borne, 
but  in  scurvy  a  single  dose  may  produce  stomatitis.    The  amount 
of  alteration  of  the  bones  depends  on  the  pathological  changes. 
There  may  or  may  not  be  hemorrhage  between  the  epiphysis  and 
diaphysis.    It  affects  the  long  bones  of  the  lower  extremities  first, 
then  those  of  the  upper,  later  the  ribs.    It  is  generally  symmetri- 
cal on  the  two  sides.     The  X-ray  shows  an  increase  of  shadow 
between  the  ends  of  the  shafts  and  the  epiphysis,   followed  by 
atrophy.      Swelling  of  the   lids   and  exophthalmos   result    from 
hemorrhage  into  the  orbit.     The  immediate  curative   effect   of 
vegetables  and  fruits  is  of  digestive  value. 

Acute  Infection  of  Urinary  Tract  in  Children. — John 
Zahorsky  (St.  Louis  Cour.  Med.,  Feb.,  1907)  reports  five  cases 
in  young  girls  and  female  infants,  clinically  resembling  typhoid  or 
malaria,  but  shown  by  examination  of  the  urine  to  be  pyelitis  or 
cystitis.  These  cases  are  usually  diagnosticated  as  malaria,  sepsis, 
influenza,  or  typhoid.  Girls  are  much  more  frequently  attacked 
than  boys,  suggesting  that  the  infection  occurs  through  the  ure- 
thra. The  writer  thinks  that  in  every  case  of  acute"  or  chronic 
fever,  especially  in  girls,  the  cause  of  which  is  not  obvious,  the 
urine  should  be  examined.  In  these  cases  there  is  very  little  dis- 
turbance of  the  bladder.  Often  there  is  no  increased  frequency 
of  urination.  One  cannot  depend  upon  local  or  general  symptoms 
to  exclude  the  disease.  It  is  often  impossible  to  state  whether 
the  renal  pelvis  or  the  bladder  alone  is  implicated. 
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The  Serum  Disease. — J.  D.  Rolleston  (The  Antiseptic,  March, 
1907)  bases  his  paper  on  observations  made  on  1,100  diphtheria 
patients,  1,057  of  whom  were  injected  subcutaneously  with  anti- 
toxin. Within  a  few  hours  of  injection,  cases  of  serum  disease 
show  a  moist  skin  or  profuse  perspiration,  drowsiness,  local  or 
generalized  erythema,  and  diminution  of  urine.  There  is  then  a 
latent  period  of  from  one  to  eight  days,  with  no  new  phenomena. 
The  second  stage  is  characterized  by. the  development  of  urti- 
caria, usually  first  at  the  site  of  injection,  to  which  it  may  be 
limited  or  become  generalized.  It  is  often  associated  with  edema, 
especially  when  a  second  injection  of  antitoxin  is  given  for  a  re- 
lapse or  second  attack  of  diphtheria,  when  the  primary  injection 
has  been  given  some  weeks  or  months  before.  Pruritus  may  be 
intense.  Albuminuria  may  occur  simultaneously  with  the  urticaria 
or  preexistent  albuminuria  may  be  increased.  The  total  excretion 
of  urine  may  be  diminished.  The  third  stage  does  not  always 
arrive.  Usually  separated  by  one  or  more  days  from  the  second, 
it  may  sometimes  be  continuous  with  it.  Its  most  striking  feature 
is  the  development  of  a  rash,  at  first  usually  an  amorphous 
erythema,  but  sometimes  circinate  from  the  first,  and  almost  always 
becoming  circinate  subsequently.  The  temperature  is  usually 
raised.  Malaise  and  anorexia  are  present,  especially  in  older 
patients,  who  are  more  likely  than  younger  ones  to  suffer  at  this 
time  from  pains  in  the  joints  and  muscles.  The  submaxillary  and 
cervical  glands,  and,  to  a  less  extent,  the  axillary  and  inguinal, 
become  swollen  and  painful,  usually  with  no  phenomena  within 
the  throat.  The  prognosis  of  the  serum  disease  is  absolutely  good. 
The  more  marked  the  serum  phenomena  the  better  the  prognosis 
of  the  diphtheria  as  regards  recovery  and  escape  from  serious 
paralyses.  Prophylaxis  of  serum  disease  consists  in  the  adminis- 
tration of  calcium  chloride  in  gr.-v  doses  thrice  daily  for  the  first 
few  days  in  mild  cases  of  diphtheria.  For  the  irritation  produced 
by  urticaria  nothing  excels  the  application  of  a  menthol  ointment 
(menthol  3j,  white  vaseline  5j).  For  joint  pains  immobilization 
of  the  joints  by  splints  or  the  application  of  belladonna  fomenta- 
tions is  suitable,  or  aspirin  internally. 

Typhoid  Infection  Conveyed  by  a  Convalescent  Infant. — 
T.  S.  Southworth  (Arc h.  of  Ped.,  March,  1907)  contributes  to 
the  literature  of  this  important  subject  the  report  of  an  infant  who 
had  fever,  vomiting  and  intestinal  symptoms,  and  pneumonia. 
Several  Widal  tests  gave  negative  results.  Another  child  in  the 
family  had  had  typhoid  just  before  his  illness  and  two  others  of 
the  family  were  attacked  soon  after  his  recovery.  He  was  sent 
with  them  to  a  hospital  for  a  few  days,  but  had  no  fever.  He  was 
then  transferred  to  a  private  family  in  a  tenement.  He  was  pale 
and  sickly  and  his  stools  had  a  very  bad  odor,  but  the  only  acute 
illness  was  a  fever  lasting  a  few  davs  and  relieved  by  treatment 
of  an  inflamed  prepuce.  Twenty  days  after  his  arrival  in  this 
family,    two   children,   and   subsequently   a    third,    were   attacked 
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with  typical  typhoid.  Examination  of  the  original  patient's  blood 
now  gave  a  positive  Widal  reaction.  The  writer  calls  attention  to 
the  danger  of  infection  from  the  stools  after  recovery,  especially 
in  the  case  of  infants  whose  diapers  are  washed  in  the  single  sink 
in  the  tenement  kitchen,  and  are  changed  by  busy  women,  who 
often  neglect  washing  their  hands  subsequently  unless  they  are 
obviously  soiled. 

Diagnosis  of  Scarlet  Fever. — A.  R.  Braunlich  (Arch,  of  Ped., 
March,  1907)  says  that,  in  arriving  at  a  diagnosis,  the  course  of 
events  in  a  typical  case  must  be  kept  in  mind,  as  there  is  a  regu- 
larity in  the  order  of  appearance  of  the  symptoms,  whether  the 
case  is  severe  or  mild.  With  the  usual  sudden  onset,  with  dis- 
turbances of  the  stomach,  nausea  or  vomiting,  and  occasionally 
convulsions,  the  diagnosis  is  based  on  the  following  objective 
symptoms :  Condition  of  the  tongue,  the  temperature,  the  pulse- 
rate,  the  rash,  and  the  condition  of  the  throat.  The  tongue,  in  the 
majority  of  cases,  during  the  entire  course  of  this  disease,  shows 
nothing  more  than  the  ordinary  fever  coating.  The  real  denuded 
strawberry  tongue,  i.e.  a  bright-red  tongue  with  large  papillae  and 
either  no  coating  or  only  a  slight  coating  on  the  posterior  half, 
appears  on  the  fourth  or  fifth  day ;  and,  occurring  then,  is  of  the 
greatest  significance.  Such  a  tongue  seen  on  the  first  or  second 
day  of  the  disease  should  carry  no  weight  as  a  diagnostic  feature. 
Fever  is,  as  a  rule,  present.  There  are  exceptional  cases  where 
the  temperature  never  goes  above  99  °  F.,  the  cases  being  typical 
in  other  respects.  In  voung  children  the  typical  temperature  curve 
is  rarely  seen.  On  the  contrary,  the  temperature  may  be  most 
irregular.  The  pulse  is  invariably  rapid,  being  elevated  more  than 
the  usual  eight  or  nine  beats  for  each  degree  of  fever.  The  rash 
may  appear  within  a  few  hours,  and  always  appears  within  forty- 
eight  hours  after  the  onset  of  the  disease,  and  regularly  travels 
downward.  It  first  appears  on  the  neck  and  chest,  at  times  not 
reaching  the  lower  limbs  until  the  second  or  third  day.  If  the 
case  is  seen  as  late  as  the  third  or  fourth  day,  the  rash  on  the 
trunk  may  have  entirely  faded.  The  typical  punctate  erythema  is 
not  always  easily  distinguishable,  and  the  varying  surface  conges- 
tion frequently  alters  the  appearance.  The  regular  erythema  may 
be  accompanied  by  blotches  resembling  measles,  and  usually  on 
the  extremities.  The  erythema  may  be  very  faint  on  some  parts 
of  the  body  and  brighter  on  others.  It  may  be  well  developed 
only  in  the  flexures  of  the  joints.  The  rash  and  inflammation  of 
the  throat  are  necessary  for  a  diagnosis.  At  present  there  are  in 
this  city  a  number  of  cases  in  which  the  diagnosis  cannot  now  be 
made  between  German  measles  and  scarlet  fever.  The  patients 
with  German  measles  apparently  recover  in  about  four  days.  They 
do  not  desquamate,  or  do  so  less  freely  than  in  typical  scarlet 
fever.  The  time  of  desquammation  is  important.  Peeling  in 
scarlet  fever  does  not  begin  on  the  hands  before  the  latter  half  of 
the  second  week. 
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Primary  Intestinal  Tuberculosis  in  Nursing  Infants. — A  pa- 
tient of  S.  M.  Snow  (Arch,  of  Ped.,  March,  1907),  aged  one 
year,  died  after  one  week's  illness,  which  was  probably  tubercu- 
lous. A  sister,  born  one  month  before  his  illness,  throve  for  two 
months.  She  died  after  an  illness  of  two  months,  the  autopsy 
showing  miliary  tuberculosis  of  lungs,  spleen,  and  skin,  caseous,, 
bronchial  and  mesenteric  lymph  nodes,  and  tuberculous  ulcer  01 
the  ileum.  Both  children  were  infected  at  the  end  of  March,  the 
older  child  dying  quickly,  the  younger  one  lingering  for  two 
months.  There  was  no  tuberculous  heredity.  The  parents,  rela- 
tives, house  servants  were  well ;  the  nourishment,  breast  milk,  was 
proven  by  inoculation  experiments  to  be  free  of  tubercle  bacilli. 
A  trained  nurse  was  in  attendance  at  the  second  confinement.  At 
the  time  she  was  in  poor  health  and  coughed  frequently.  After  a 
month's  stay  she  went  home,  and  two  months  later  tubercle  bacilli 
were  found  in  her  sputum  and  tuberculous  lesions  discovered  in 
her  lungs.  There  can  scarcely  be  a  doubt  that  the  nurse  infected 
both  babies  by  prolonged  personal  contact,  either  by  kissing, 
sneezing,  coughing,  or  breathing  in  their  faces.  The  writer  quotes 
a  number  of  cases  from  the  literature. 

Occurrence  of  Goiter  in  Parent  and  Child. — In  a  patient  of 
Ernest  Jones  (Brit.  Jour.  Child  Dis.}  March,  1907),  at  the  age  of 
five  and  a  half  years,  the  mother  noticed  a  fulness  in  the  neck 
that  had  increased  fairly  rapidly  at  first  and  then  more  slowly, 
but  which  was  still  growing  six  months  later.  No  other  symptom 
had  been  noticed.  The  diagnosis  of  parenchymatous  goiter  was 
made  and  thyroid  extract  was  administered.  Within  two  weeks 
from  this  time  the  size  of  the  tumor  had  obviously  diminished., 
After  this  the  shrinking  progressed  more  slowly  until  the  gland 
had  attained  its  normal  size  in  about  ten  weeks.  The  mother, 
aged  37,  had  had  for  some  eight  years  an  enlargement  of  the 
thyroid  affecting  chiefly  one  lobe.  After  six  weeks  of  adminis- 
tration of  thyroid  extract,  the  swelling  was  perceptibly  smaller 
and  an  adenoma  was  clearly  defined.  The  writer  says  that  it  is 
not  certain  that  there  is  any  disease  of  the  thyroid  that  is  heredi- 
tary in  the  biological  sense,  that  is,  is  due  to  a  transmissible 
innate  variation ;  so  that  any  part  that  heredity  may  possibly  play 
must  be  an  indirect  one  connected  with  perhaps  the  question  of 
susceptibility  to  certain  poisons. 
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CHORIOEPITHELIOMA* 


I.  S.  STONE,  M.D., 
Washington,   D.  C. 


One  of  the  most  actively  malignant  of  all  tumors  of  the  uterus 
existed  without  due  recognition  until  Sanger,  on  July  16,  1889, 
reported  to  the  Leipzig  Obstetrical  Society  two  cases  of  "Unusual 
Abortion."  He  proposed  the  name,  "Deciduoma  Metastica  Ma- 
lignum."  A  23-year-old  woman  aborted  in  the  eighth  week.  She 
died  seven  months  later,  having  developed  four  large,  spongy, 
reddish  tumors  in  the  uterine  wall,  with  metastases  in  the  lungs 
and  elsewhere.  Sanger  reported  this  case  to  the  German  Gyne- 
cological Society  in  1892,  and  wrote  a  monograph  in  1893.  The 
appearance  of  the  growth  in  Sanger's  cases  led  him  to  think  the 
disease  a  variety  of  sarcoma,  and  he  gave  it  the  name  "sarcoma 
deciduocellulare,"  which  has  been  used  ever  since  by  those  who 
may  be  called  of  that  school.  Sanger  made  a  study  of  Chiari's1 
case  reported  prior  to  his,  but  not  understood  by  him  as  a  type  of 
tumor  which  would  attract  such  universal  attention.  Although 
many  observers  agree  with  Sanger,  as  will  be  seen  later,  still  more 
have  been  persuaded  that  the  disease  is  not  a  sarcoma,  and  due  to 

*Read  before  the  Washington  Obstetrical  and  Gynecological  Society, 
May  3,  1907. 
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some  form  of  maternal  predisposing  cause,  but  rather  that  it  is 
clue  to  the  fetal,  or  chorionic  epithelial  cell  invasion  of  the  maternal 
structures.  Veit  has  largely  adopted  Sanger's  view,  and  Mar- 
chand  has  led  the  attack  against  the  theory  that  the  disease  is  prob- 
ably of  sarcomatous  origin.  Chiari  in  1877  had  described  a  sim- 
ilar case  as  carcinoma,  but  was  compelled  to  announce  a  change 
of  view.  Pfeiffer,  a  pupil  of  Chiari's  in  1890,  added  the  report  of 
a  case  in  which  he  adhered  to  Sanger's  view.  Maier's  case  in 
Virchcm/s  Archiv,  1876,  Vol.  LXVII.,  p.  55,  was  reported  prior  to 
that  of  Chiari,  but  its  authenticity  is  questioned. 

Frequency  of  the  Disease. — Since  Sanger's  announcement  more 
than  200  cases  have  been  reported,  and  it  is  generally  thought 
that  many  cases  are  overlooked  even  at  the  present  time,  and  that 
with  greater  care  a  still  larger  proportion  will  be  discovered.  As 
will  be  seen  later,  the  lives  of  these  patients  may  be  saved  by 
prompt  hysterectomy,  and  therefore  the  early  recognition  of  the 
disease  is  a  matter  of  supreme  importance.  McCann  says  that  six 
cases  have  been  seen  in  the  Samaritan  Hospital,  London,  in  three 
years. 

Age. — As  the  disease  is  now  thought  necessarily  one  of  the 
child-bearing  age,  we  find  the  youngest  reported  case  in  a  girl 
of  17.2  Champneys3  had  one  case  in  a  girl  of  18.  The  oldest  was 
reported  by  Holleman,4  age  52. 

Clinical  History. — The  symptoms  of  malignant  chorioepitheli- 
oma  are  similar  to  those  of  other  forms  of  malignant  disease,  but 
with  certain  differences  which  may  serve  to  aid  in  the  diagnosis. 
The  chief  characteristic  of  the  disease  under  discussion5  is  that  it 
almost  invariably  follows  closely  upon  an  abortion  or  else  the  dis- 
charge of  a  hydatidiform  mole.  We  should,  therefore,  be  un- 
usually watchful  for  hemorrhage  after  either  of  these  accidents. 
It  has  been  shown  that  at  least  50  per  cent,  of  the  cases  of  chorio- 
epithelioma  have  occurred  after  the  discharge  of  a  mole,  and  if 
the  patient  has  been  curetted  at  the  time,  a  second  curetting  should 
be  promptly  done  in  case  of  renewed  hemorrhage,  and  the  debris 
subjected  to  microscopic  examination.  The  hemorrhage  will  not 
be  characteristic  of  mere  metrorrhagia,  for  the  flow  depends 
upon  the  invasion  of  bloodvessels  by  cells  comparable  to  that  of 
any  malignant  process,  with  perhaps  the  most  rapid  spreading  of 
any  form  of  such  growths.  As  the  microscope  gives  such  positive 
information,  we  feel  it  necessary  to  insist  upon  careful  examina- 
tion of  the  uterine  contents  in  all  such  cases,  in  order  to  prevent  a 
fatal  result.     Patients  with  this  disease  will  not  present  the  usual 


stunk:    chorioepithelioma.  435 

signs  of  emaciation  or  a  cachexia  if  seen  early,  or  before  the  uterus 
has  been  perforated,  and  metastases  have  imperiled  their  lives ; 
but  they  are  nevertheless  known  to  have  the  sallow  skin  and  all  of 
the  symptoms  of  a  cachexia  at  a  relatively  earlier  period  than  is 
observed  in  ordinary  cancer.  Pain  is  experienced  very  early  in 
the  disease,  and  is  not  unlike  that  usually  experienced  by  patients 
with  other  forms  of  malignant  disease.  When  metastasis  occurs 
it  is  necessary  to  give  the  patient  the  benefit  of  operative  treatment, 
for  several  recoveries  are  recorded  even  after  the  vagina,  lungs, 
or  other  organs  have  been  invaded.  In  fact,  the  first  definite  symp- 
tom which  has  been  observed  in  certain  cases  has  been  a  metas- 
tasis. It  would  therefore  be  folly  to  abandon  a  patient  presenting 
the  signs  of  metastasis  in  remote  organs,  associated  with  symp- 
toms of  some  form  of  malignant  growth  iii  the  uterus. 

Course. — As  already  mentioned,  the  course  of  this  disease  is 
strikingly  rapid.  One  of  the  apparently  satisfactory  reasons  for 
thinking  it  a  form  of  sarcoma,  existing  in  the  mother  before  con- 
ception occurred,  is  the  markedly  prompt  advent  of  hemorrhage 
and  other  symptoms  of  malignancy  after  an  abortion.  Usually  a 
fatal  result  occurs  in  a  few  months.  Sanger's  case  died  in  seven 
months.  Other  authors  report  cases  which  proved  fatal  within 
the  year  after  the  first  symptom  of  the  disease.  Ladinski0  reports 
the  following  case : 

Young  woman,  age  19;  married  18  months;  gave  birth  to  her 
first  child  in  1900.  She  nursed  this  child  for  eight  months,  and 
again  menstruated  in  April  and  May,  1901.  She  missed  her  period 
in  June,  and  was  having  pain  and  hemorrhage  by  the  middle  of 
July.  The  hemorrhage  rapidly  increased  and  was  followed  by  a 
cough  and  bloody  expectoration.  Then  followed  more  uterine 
hemorrhages  which  required  tampons  and  other  treatment.  The 
uterus  at  this  time  was  found  very  much  enlarged ;  about  the  size 
of  a  six  months'  pregnancy.  The  external  os  was  dilated  and 
large  masses  of  hydatid  cysts  were  removed,  and  the  bleeding- 
then  ceased.  On  August  7  the  patient  was  again  curetted,  but 
little  debris  was  removed.  Ladinski  then  saw  the  patient  (October 
1).  She  was  anemic  and  appeared  to  be  very  ill.  Her  heart  was 
normal,  but  mucous  rales  were  present  in  the  left  lung,  and  she 
had  cough  and  bloody  expectoration.  The  urine  was  negative. 
The  finger  nearly  perforated  the  uterine  wall  when  introduced 
through  the  internal  os  to  the  fundus.  The  patient  was  cured  by 
hysterectomy. 
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Williams'7  case  was  in  a  colored  woman,  who  presented  the 
symptoms  of  metastasis  in  the  vagina  and  on  the  labia  in  one  week 
after  a  normal  delivery.  In  two  weeks  this  swelling  had  attained 
the  size  of  a  hen's  egg,  and  resembled  a  hematoma  in  appearance. 
Other  symptoms  of  metastasis  appeared  in  rapid  succession,  and 
the  patient  died  six  months  after  delivery.  The  case  was  the  first 
one  studied,  or  at  least  reported,  in  America,  and  it  was  not  under- 
stood until  the  post-mortem  findings  disclosed  the  real  nature  of 
the  disease.  "The  lungs  were  studded  with  metastases  of  vary- 
ing size,  which  resembled  placental  tissue  in  appearance.  Smaller 
growths  were  present  in  the  kidneys,  spleen,  and  ovary."  It  is 
interesting  to  observe  that  Williams  found  only  a  small  portion  of 
the  uterine  wall  involved,  as  he  tells  us  that  a  "nodule  about  one 
centimeter  in  diameter  was  found  in  the  uterus." 

Descriptive  Anatomy. — The  chorion  has  been  studied  in  various 
stages  of  development  from  the  earliest  authenticated  ovum,* 
which  was  found  in  the  uterus  of  a  woman  who  had  committed 
suicide  after  missing  her  period.  (It  measured  1.6x0.8x0.9 
millimeter,  and  presented  the  typical  and  well  marked  anatomical 
structures,  chorion  and  amnion,  at  this  early  date.)  Such  studies 
have  afforded  much  valuable  information  regarding  the  anatomical 
elements,  which  explain  the  relation  of  the  normal  villi  to  the 
gross  pathological  changes  which  are  called  "deciduoma  malig- 
num,"  or  "chorioepithelioma."  By  examination  of  a  villus  in 
cross  section  taken  from  an  ovum  of  a  few  weeks,  we  may  see  the 
same  outline  of  development  as  in  one  taken  at  the  end  of  gesta- 
tion. Certain  layers  of  cells  indicate  at  this  early  period  what 
later  on  will  play  a  vital  part  in  the  normal  growth  of  the  mem- 
branes, or  possibly  a  destructive  part,  if  they  proliferate  or  run 
riot  through  the  maternal  structures.  As  the  period  of  gestation 
continues,  the  villi  are  seen  on  cross  section  to  acquire  a  better 
construction,  which  fits  them  for  their  physiological  purpose.  At 
about  the  end  of  the  first  month  they  show  bloodvessels.  These 
vessels  are  provided  with  coats,  just  as  other  vessels  in  permanent 
structures  or  organs  are  provided.  The  villi  develop  from  a  single 
stem,  which  throws  out  branches  here  and  there  until  the  well- 
known  tree-like  form  is  produced.  Each  little  tuft  is  complete  in 
itself,  however,  and  can  communicate  only  with  decidual  struc- 
tures, and  not  with  other  villi.  Williams  mentions  Dalrymple  as 
preceding  Langhans  in  an  accurate  histological  description  of  the 
cell  formation  of  the  villi,  but  the  name  of  the  latter  has  been  long 
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associated  with  these  cells,  and  they  are  known  by  his  name, 
although  some  authors  prefer  the  appropriate  embryological  term 
which  shows  their  origin  in  the  trophoblast.  One  may  look 
through  Peters'  work  on  the  ovum  without  finding  Langhans's 
layer  mentioned.     It  is  always  the  "trophoblast." 

Langhans's  Cells.— We  give  what  Teacher  quotes  from  his  de- 
scription of  "Langhans's  layer"  and  the  syncytium.  "An  inner 
single  layer  of  cuboidal  cells,  with  clear  protoplasm,  round,  or  oval 
vesicular  nuclei,  moderately  rich  in  chromatin,  and  showing  a  well- 
marked  intranuclear  network  and  nucleolus.  Multiplication  is  by 
indirect  division,  and  karyokinetic  figures  can  usually  be  found 
without  much  trouble.  The  protoplasm  contains  glycogen.  The 
cells  are  'individual'  cells.  They  rest  on  a  connective  tissue  core, 
the  line  of  junction  often  being  a  well-marked  basement  mem- 
brane." Langhans's  layer  of  cells,  and  the  syncytium,  together, 
form  the  outer  layer  of  the  villi,  and  it  is  this  portion  which  con- 
cerns us  in  the  study  of  chorioepithelioma.  The  cells  are  suscepti- 
ble to  treatment  by  staining  for  differentiation,  and  are  then  shown 
on  section  in  a  single  layer,  which  appears  as  a  row,  or  line,  imme- 
diately under  the  syncytium,  with  which  it  is  in  close  contact. 

The  Syncytium  (the  Plasmodium  of  early  writers  on  obstetrics). 
— Enclosing  Langhans's  layer,  and  separating  it  from  the  ma- 
ternal blood  in  the  intervillous  spaces,  is  the  syncytium,  a  layer  of 
protoplasm  in  which  no  definite  cell  boundaries  are  recognizable. 
The  protoplasm  has  an  opaque  appearance,  and  takes  the  usual 
contrast  stain  somewhat  deeply.  In  specimens  fixed  with 
osmic  acid  it  is  found  richly  loaded  with  finely  di- 
vided fat.  The  nuclei  are  generally  smaller  than  those 
of  Langhans's  layer;  oval  or  elongated,  solid,  and  staining  more 
deeply.  The  syncytium  frequently  spreads  out  into  "buds,"  which 
may  be  detached  from  the  main  layer,  and  lie  apart  as  multi- 
nucleated giant  cells  free  in  maternal  blood,  or  it  may  be  merely 
a  thin  layer  resembling  endothelium.9  The  free  margin  may  show 
apparent  cilia,  but  their  lack  of  motility  proves  the  contrary. 

The  description  already  given  of  Langhans's  layer  cells  must 
always  supplement,  or  be  supplemented  by  a  description  of  the 
syncytium,  for  they  are  not  only  associated  from  the  earliest  period 
of  fetal  growth,  but  they  continue  this  relation  with  more  or  less 
persistence  when  malignant  changes  occur  in  the  decidua,  and  still 
further  when  metastases  have  developed  the  disease  in  distant 
organs.     The  syncytium,  or  outer  layer,  shows  less  definition  of 
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outline  than  the  "Langhans's  layer,"  possibly  because  the  stain  is 
not  freely  taken  up  by  it.  As  usually  seen  in  sections,  it  may  be 
compared  to  protoplasm  without  many  ceils.  In  other  sections 
the  characteristic  giant  cells  with  many,  nuclei  are  seen  in  large 
numbers. 

Office  of  the  Trophoblast. — In  the  formation  of  the  placenta 
the  structures  named  above  are  not  seen  just  as  described,  but 
have  now  taken  upon  themselves  their  function  of  maternal  in- 
vasion of  decidua  and  of  uterine  muscle.  This  physiological  ac- 
tion of  the  "trophoblast"  is  normal,  and  is  intended  to  set  up  a 
communication  between  the  villi  and  the  maternal  vessels,  which 
may  proceed  beyond  the  safe  and  normal  limits  and  become  a 
malignant  process.  It  will  be  seen  later  on  that  some  authorities 
deny  that  the  syncytium  and  Langhans's  layer  are  of  fetal  origin, 
but  the  preponderance  of  opinion  is  about  as  we  have  stated 
above. 

Pathogenesis. — Veit  (Handbuch)  alludes  to  the  many  difficul- 
ties in  the  way  of  accurate  representations  of  the  part  taken  by 
the  fetal  and  maternal  structures.  For  instance,  the  outer  layers 
of  the  villi,  or  the  whole  mesoderm,  and,  as  he  insists,  the  decidual 
elements  also,  are  involved  and  must  be  differentiated  from  each 
other.  Veit  believes  in  what  he  calls  the  unity  of  the  disease,  while 
Frankel  and  others  stand,  for  subdivisions  into  carcinomas,  endo- 
theliomas, decidual-cell  sarcomas,  or  simple  uterosarcomas,  all  of 
which  are  from  deciduoma,  and  finally  one  species  which  arises 
from  the  villi.  Eden  at  one  time  thought  the  disease  due  to  sar- 
coma, but  he  changed  his  view,  and  now  Veit  is  the  principal  advo- 
cate of  the  sarcoma  theory,  largely,  we  think,  because  he  finds  no 
satisfactory  way  of  explaining  the  presence  of  spindle  cells,  which 
are,  as  he  says,  either  enlarged  endothelia  or  else  sarcomatous. 
Veit  thinks  the  syncytium  and  Langhans's  layer  cells  "lie  in  the 
veins"  and  blood  spaces.  In  other  places,  as  in  the  connective 
tissue,  he  thinks  the  large  cells  containing  much  chromatin  indi- 
cate formations  with  "syncytial  character,"  rather  unlike  the  villi, 
as  mesoderm,  chorial  syncytium,  and  Langhans's  cells  lie  only  in 
bloodvessels.  Frankel  thinks  the  tumor  masses  grow  exclusively 
in  the  vessels,  and  by  means  of  "chorial  wandering  cells,"  and  says 
the  masses  grow  from  the  blood  spaces  into  the  connective  tissue. 
Veit,  however,  regards  these  "wandering  cells"  not  as  of  fetal 
origin,  but  as  sarcoma  cells.  He  insists  that  syncytium,  and  not 
fetal  elements,  are  characteristic  of  the  disease,  and  declares  that 
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under  the  influence  of  pregnancy  various  other  cells  take  on  a 
syncytial  character. 

Nearly  all  authors  agree  with  Veit  in  the  arrangement  of  the 
cells  and  in  other  features  of  the  growth  of  the  tumor  or  extension 
of  the  malignant  process.  They  are  united  as  to  the  method  of 
attack  of  these  cells,  and  believe  that  the  rapid  infiltration  of  the 
cells  of  the  trophoblast  (the  wandering  cells)  into  the  maternal 
blood  spaces  constitutes  the  main  feature  of  the  morbid  process. 

Pathological  Anatomy. — The  most  important  characteristic  of 
decidua  malignum  is  its  connection  with  pregnancy,  and  it  is 
therefore  of  interest  and  importance  that  we  have  some  under- 
standing of  the  anatomical  elements  which  are  concerned  in  the 
structures  about  to  be  mentioned.  It  is  necessary  to  know  the 
function  of  the  tissue  elements  and  their  relation  to  each  other. 
It  is  most  difficult  to  select  from  various  authorities  what  may  be 
called  a  correct  description  of  the  cell  layers  of  the  chorion  and 
the  decidua,  for  many  points  are  as  yet  undetermined.  If  we  take 
the  view  of  Veit,  the  syncytium  is  characteristic  of  maternal  struc- 
ture, and  is  found  in  decidua.  It  is  described  by  him  as  a  mass 
of  protoplasm  covering  Langhans's  layer  of  cells,  which  quite,  or 
partly,  covers  the  tufts.  It  contains  many  nuclei  which  are  rich 
in  chromatin,  but  without  cell  walls.  It  does  not  always  appear 
in  the  same  form  and  may  not  be  easily  differentiated  from  giant 
cells.  Veit  believes  the  syncytium  not  a  "specific  tissue,  but  a 
period  in  the  life  of  the  single-cell  species."  He  further  claims 
that  syncytium  of  different  kinds  is  found  in  tumors  showing  dif- 
ferent origin. 

The  cells  of  Langhans's  layer  may  be  present  with  or  without 
other  mesodermal  chorion  elements.  Veit  calls  attention  to 
Freund's  case,  where  the  tumor  consisted  almost  entirely  of 
syncytium,  showing  that  even  "Langhans's  layer"  cells  are  some- 
times either  absent,  or  present  in  comparatively  small  numbers. 
In  some  instances  the  stroma  or  connective  tissue  layer  contains 
spindle-shaped  cells,  which  have  given  rise  to  the  belief  by  some 
pathologists  that  this  shows  or  proves  the  sarcomatous  nature  of 
the  disease.  They  resemble  endothelial  cells,  and  besides  it  is 
impossible  to  identify  them  as  pertaining  to  the  mesodermal  part 
of  the  chorion,  or  with  the  syncytium,  and  to  bring  them  into  their 
proper  relation.10 

The  description  already  given  shows  that  a  vast  majority  of 
cases  of  chorioepithelioma  appear  much  like  the  other  forms  of 
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malignant  disease,  but  with  the  added  element  of  a  preceding 
pregnancy,  and  this  followed  by  rapid  extension  and  uniformly 
prompt  metastasis.  There  are  a  few  cases  where  the  disease 
closely  resembled  ectopic  gestation,  and  we  find  that  Ernest  Boyen 
Young11  reports  such  a  case  which  gave  all  the  symptoms  of  pain 
and  hemorrhage  characteristic  of  ectopic  gestation.  Three  weeks 
after  the  first  attack  a  recurrence  of  pain,  with  fainting,  necessi- 
tated abdominal  section.  The  pelvis  was  found  full  of  blood  with 
old  and  new  clots.  At  first  the  lesion  appeared  to  be  in  the  tube, 
but  later  a  perforation  was  found  at  the  cornu,  which  was  excised. 
A  microscopical  examination  of  the  specimen  clearly  showed  the 
nature  of  the  disease,  and  the  uterus  was  removed.  The  patient 
rapidly  developed  a  cachexia,  and  died  a  few  weeks  later.  This 
case  shows  how  easily  deciduoma  malignum  may  be  overlooked 
even  by  one  with  all  of  the  resources  of  hospital  training  and 
outfit  such  as  the  Boston  City  Hospital  affords.  Another  type  of 
interest  is  that  of  Maier's  case  (mentioned  by  Beach),  where  the 
tumor  mass  was  expelled  from  the  uterus  along  with  the  fetal 
membranes.  Gottschalk's  case,  mentioned  by  Veit,  showed  the 
possibility  of  a  tumor  in  the  uterus  before  conception  occurs, 
although  the  absence  of  symptoms  gave  no  proof  of  such  an  asser- 
tion. Haerman's  case  was  like  Ladinski's :  "On  opening  the 
abdomen  the  appearances  indicated  extrauterine  pregnancy  (called 
interstitial),  which  was  shown  by  the  microscope  to  be  chorio- 
epithelioma  malignum.  Vaginal  hysterectomy  was  followed  by  a 
fatal  result  in  three  and  a  half  months,  'marasmus.'  '']- 

Histological  Description  of  the  Tumor. — The  tumor  consists  of 
great  masses  of  well-defined  cells  of  various  shapes,  packed  closely 
together  and  adjoining  other  masses  of  syncytium  or  protoplasm 
with  many  nuclei,  but  with  no  definite  cell  boundaries.  These 
masses  are  a  result  of  an  extensive  proliferation  of  the  cell  layers 
already  fully  described.  But  now  they  are  infiltrating  the  ma- 
ternal tissues  as  in  any  malignant  neoplasm.  The  apparent  inten- 
tion of  these  cells  has  been  misdirected,  for  now  they  form  no  new 
vessels,  but  attack  and  penetrate  the  vessels  of  the  decidua  and 
extend  into  the  musculature  of  the  uterus,  from  whence  they  are 
carried  into  the  blood  current,  or  else  push  their  way  through  the 
uterine  wall  and  invade  adjoining  tissues  and  organs.  The  func- 
tion of  the  new  growth  is  clearly  not  to  form  vessels,  but  to  destroy 
those  already  formed  with  which  it  comes  into  contact.  Marchand 
has  the  honor  of  being  the  first  to  give  a  correct  description  of  the 
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disease,  which  was  based  upon  a  painstaking  investigation  of  the 
development  of  the  human  embryo  and  placenta.  Other  writers 
have  observed  similar  structures  in  other  organs,  notably  Schlan- 
genhaufer,  of  Vienna,  who  in  1902  reported  having  found  the 
same  cell  arrangement  in  a  testicular  growth  which  had  extended 
to  the  veins.    He  pronounced  it  a  teratoma.13 

Schlangenhaufer  also  reports  the  case  of  a  young  girl  of  13 
years,  a  virgin,  who  had  not  menstruated.  The  tumor  was  diag- 
nosed by  the  pathologist  before  he  knew  where  it  came  from. 
Another  case  of  Bocks's  is  interesting,  where  a  mole  was  passed 
by  a  girl  of  123/2  years.  The  number  of  these  cases  proves  that  a 
>ubstance  closely  resembling  fetal  or  chorionic  elements  is  found 
in  many  other  organs,  and  we  venture  the  assertion  that  many 
cases  of  chorioepithelioma  would  be  difficult  of  diagnosis  with  the 
microscope  alone  and  without  the  aid  of  a  clinical  history.  It  is 
considered  difficult  to  draw  a  sharp  line  of  difference  between  the 
fetal  and  the  maternal  parts.  The  sections  selected  and  published 
in  illustrated  journal  articles  are  taken  from  a  vast  number  which 
do  not  display  the  respective  structures  in  proper  contrast  for 
illustrative  purposes.  Again,  we  must  remember  that  a  section  of 
a  villus  made  from  a  very  early  specimen,  as  for  instance  an  ovum 
of  a  few  weeks,  will  show  a  very  simple  arrangement  of  compara- 
tively few  cells,  while,  on  the  contrary,  a  section  made  at  or  near 
term  will  show  many  more  cells  and  a  perfected  vascular  supply. 
Accordingly  we  find  that  the  development  of  a  deciduoma  malig- 
num  shows  very  many  different  pictures,  as  wre  make  sections 
from  beginning  cases,  or  from  those  having  sufficient  progress  to 
include  the  uterine  wall,  or  even  beyond  this  point.  In  the  early 
cases,  as  in  any  malignant  growth,  the  cells  are  seen  in  the  first 
act  of  proliferation,  and  such  slides  from  one  case  would  not  afford 
sufficient  information  to  establish  a  diagnosis  if  it  were  not  for  the 
aid  of  many  other  sections  of  cases  made  from  other  specimens 
at  various  periods  of  the  growth,  which  can  be  used  in  com- 
parison. In  the  process  of  infiltration  the  cell  arrangement  is  lost, 
and  it  becomes  necessary  to  try  to  identify  the  characteristic  ele- 
ments where  they  are  seen  in  the  section.  Another  feature  which 
complicates  and  obscures  the  sections  is  the  presence  of  blood  clot 
and  fibrin.  This  is  more  marked  as  the  growth  continues,  owing 
to  injury  to  the  maternal  vessels.  It  is  not  surprising  that  many 
observers  have  pronounced  this  disease  "epithelioma."  Even 
Marchand  at  first  so  considered  it.     But  he,  as  did  others,  soon 
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found  it  unlike  any  other  form  of  epithelioma,  owing  to  the  pres- 
ence of  fetal  elements,  and  hence  he  gave  it  the  name  "chorio- 
epithelioma." 

Location  of  the  Grozvth. — As  may  be  inferred,  the  disease  cor- 
responds with  the  location  of  the  placenta,  and  will,  as  a  rule,  be 
found  on  the  mucosa  in  the  earliest  stages.  But,  as  previously 
indicated,  very  often  the  uterine  walls  are  involved,  and  possibly 
perforated  before  a  diagnosis  is  reached.  Frank  alludes  to  the 
polypoid  shape  occasionally  assumed  by  the  growth,  owing  to  the 
pressure  of  the  uterine  walls.  This  may  explain  some  of  the  cases 
reported  where  intrauterine  polypi  have  been  invaded  by  the  cells 
of  the  trophoblast.14  By  far  the  most  frequent  location  is  at  some 
point  near  the  fundus  uteri  and  corresponding  with  the  location 
of  the  placenta.  This  would  appear  to  throw  this  disease  of  the 
body  of  the  uterus  into  strong  contrast  with  adenocarcinoma, 
which  is  not  only  less  frequent  than  epithelioma  of  the  cervix,  but 
has  only  a  small  relative  mortality.  In  chorioepithelioma  it  is  rare 
that  the  cervix  is  the  seat  of  the  primary  growth,  while  the  exten- 
sion from  the  original  location  in  the  body  of  the  uterus  proceeds 
with  appalling  rapidity.  Authors  describe  the  appearance  of  uteri 
as  "nodular"  on  the  freshly  cut  surface,  and  these  nodules  extend 
here  and  there  through  the  entire  thickness  of  the  wall  and  project 
outward  under  the  peritoneal  coat. 

Malignant  Hydatidiform  Mole ;  "Blasenmole." — The  origin  of 
hydatidiform  mole,  like  the  pathology  of  other  abnormal  condi- 
tions connected  with  pregnancy,  has  been  discussed  at  length,  and 
we  find  that  much  doubt  exists  as  to  its  pathogenesis.  Here  again 
we  find  Veit  leading  the  opposition  to  what  may  be  called  the 
view  of  the  majority.  He  believes  there  is  maternal  disease  as  a 
preliminary  to  the  inception  of  the  growth.  Virchow  speaks  of 
"the  irritated  condition  of  the  decidua  serotina"  as  a  cause  of  the 
myxomatous  degeneration  of  the  chorion.  "Waldcyer,  Jarotzky, 
and  Storch  are  mentioned  by  Veit  as  agreeing  with  him  that  this 
change  occurs  in  the  decidua  vera  (Handbuch,  p.  560).  If  the 
vera  was  involved,  then  the  mucosa  was  diseased  before  pregnancv 
occurred.  Veit  further  says:  "Tt  (the  disease)  probably  existed 
before  conception  in  the  wall,  near  the  upper  surface;  secondarily, 
it  had  changed  the  endometrium ;  conception  occurs ;  the  ovum 
can  remain  healthy,  or  become  diseased,  or  change  to  a  blasen- 
mole!" The  tumor  grows  under  the  influence  of  pregnancy 
(hyperemia),  and  perhaps  its  structure  changes  by  means  of  evo- 
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lution  of  connective  tissue  elements  until  it  resembles  decidua,  or 
syncytium.  Veit  believes  that  some  of  these  cases  are  "sarcoma 
deciduocellulare ;"  "in  others  there  is  nothing  more  than  mechan- 
ical floating'  (?)  of  the  transformed  villi  near  the  bloodvessels." 
Veit  argues  that  the  ovum  may  become  imbedded  in  uteri,  with 
carcinoma,  sarcoma,  fibroma,  and  endometritis  present,  and  rea- 
sons that  either  one  of  these  or  some  other  condition  influences  the 
formation  of  a  mole. 

Marchand's  classification  is,  however,  generally  considered  sat- 
isfactory by  authors.  He  says  the  villi  are  swollen,  hygropic,  or 
containing  calcareous  or  hyaline  areas.  Macroscopically,  this 
accounts  for  the  grape-like  bodies.  Microscopically,  the  stroma 
may  contain  embryonic  connective  tissue  cells  and  fetal  blood- 
vessels, besides  the  above-named  elements. 

Diagnosis. — The  cases  collected  by  Teacher15  show  that  ciiorio- 
epithelioma follows  pregnancy  in  some  form  with  the  frequency 
mentioned  below. 

Of  188  cases  which  he  had  collected  in  1893,  73  resulted  from 
uterine  mole ;  36  resulted  from  abortion ;  49  from  labor  at  term ; 
2  were  of  tubal  origin. 

Excessive  menstrual  flow  (menorrhagia)  or  metrorrhagia,  and 
especially  hemorrhage  of  spontaneous  origin,  which  may  follow 
either  of  the  conditions  named  above,  should  excite  attention.  It 
is  important  that  the  debris  removed  from  the  uterus  be  micro- 
scopically examined  in  every  case  where  curetting  is  necessary 
for  hemorrhage  after  an  abortion.  As  has  been  mentioned  pre- 
viously, a  correct  diagnosis  can  generally  be  made  sufficiently  early 
to  advise  hysterectomy  with  a  promise  of  cure.  It  is  not  to  be 
expected,  however,  that  a  diagnosis  can  always  be  made  in  time 
to  prevent  metastasis. 

If  the  clinical  history  points  to  the  disease,  we  may  expect  to 
find  sufficient  change  in  the  size  of  the  uterus  to  denote  important 
alterations  of  the  mucosa  or  musculature  of  the  organ.  We  believe 
that  it  will  be  found  the  rule  that  metastases  have  occurred  in  a 
majority  of  cases  presenting  themselves  for  treatment  if  patients 
are  left  to  their  own  volition.  But  it  should  be  possible  to  investi- 
gate each  case  of  metrorrhagia  occurring  after  pregnancy,  or  the 
discharge  of  a  mole,  or  an  abortion,  in  order  that  such  a  fatal 
malignancy  mav  be  prevented.  When  the  first  hemorrhages  have 
not  yielded  to  treatment,  and  tissue  necrosis  has  supervened,  we 
may  see  precisely  the  same  ichorous  vaginal  discharge  as  in  cancer 
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of  the  uterus.  An  additional  and  very  conclusive  point  in  the 
diagnosis  is  the  evidence  of  metastasis.  Surely  there  is  no  other 
form  of  malignancy  which  produces  this  result  at  such  an  early 
period.  As  previously  shown,  this  symptom  is  not  always  of  fatal 
significance,  yet  cures  after  its  inception  are  to  be  classed  with 
those  few  cases  reported  by  competent  observers  where  patients 
have  been  so  fortunate  as  to  make  spontaneous  recoveries,  or  re- 
covery after  incomplete  operations. 

When  the  uterus  is  examined  after  the  disease  has  made  con- 
siderable progress,  the  external  os  will  admit  the  finger  easily,  and 
the  interior  of  the  organ  will  be  filled  with  more  or  less  abundant 
material,  which  may  be  firm,  like  fibrous  or  sarcomatous  tissue,  or 
soft  masses,  indicating  the  stage  of  necrosis.  The  finger  will  be 
pushed  entirely  through  the  wall  of  the  uterus  unless  great  care 
and  gentleness  is  used  in  the  examination.  Many  observers  note 
this  fact,  and,  while  it  will  serve  to  aid  in  reaching  a  decision  as  to 
the  nature  of  the  disease,  it  is  nevertheless  a  mistake  to  further 
endanger  the  condition  of  the  patient  either  by  useless  and  danger- 
ous examination,  or  even  by  incomplete  operation.  Veit  and 
Schmorl  speak  of  this  feature  of  the  disease,  and,  while  they  admit 
the  danger  of  perforation,  claim  that  certain  destructive  placental 
polypi  also  have  this  peculiar  characteristic. 

Metastasis. — It  is  a  surprising  fact  that  metastasis  may  occur 
before  the  nature  of  the  disease  is  understood,  and  even  before 
delivery.  Williams's  case  may  have  been  one  of  this  kind.  This 
is  equally  true  of  hydatidiform  mole.  It  has  been  conclusively 
shown  that  metastases  are  most  frequently  seen  in  the  vagina. 
Thus  Finlay  has  collected  the  following  statistics :  Metastases  in 
vagina,  14;  lungs,  8;  liver,  5;  intestine,  3,  and  spleen,  thyroid, 
suprarenal  gland,  retroperitoneal  glands,  heart  muscle,  ovary, 
bladder,  labium,  and  mediastinum,  each  1.  Cures  after  metastasis 
have  been  reported  from  time  to  time,  and  we  have  been  referred 
to  papers  by  Marchand,  Kolomenkin,  Albert,  Noble,  and  others. 
We  find  that  Noble10  has  reported  his  case,  and,  while  we  cannot 
dispute  the  accuracy  of  the  report,  it  is  indeed  rare  that  an  incom- 
plete operation  is  followed  l>v  recovery.  We  have  carefully  read 
some  of  the  papers  reporting  cures  after  incomplete  operations  for 
metastasis,  and  are  convinced  that  some  of  them  are  at  least  mis- 
conceptions and  are  misleading.  Dunger17  reports  having  seen  a 
nodule  in  the  vagina  of  a  patient  two  months  after  hysterectomy 
for     chorioepithelioma;      the     patient      recovered       after       the 
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excision  of  the  vaginal  nodule.  We  see  in  a  recent  publica- 
tion a  report  by  Walthard18  of  a  case  of  metastatic  chorioepithe- 
lioma which  had  no  apparent  location  in  the  uterus.  The  patient, 
a  woman  aged  2j,  and  pregnant  eight  months,  died  of  numerous 
foci  in  distant  organs,  which  must  have  at  least  originated  in  the 
placenta. 

Delayed  Cases. — Hubbard10  reports  a  case  of  a  woman  who  had 
an  abortion,  May,  1901 ;  hemorrhage  in  October  and  hysterectomy 
January  28,  1902.  The  patient  is  now  living  and  well.  Hubbard 
further  reports  66  operations  for  chorioepithelioma,  with  24  per 
cent,  mortality. 

Indeed,  Franque,  a  very  good  authority,  says  a  cure  after 
embolism  is  possible  if  further  infection  or  embolism  can  be  pre- 
vented. Veit  has  cured  29  of  his  89  cases  (Handbuch,  p.  595). 
Veit  says  that  Sonnenburg,  Mannheimer,  Neumann,  Freund,  and 
Cazin  report  cures  after  metastasis  had  begun.  Freund  removed 
three  nodules  from  the  vagina,  the  patient  having  no  recurrence  in 
fifteen  months.  Mannheim  and  Sonnenburg  found  numerous  ex- 
tensions in  the  vagina  and  the  introitus,  yet  one  year  and  six 
months  have  passed  without  recurrence.  Cazin  found  a  meta- 
stasis in  the  right  ovary,  but  there  was  no  recurrence  when  the 
patient  was  seen  three  years  afterwards. 

Spontaneous  Cures. — Several  of  these  have  been  reported,  but 
Teacher,  one  of  the  closest  observers,  says  that  Marchand  and 
Fleischmann,  have  the  only  well-authenticated  cases  of  spon- 
taneous cures.  Fleischmann's20  patient,  aged  30,  two  and  a  half 
years  after  passing  a  mole,  had  vaginal  metastasis.  The  uterus 
was  curetted,  and  the  vaginal  growth  excised.  The  patient  was 
well  two  years  and  eight  months  after,  and  is  now  pregnant. 

Other  cases  have  been  reported  as  cured  after  metastasis  in  the 
lungs  or  elsewhere  by  Franque  (1903),  Marchand,  Everke 
(1895),  Littauer,  Risel,  Langhans  (iqoi),  Zagorjanski-Kissel 
(1902),  and  Blumreich  (1892). 

Hormann21  reports  a  case  of  spontaneous  healing  after  local 
treatment  (curettement)  of  uterine  and  vaginal  tissues.  Later, 
pregnancy  and  successful  delivery  of  the  child. 

Prognosis. — Although  the  disease  is  generally  fatal,  there  is  a 
marked  difference  in  the  rapidity  of  the  changes  observed  in  the 
development  of  the  tumor,  and  the  general  course  of  the  disease 
in  different  subjects.  The  vast  majority  of  patients  die  of  asthenia 
induced  by  repeated  hemorrhages  and  the  resulting  anemia.    It  is, 
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as  a  rule,  a  fatal  malady  unless  the  uterus  is  removed  before 
metastasis  has  begun.  The  mortality  is  greatly  reduced  by  opera- 
tion, and  the  prognosis  should  be  reckoned  accordingly. 

Teacher22  reports  188  cases  which  he  collected,  99  of  which  had 
hysterectomy  performed  with  the  following  results : 
Preceding  pregnancy.  Cases.        Deaths.  Recoveries.  Per  cent. 

Hydatidiform   mole....         42  9  33  78.5 

Abortion    36  16  20  55.5 

Term    19  10  9  47.3 

Tubal    2  1  1  o 


99  36  63  63.6 

Of  36  deaths,  11  occurred  within  a  few  days  after  operation,  9 
made  a  good  recovery,  and  5  had  an  interval  of  several  months  of 
good  health ;  25  died  after  expiration  of  six  months ;  3  remained 
well  one  year. 

Dorland  and  Metoz  report  70  and  90  per  cent,  mortality  respec- 
tively. Of  Teachers's  cases,  87  had  no  operation,  83  died,  2  were 
not  reported,  2  spontaneously  recovered.  Ladinski  thinks  59  per 
cent,  mortality  nearly  correct. 

The  case  prompting  this  paper  represents  what  may  be  called 
a  borderline  case.  The  patient  was  a  young  woman  of  about  thirty 
years  of  age,  who  had  always  had  good  health  until  recently, 
when  her  periods  began  to  be  irregular.  She  was  sent  to  a  local 
physician  for  examination,  and  he,  finding  that  she  had  persistent 
flow,  advised  a  curetting,  which  was  done.  The  pathologist  of  the 
hospital,  a  good  microscopist,  was  surprised  to  find  what  he 
thought  to  be  sarcoma,  and  a  consulting  pathologist  was  called, 
who  agreed  with  the  former  investigator  that  they  had  a  genuine 
case  of  sarcoma,  and  advised  prompt  hysterectomy.  The  writer 
was  called  in  at  this  juncture,  and,  finding  the  uterus  larger  than 
normal,  and  learning  the  history  of  the  case  and  that  two  very 
competent  men  had  pronounced  the  disease  a  malignant  one, 
consented  to  perform  a  radical  abdominal  hysterectomy  operation. 
The  patient  made  a  perfectly  satisfactory  recovery  from  the  opera- 
tion. The  second  examination,  made  after  the  hysterectomy,  has 
enabled  us  to  better  understand  what  has  since  been  admitted,  that 
the  young  woman  had  been  pregnant,  had  an  abortion,  and,  having 
a  persistent  flow  afterward,  was  sent  to  the  city  for  treatment. 
When  the  slides  were  reexamined,  it  was  possible  to  see  how  the 
mistake  was  made  which  lias  been  mentioned.   We  must  here  claim 
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for  those  who  made  the  first  examination  and  incidentally  for  our- 
self,  that  many  eminent  men  have  likewise  been  mistaken,  for 
this  disease  was  entirely  misunderstood  until  Sanger  discovered 
its  relation  to  pregnancy.  Even  yet,  as  we  have  said,  some  of  the 
best-known  and  most  competent  men  still  declare  that  chorio- 
epithelioma  and  deciduoma  malignum  are  essentially  sarcoma. 

I  am  only  able  to  report  having  encountered  one  case  besides  this 
one,  which  may  be  called  malignant.  The  pathologist  assures  me, 
however,  that  the  specimen  was  obtained  some  years  since,  and  the 
case  was  not  suspected  until  the  time  of  operation.  The  patient 
recovered,  left  the  hospital,  and  has  not  been  seen  or  located  since 
that  time. 
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THE  EFFECT  OF  BLOOD   TRANSFUSION   ON   A   PA- 
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aIv  object  in  reporting  this  case  is  to  show  that  the  rigors  of 
puerperal  septicemia  may  be  abolished  by  the  transfusion  of 
blood.  I  also  wish  to  point  out  the  negative  effect  of  enormous 
injections  of  antitoxin  in  this  case,  and  lastly  I  wish  to  describe 
my  method  of  transfusing  blood. 

The  patient,  aged  twenty-five  years,  was  sent  to  my  private 
hospital  by  a  general  practitioner,  who  told  me  tnat  the  patient 
had  been  prematurely  confined  of  a  seven  months'  child.  The 
placenta  had  not  come  away  satisfactorily,  so  he  had  introduced 
his  fingers  into  the  uterus,  and  a  few  days  later,  when  the  tem- 
perature rose,  he  had  curetted  the  uterus.  Three  days  later  (the 
fifth  day  after  labor)  she  was  admitted  into  hospital.  She  had  a 
slightly  offensive  discharge,  and  was  ordered  a  douche,  and 
antitoxin  was  injected. 

Having  found  on  several  occasions  that  the  antidiphtheritic 
serum  seemed  to  act  well  when  the  antistreptococcic  serum 
failed,  I  ordered  her  to  have  2,000  units  of  these  sera  alternately 
every  four  hours.  As  she  showed  no  signs  of  improvement  after 
thirty-six  hours,  I  administered  an  anesthetic,  and  made  an  ex- 
amination with  my  hand  covered  with  a  rubber  glove.  A  speci- 
men of  the  uterine  discharge  was  saved  for  examination,  and  the 
examination  showed  that  it  was  a  streptococcus  infection. 

The  uterus  was  found  to  be  quite  empty,  so  nothing  was  done 
beyond  douching  it  with  hot  water. 

The  patient  grew  steadily  worse  after  the  examination,  so  the 
antitoxin  was  increased. 

The  amount  given  is  shown  in  the  following  table  : 
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Date  Kind  of  Serum  Amount  Injected       Frequency  Total  Quantity 

Each  Time 
February  28  to   f  AntistreD         1  r 

JSa  *    [  A^d/Ph   '  r°° units *very  fourhrs-  £°°°  s& 

„   rc?  4 Antistrep 6,000  units Once 6  000  units 

%t  I t0  Antistrep 8.000  units Alternate  days  .      14.000  units 

March  »  IO  {  AnV-  llph f'°00  UnitS Alternate  days  .     3  2  000  units. 

March  14  to  '  '  '  V  Ant:Strep 8'000  umts 0nce 8,000  units. 

March  20  }  Antistrep 24,000  units Once  a  day 168,000  units  in  7  days. 

March  22 Antidiph 24,000  units Once 24,000  units. 

Total  amount  of  serum  injected  in  23  days /  Antistrep.,  216,000  units. 

'  '  \  Antidiph.,  72,000  units. 

When  the  amount  of  serum  injected  was  small  a  large  syringe 
was  used,  but  when  the  amount  of  serum  was  large  it  was  found 
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Fig  1.— Glass  cannula.  C,  glass  wings  around  which  the  silk  ligature  that 
fixes  the  cannula  on  the  vein  may  be  twisted,  so  as  to  prevent  the 
cannula  being  torn  out  of  the  vein.  The  slight  swelling,  A,  and  the 
neck,  B,  will  both  aid  in  keeping  the  cannula  on  the  vein. 

more  convenient  to  mix  it  with  an  equal  quantity  of  normal  saline 
and  allow  it  to  run  into  the  axilla  from  a  reservoir.  In  spite  of 
the  number  of  injections  only  one  small  abscess  formed. 

Rigors.— Rigors  began  on  the  fourth  day  after  the  patient  was 
admitted  to  the  hospital,  and  continued  almost  daily  until  the 
joint  transfusion  of  blood  and  saline.-     After  this  transfusion— 


Fig.  2.— Cannula,  C,  is  pushed  through  the  opening  in  the  vein  V  ■  the 
tine  forceps,  F,  holds  the  lid  formed  by  the  incision.  S,  silk' ligature 
L,  ligature  on  vein.     R,  rubber  tube  connected  with  the  funnel. 

in  which  not  more  than  a  few  ounces  of  blood  was  employed— 
the  rigors  disappeared  for  six  days,  then  began  again.  Thinking 
that  perhaps  the  salt  solution,  introduced  with  "the  blood,  had 
brought  about  the  happy  result.  1  opened  a  vein  and  gradually  in- 
troduced 30  ounces  of  normal  saline,  to  which  one  ounce  of  perox- 
ide of  hydrogen  had  been  added.f  The  patient  had  a  most 
severe  rigor   forty-eight  hours  later,  the   temperature   rising  to 

*S>ee  temperature  chart,  letter  A. 

tSee  temperature  chart,  letter  B. 
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io6°.  On  the  day  following  this  rigor  blood  and  normal  saline 
were  transfused.*  The  amount  of  blood  used  on  this  occasion 
was  about  ten  ounces,  and  the  amount  of  saline  about  twentv 


XT 


Fig.  3- — G,  arm  of   Giver.     F,  funnel   receiving  the  blood  of  the   Giver. 
RT,  rubber  tube  going  to  C,  cannula  in  Receiver's  arm,  R. 


Fig.  4.— C,  Cannula  with  rubber  tube,  T,  and  funnel.  F,  attached.  B, 
small  glass  branch  to  which  is  attached  rubber  tube,  R,  into  which 
enters  the  radial  artery,  RA. 


ounces.     After  this  transfusion  the  patient  had  no  more  rigors, 
so  that  she  was  free  from  April  7  until  the  day  she  died,  April  19. 
*See  temperature  chart,  letter  C. 
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During  this  time  the  pulse  and  temperature  improved,  and  the 
patient  progressed  so  rapidly  that  she  was  allowed  to  sit  up  in 
bed  supported  by  a  bed-rest ;  whilst  in  this  posture  she  fainted 
and  died  in  a  few  minutes. 

Method  of  Transfusion. — When  I  first  determined  to  try  trans- 
fusion I  tried  Aveling's  method  with  a  syringe,  and  very  nearly 
killed  the  patient,  for,  by  some  means,  I  managed  to  pump  some 
air  into  her  vein,  and  after  a  few  seconds  she  cried  out,  and  to  all 
appearances  suddenly  expired.  Artificial  respiration  was  carried 
out  for  about  fifteen  minutes  and  she  gradually  revived  and  re- 
gained consciousness. 

A  few  days  later  I  determined  to  try  a  new  plan  and  this  was 
partially  successful,  and  later  on  I  improved  the  plan  until  it 
became  quite  successful,  and  I  was  able  to  introduce  ten  ounces  of 
blood  in  five  minutes.  1  have  since  tried  this  method  of  trans- 
fusion on  other  patients  and  now  claim  it  to  be  a  simple  and  effi- 
cient method,  not  requiring  any  of  the  technical  skill  that  must 
be  employed  when  transfusion  is  done  by  joining  one  vessel  to 
another. 

Apparatus  Required  for  Transfusion. —  (a)  A  glass  cannula; 
(b)  four  feet  of  rubber  tubing;  (c)  glass  funnel  holding  six 
ounces;  (d)  fixation  forceps  with  fine  teeth  and  a  spring  catch; 
(e)  scissors,  scalpel,  silk  ligature,  flat  probe;  (f)  solution  of 
cocaine;  (g)  hot  normal  saline  solution. 

The  glass  cannula  (Fig.  i)  that  is  introduced  into  the  re- 
ceiver's vein  should  be  two  inches  in  length.  One  end  is  drawn 
out  into  a  fine  point.  A  little  over  half  an  inch  from  the  fine 
extremity  two  small  nobs  of  glass  are  fused  into  the  sides  of  the 
tube  (Fig.  ic). 

Steps  in  the  Operation  of  Transfusion. —  (a)  The  skin  of  the 
Giver  is  sterilized  over  the  region  of  the  median  cephalic  and 
basilic  veins;  (b)  a  small  quantity  of  cocaine  solution  (i  per 
cent.)  is  injected,  and  the  vein  is  exposed,  after  which  a  flat  probe 
is  slipped  under  it;  (c)  the  arm  of  the  Receiver  is  prepared  in 
the  same  way,  and  the  median  basilic,  or  cephalic,  vein  having 
been  selected,  a  ligature  is  placed  around  the  exposed  vein  and 
tied.  A  flat  probe  is  slipped  under  the  vein  on  the  proximal  side 
of  the  ligature  and  a  silk  ligature  is  also  passed  under  the  vein 
(Fig.  2).  (d)  An  assistant  having  fixed  the  rubber  tubing  to 
the  glass  cannula  and  to  the  funnel,  fills  the  latter  with  salt  solu- 
tion, which  in  turn  fills  the  rubber  tube  and  the  cannula,     (e) 
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The  vein  of  the  Receiver  is  seized  in  the  teeth  of  the  fine  forceps 
and  an  opening  is  made  with  a  pair  of  fine  sharp  scissors.  The 
forceps  enables  the  operator  to  pull  up  the  tiny  lid  in  the  wall 
of  the  vein,  while  he  rapidly  introduces  the  glass  cannula  through 
the  opening.  Immediately  the  cannula  is  successfully  introduced, 
the  assistant  ties  the  silk  ligature  firmly  around  the  cannula,  and 
then  winds  the  free  ends  of  the  silk  around  the  nobs  on  the  side 
of  the  cannula,  so  as  to  prevent  it  being  withdrawn  from  the  vein. 
(/)  During  all  this  time  the  salt  solution  has  been  running  out  of 
the  end  of  the  glass  cannula.  I  found  that  it  was  a  mistake  to 
introduce  the  cannula  joint  and  then  attach  the  rubber  and  funnel, 
as  the  cannula  always  seemed  to  get  blocked  with  blood  clot,  (g)' 
If  all  has  gone  well  we  shall  see  that  the  salt  solution  gradually 
descends  in  the  funnel.  The  Giver  is  now  brought  up  to  the 
bedside,  and  the  vein  that  we  have  already  exposed  is  opened 
by  a  snip  of  the  scissors.  Immediately  his  blood  pours  down  and 
falls  into  the  salt  solution  in  the  glass  funnel,  and  is  carried  into 
the  vein  of  the  Receiver  (Fig.  3). 

Remarks. — The  first  objection  that  will  be  raised  to  this  method 
is  that  a  blood  clot  may  be  carried  into  the  Receiver's  vein.  The 
reply  to  this  is  that  the  drawn-out  extremity  of  the  glass  cannula 
is  so  fine  that  no  clot  bigger  than  a  pin's  head  could  be  carried 
into  the  vessel.  One  might  introduce  a  very  fine  sieve  between 
the  end  of  the  rubber  tubing  and  the  glass  cannula,  and  this 
would  absolutely  prevent  any  clots  passing. 

Another  objection  that  may  be  urged  is  that  the  blood  cells  will 
be  injuriously  affected  by  the  saline  solution.  The  blood  will  be 
less  injuriously  affected  if  we  have  a  good  flow  of  blood  and  a 
small  amount  of  saline  solution.  This  end  is  to  be  gained  by 
opening  the  radial  artery  of  the  Giver  instead  of  his  vein. 

If  the  commixing  of  the  blood  with  much  saline  solution  should 
indeed  prove  to  be  an  objection  to  the  method  that  I  practise,  1 
would  suggest  this  alternative,  which  is  illustrated  in  the  follow- 
ing diagram  (Fig.  4)  : 

C  is  a  glass  cannula  with  a  fine  branch  B.  To  the  cannula  is 
fixed  a  rubber  tube  T  and  funnel  F.  To  the  branch  B  is  fixed  a 
short  rubber  tube,  say  an  inch  in  length.  When  the  cannula  is 
fixed  in  the  vein  of  the  Receiver  the  salt  solution  runs  in  and 
shows  that  all  is  free.  Then  the  radial  artery  of  the  Giver,  which 
has  been  dissected  up  for  an  inch  or  more,  is  pushed  into  the 
rubber  tube  R  and  the  blood  flows  on  into  C  and  then  into  the 
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vein.  The  flow  of  the  saline  through  T  can  then  be  checked,  or 
only  a  very  small  quantity  need  be  allowed  to  flow  to  help  'the 
flow  of  blood  through  C.  I  recently  transfused  blood  in  a  case 
of  pernicious  anemia,  and  finding  that  the  veins  of  the  arm  of  the 
Receiver  were  small,  I  opened  the  internal  saphenous  vein  of  her 
leg,  but  the  saline  would  not  run.  Then  I  opened  a  vein  in  the 
other  leg,  and  still  I  could  not  get  the  saline  to  run;  evidently 
these  veins  were  blocked.  I  then  tried  a  vein  in  her  arm,  and  was 
successful.  On  another  occasion  I  failed  with  the  arm  veins,  and 
was  successful  when  I  tried  the  leg  veins. 

The  great  advantage  of  the  method  that  I  have  here  described 
over  the  method  of  joining  the  vessels  together  is  its  simplicitv 
Again,  the  method  can  be  used  when  the  Receiver  is  suffenn'o- 
from  septicemia;  the  Giver  runs  no  risks.  Before  I  had  perfected 
the  method  I  endeavored  to  transfuse  blood  from  a  father  into  a 
daughter  for  hemorrhage,  after  a  severe  operation  on  a  kidnev 
I  did  not  realize  that  the  Receiver  was  in  a  septic  condition ;  the 
consequence  was  that  the  Giver  was  laid  up  with  blood  poisonin- 
for  six  weeks  after. 

In  conclusion,  let  me  say  that  I  consider  that  there  are  great 
victories  awaiting  physicians,  as  well  as  surgeons  in  the  near 
future,  when  transfusion  will  be  more  widely  practised.  Already 
we  may  say  that  for  hemorrhage  and  shock,  blood  transfusion  can 
do  more  for  a  patient  than  any  other  therapeutic  means  that  we 
can  employ. 

In  the  case  of  septic  poisoning,  the  transfusion  of  six  or  less 
ounces  of  fresh  blood  into  the  patient's  veins  cannot  fail  to  help 
to  overcome  the  systemic  poisoning. 

The  remarkable  effect  that  blood  transfusion  had  on  the  rigors 
in  the  case  that  I  have  reported  above  will  justify  us  in  giving 
transfusion  an  extended  trial  in  such  cases. 
IS  Onslow  Avenue,  Elizabeth  Bay. 


456  chase:  time  factor  in  surgical  operations. 


THE  TIME  FACTOR  IN  SURGICAL  OPERATIONS. 


WALTER  B.  CHASE,  M.D.. 
Borough  of  Brooklyn,  New  York  City. 


Apparently  the  time  factor  in  surgical  work  seems  to  have 
attracted  little  attention  in  some  quarters,  and  to  be  practically  lost 
sight  of  in  others.  It  is  safe  to  affirm  that  the  characteris- 
tics of  the  operator  find  expression  in  his  work.  These 
are  modified  by  habit,  environment,  conviction.  One 
operates  slowly  as  a  matter  of  habit  or  impulse, 
not  appreciating  the  relation  time  bears  to  success  or 
failure.  Another  works  with  more  rapidity,  moved  by  better 
ideals,  but  not  responsive  to  the  higher  impulses;  while  a  third, 
appreciating  all  or  many  of  the  reasons  for  conservative  haste, 
performs  his  task  under  the  sway  of  enlightened  judgment  and 
conscience. 

Other  things  being  equal,  there  is  no  comparison  to  the  superior 
work  of  the  latter.  I  grant  these  are  truisms,  and  very  likely  have 
no  application  to  the  methods  and  results  of  my  listeners.  How- 
ever that  may  be.  I  am  confident  none  of  us  have  reached  such 
a  perfection  of  technic,  or  such  mastery  of  detail,  that  nothing 
further  remains  to  be  learned. 

The  influence  of  this  Association,  happily,  is  not  limited  to  the 
small  circle  of  its  immediate  fellowship,  but  reaches  a  large  con- 
stituency, and  it  is  to  both  I  appeal,  fortified  by  a  firm  and  grow- 
ing conviction  that  much  of  failure  and  somewhat  of  disaster,  are 
directly  traceable  to  a  partial  and  imperfect  conception  of  these 
truths. 

It  is  a  generally  accepted  maxim  in  the  profession  that  the  time 
of  a  surgical  operation  should  be  as  short  as  possible,  but  it  is 
fair  to  assume  that  many  operators  have  no  adequate  appreciation 
ot  its  meaning  or  the  increased  shock  caused  by  an  operation  last- 
ing fifty  or  sixty  minutes,  which  might  by  a  more  skilled  operator 
be  performed  in  half  the  time.  In  persons  who  arc  young  and 
vigorous,  some  delay  may  not  imperil  the  results,  but  with  the 
aged  and  debilitated,  whose  powers  of  resistance  arc  low,  every 

♦Read  before  the  American  Association  of  Obstetricians  and  Gynecolo- 
gists, at  Detroit.  September  17.  18,  and   to.  too;. 
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moment  consumed  with  the  anesthetic  and  the  operation  bear  a 
close  and  vital  relation  to  the  degree  of  shock  and  the  impairment 
of  the  vital  powers  of  the  patient. 

These  untoward  influences  are  more  noticeable  in  abdominal 
operations  and  in  cases  where  the  loss  of  blood  is  excessive,  and 
where  much  traumatism  is  unavoidable.  I  enter  on  the  task  of 
formulating  rules  to  minimize  these  risks,  with  no  expectation 
of  covering  more  than  a  small  portion  of  this  broad  subject,  yet 
in  the  hope  of  offering  some  suggestions  which  will  prove  helpful 
in  shortening  the  time  of  operations.  In  an  orderly  discussion 
of  these  matters,  the  preparation  of  the  patient  will  be  briefly 
noticed.  Without  going  into  detail — for  that  is  outside  the  scope 
of  this  paper,  except  so  far  as  the  time  factors  are  concerned — it 
must  be  insisted  on  that  every  preparation  possible  be  com- 
pleted before  the  administration  of  the  anesthetic. 

In  most  cases  the  field  of  operation  can  be  fully  prepared  and 
the  parts  covered  by  moist  antiseptic  gauze.  In  some  cases  much 
valuable  time  is  lost  in  shaving  and  sterilizing  the  parts,  which  is 
without  justification  unless  unavoidable.  The  patient  should 
wear  such  undergarments  as  will  be  suitable  after  the  operation 
is  over,  and  as  far  as  possible  the  field  and  the  body  kept  dry  ; 
otherwise  a  delay  is  occasioned  in  drying  the  parts  and  changing 
the  garments  when  the  operation  is  completed.  Careless  and 
unscientific  use  of  anesthetics  too  often  leads  to  vexatious  and 
unnecessary  delay. 

An  anesthetic  should  be  intrusted  to  a  skilled  anesthetist.  Prob- 
ably in  the  various  stages  of  an  operation  more  time  has  been 
needlessly  sacrificed  here  than  in  any  or  all  other  details.  Lack 
of  ability  of  the  anesthetist  not  only  disconcerts  the  opera- 
tor, but  jeopardizes  the  patient.  Rapid  production  of  an- 
esthesia is  desirable.  Delay  is  often  caused  by  mixed 
anesthesia.  Beware  of  it'  if  you  are  in  doubt  as  to 
the  proper  antidote.  The  change  and  delay  usually  arise 
in  not  allowing  an  unlimited  amount  of  air  to  mingle  with 
the  ether  or  chloroform.  Any  appliance  which  conduces  to  the 
breathing  of  exhaled  air  cannot  be  too  strongly  condemned. 
More  deliberation  is  required  in  the  use  of  chloroform.  By  a 
proper  use  of  an  Allis  inhaler  for  the  administration  of  ether,  few 
subjects,  save  alcoholics,  should  require  more  than  five  minutes  for 
the  production  of  surgical  anesthesia.  A  lack  of  this  even 
administration  of  the  anesthetic  is  responsible  for  reflex  vom- 
iting   and    inquietude    of    the    patient,    both    of    which     delay 
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the  operator.  Lack  of  preparedness  by  the  anes- 
thetist of  remedies  to  combat  any  accident  due  to 
ether  or  chloroform,  or  for  the  relief  of  shock,  has  sacrificed  many 
a  life  or  prolonged  many  an  operation  to  the  avoidable  hazard  of 
the  patient.  It  not  infrequently  happens  that  delay  occurs  during 
anesthesia  because  salivary  secretions  have  been  allowed  to  accu- 
mulate in  the  mouth  and  pharynx.  The  expert  anesthetist  will 
anticipate  any  such  accident  by  wiping  away  the  secretion,  or 
allowing  it  to  escape  by  gravity.  Appreciation  of,  and  facilities  for 
the  quick  shifting  of  the  patient  from  one  position  to  another  is 
frequently  a  most  effective  device  for  saving  time.  One  demon- 
stration of  this  is  witnessed  in  the  change  to  and  from  the  Tren- 
delenburg posture,  a  device  which  carries  with  it  most  valuable 
assistance. 

Few  conditions  put  the  operator  to  a  greater  disadvantage  than 
inability  to  control  hemorrhage,  either  from  bloodvessels  difficult 
to  secure,  or  oozing  from  surfaces  where  ligation  is  impracticable 
or  inadequate.  Particularly  is  this  true  in  some  intraperitoneal 
operations,  as  in  oozing  about  the  liver  and  in  deep  portions  of  the 
pelvic  cavity,  where  distended  and  protruding  intestines  make 
difficult  necessary  manipulations.  One  expedient  I  have  resorted 
to,  where  prompt  pressure  was  necessary  to  control  the  bleeding, 
is  the  use  of  the  Mikulicz  tampon.  This  is  a  simple  gauze  bag, 
open  at  one  end,  x/2  to  2T/2  or  3  inches  in  diameter  and  of  a  length 
from  2  to  5  or  6  inches — long  enough  to  protrude  outside  the 
abdominal  cavity.  This  is  to  be  introduced  to  the  bleeding 
point  or  area,  and  packed,  or  partially  packed,  as  indicated,  to 
produce  such  pressure  as  will  control  the  bleeding.  The 
special  advantage  of  this  form  of  pressure  over  that 
of  packing  with  free  gauze,  arises  from  ability  to  vary  the 
pressure  according  to  indications.  Particularly  is  this  true  of  the 
bag  which  is  over  one  inch  in  diameter.  Here  gauze  can  be  packed 
from  the  center  to  the  circumference,  or  vice  versa,  thereby  regu- 
lating the  pressure  as  required.  It  is  sometimes  highly  advan- 
tageous to  remove  this  packing  by  degrees,  beginning  at  the  center 
and  watching  for  indications  of  a  return  of  the  hemorrhage,  in 
which  case  it  can  be  replaced  without  disturbing  the  relation  of 
the  bag  to  the  bleeding  points  or  areas.  In  cases  where  drainage 
is  indicated  it  meets  a  double  indication  by  also  acting  as  a  means 
to  indicate  returning  hemorrhage. 
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I  am  confident  the  Fellows  of  this  Association  who  have  never 
resorted  to  this  expedient  will  employ  this  device  with  much  satis- 
faction. Another  error  into  which  some  operators  have  unwit- 
tingly fallen — which  needlessly  consumes  valuable  time,  is  the 
breaking,  by  overtying,  of  ligatures  and  their  necessary  reappli- 
cation,  the  evils  of  which  I  mentioned  in  a  paper  read  before  the 
Section  of  Obstetrics  and  Gynecology  of  the  American  Medical 
Association  at  the  June  meeting  at  Atlantic  City.  How  many  of 
us  have  witnessed  the  reapplication  of  ligatures,  particularly  cat- 
gut, broken  under  the  mistaken  notion  that  extreme  tying  tension 
was  needful  to  safety,  when  observation  and  experience  have 
amply  demonstrated  its  fatuity. 

The  maintaining  of  proper  bodily  temperature  during  the  oper- 
ation often  lessens  shock  and  so  becomes  a  factor  in  avoidable 
delay.  Lack  of  facilities  for  rapidly  changing  the  posi- 
tion of  the  patient  on  the  operating  table  frequently  places  the 
operator  at  a  great  disadvantage  and  minimizes  the  prospect  of 
success.  The  careless  preparation,  use  and  disposition  of  gauze 
sponges  is  prolific  of  wasted  time.  These  should  be  orderly  ar- 
ranged according  to  size  and  the  purpose  of  their  use,  before  the 
operation  commences.  Nothing  is  more  tantalizing  than  delay  in 
counting  sponges.  Except  in  rare  instances,  no  such  delay  is  per- 
missible. This  may  be  obviated  in  abdominal  operations  by  using 
only  long  gauze  pads,  so  that  intraperitoneal  loss  is  impossible. 

The  same  orderly  arrangement  of  instruments  tends  to  sim- 
plicity and  rapidity  of  work.  The  more  skilled  the  operator  the 
fewer  tools  he  uses.  Ligatures  and  sutures,  with  needles,  should 
be  ready  when  needed — 'not  somewhere  near — but  at  hand  and 
threaded.  Failure  to  have  in  perfect  preparation  all  dressings 
to  be  applied  at  the  close  of  an  operation  is  inexcusable. 

Another  matter  too  often  forgot,  and  too  frequently  responsible 
for  delay  and  perhaps  disaster,  is  unpreparedness  for  the  acci- 
dental or  the  unexpected.  The  readiness  of  instruments 
and  appliances  in  these  varying  emergencies  is  a  part 
of  the  stock  in  trade  of  the  resourceful  and  successful  operator. 
To  the  accomplishment  of  this  end,  the  aid  of  trained  assistants 
and  nurses  is  indispensable.  In  this,  as  in  other  matters.  I  have 
mv  ideals.  They  may  not  be  attained,  but  they  are  striven 
after.  The  assistant  and  the  nurse,  who  have  worked 
by  my  side  until  they  are  able  not  only  to  meet  but 
often    able    to    anticipate    my   wishes,    are    invaluable.      In    well- 
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ordered  hospitals  their  approximation  to  these  ideals  is  most 
likely  of  accomplishment. 

It  may  be  asked  what  preparation  I  have  found  most  useful  in 
time-saving  in  domiciliary  operations.  If  in  town,  two  assistants 
and  two  nurses  are  usually  sufficient.  In  out-of-town,  and  perhaps 
remote  points,  one  tried  assistant  and  one  tried  nurse — with  what- 
ever added  assistance  may  be  found  there — usually  fulfill  every 
need.  It  is  one  of  the  first  duties  I  owe  to  myself  and  my  clients 
to  always  have  at  my  command  such  helpers.  To  this  end  I  am 
ever  adding  to  my  list  of  trained  nurses  such  as  have,  by  observa- 
tion and  experience,  proven  themselves  to  possess  the  needed 
qualifications.  It  is  the  capacity  and  faithfulness  of  tried  assist- 
ants and  nurses  which  makes  possible  satisfactory  work  in  emer- 
gency cases  who  must  receive  surgical  aid,  if  at  all,  outside  the 
precincts  of  a  well-ordered  hospital. 

One  other  emergency  which  may  have  a  most  important  bear- 
ing to  this  time  factor,  and  which  is  perhaps  the  severest  ordeal 
to  which  the  operator  is  exposed,  and  which  tests  his  judgment 
and  demonstrates  his  resourcefulness,  is  the  necessity  of  changing 
his  diagnosis  during  an  operation  and  his  ability  to  grapple  suc- 
cessfully with  the  unexpected  conditions.  In  conclusion,  I  desire 
to  urge  on  all  surgeons  the  cultivation  of  those  methods  which 
rend  to  promote  rapid  operating.  By  this  I  would  not  inculcate 
haste  at  the  sacrifice  of  thorough  work  or  proper  attention  to  de- 
tail, but  such,  concentration  of  mind  and  such  rapidity  of  manipu- 
lation as  will  bring  to  as  early  a  close  as  possible  every  surgical 
procedure.  In  reviewing  my  own  experience  I  have  to  regret  my 
lack  of  earlier  appreciation  of  these  teachings,  and  can  bear  testi- 
mony to  their  practical  value. 

Finally,  it  may  be  confidently  affirmed  that  a  compliance  with 
these  suggestions  in  their  technical  significance  is  no  substitute  for 
capacity,  adaptation,  patience,  courage,  love  of  work,  and  the  exer- 
cise of  sound  judgment,  the  harmonious  blending  of  which  makes 
the  truly  successful  surgeon. 

936  St.  Marks  Avenue. 
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So  much  has  been  written  on  the  subject  of  pyosalpinx  that  I 
hesitate  to  write  a  paper  which  has  the  words  pus  tubes  in  its 
title,  and  yet  the  question  of  rupture  is  not  given  much  space  in 
the  text-books,  usually  being  dismissed  with  the  statement  of  the 
different  forms  which  the  rupture  takes.  A  few  cases  have  been 
recorded,  but  I  can  find  no  article  dealing  directly  with  the  form 
of  rupture  which  I  wish  to  discuss.  I  wish  first  to  review  a  few 
points  in  the  earlier  stages  of  the  disease  so  disastrous  in  its  re- 
sults. 

Price,  Johnson,  Humiston,  and  many  others  think  that  from  90 
to  95  per  cent,  of  infections  of  the  tubes  are  primarily  due  to  the 
gonococcus.  There  may  be  a  mixed  infection  at  certain  stages 
of  the  disease,  but  unless  the  diplococcus  is,  or  has  been  present, 
the  streptococcus  and  colon  bacillus  do  not  as  a  rule  cause  much 
harm,  except  after  labor  or  abortion,  and  then  their  course  lies 
through  the  placental  site,  through  the  blood  and  lymphatic 
system  to  the  parametrium,  peritoneum,  or  general  circulation, 
and  unless  the  gonococcus  is  present  they  do  not  generally  cause 
tubal  involvement. 

The  course  of  a  gonorrhea,  after  the  cervix  is  involved,  is 
usually  chronic,  and  it  is  rare  for  cure  to  occur  within  many 
months,  the  germs  often  lying  dormant  in  the  deep  glands  of  the 
cervix  for  years,  and  from  these,  at  any  time,  although  most  com- 
monly at  the  monthly  period,  or  after  labor  an  endometritis  or 
salpingitis  can  be  set  up.  A  true  pyosalpinx  is  probably  never 
cured,  that  is,  never  returns  to  its  normal  state ;  the  abdominal  and 
uterine  ends  of  the  tube  become  closed,  and  they  very  seldom 
reopen.  The  pus  may  become  inspissated,  leaving  the  tube  a 
fibrous  band,  or  a  hydrosalpinx  may  be  the  termination. 

In  a  large  proportion  of  cases  the  pus  becomes  sterile,  and  in 
many   others   the   germs    lie   latent   until   a   menstrual   period,   a 
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severe  chilling  or  exposure,  or  even  an  abortion,  produces  an 
exacerbation.  Rather  an  interesting  point  is  brought  up  when  we 
consider  the  pathological  cause  of  these  exacerbations  of  pain, 
fever,  and  pulse  that  occur  in  the  more  or  less  chronic  cases  of 
tubal  involvement.  Lawson  Tait,  in  his  early  work  on  this  sub- 
ject, considered  it  due  to  new  areas  of  peritoneal  involvement  from 
small  particles  of  pus  escaping  from  the  extremity  of  the  tube. 
Most  authors,  including  Dudley,  Kelly  and  Ashton,  do  not  entirely 
agree.  Dudley  gives  three  methods  of  peritoneal  involvement : 
First,  by  escape  of  pus  through  the  fimbriated  extremity,  which 
is  rare,  I  believe,  except  in  the  early  stages ;  second,  passage  of 
germs  through  the  walls  of  the  tube  when  adhesions  are  present 
between  tube  and  bowel,  or  other  parts ;  third,  passage  of  germs 
through  the  mesosalpinx.  A  fourth  may  be  added  to  Dudley's 
classification :  direct  rupture  through  the  walls  of  the  tube. 

I  do  not  believe  that  these  exacerbations  are  always  due  to 
extension  of  peritoneal  involvement.  Wertheim  and  Wasserman 
showed  that  injecting  filtered  cultures  of  dead  gonococcus  caused 
pain,  fever,  and  pulse,  whereas  injecting  filtered  cultures  from 
live  germs  produced  no  reaction.  The  latency  or  power  of  life 
without  activity  of  this  germ  is  well  known,  and  Rodgers  believes 
that  this  latency  is  to  be  explained  on  the  ground  that  the  mucous 
membrane  primarily  involved  gradually  becomes  an  unsuitable 
culture  medium.  These  exacerbations  of  the  disease  we  see  so 
frequently  in  the  purulent  type  of  pyosalpinx  are  most  apt  to  occur 
at  the  menstrual  period  when  the  blood  supply  of  the  pelvis  is 
increased,  and  when  serum  can  be  thrown  from  the  blood  into  the 
tubes,  giving  fresh  culture  medium,  thus  causing  increased  growth 
of  the  germs.  In  their  fight  for  existence  many  die,  and  tlieir 
toxins,  absorbed  from  a  closed  cavity,  may  cause  the  symptoms 
noticed. 

Either  this  or  a  new  infection  from  without  may  explain  such 
cases  as  show  no  new  areas  of  involvement. 

There  are,  of  course,  cases  where  pus  or  germs  escape  from 
the  tube  or  ovary  (which  may  be  involved  with  the  tube)  in  one 
of  the  ways  mentioned,  but  it  is  rare  in  these  cases  for  a  general 
peritonitis  to  follow.  It  does  occur,  however,  and  Hunner  and 
Harris  of  Johns  Hopkins  report  seven  cases  and  thirty-seven  more 
from  the  literature  in  which  at  either  operation  or  autopsy  a  gen- 
eral peritonitis  was  found  with  pus  tubes  as  the  starting  point. 
Whether  any  of  these  cases  were  due  to  rupture  they  do  not  say. 
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They  advise  against  operation,  unless  there  is  a  question  of  diag- 
nosis, and  give  some  of  the  characteristic  symptoms  as  follows: 
"This  peritonitis  is  characterized  by  a  sudden  onset  and  rapid 
progress  toward  the  climax  of  the  disease.  The  abdominal  pain, 
tenderness,  meteorism,  bowel  disturbances  (usually  constipation), 
nausea,  and  vomiting,  are  common  to  general  peritonitis  from 
other  causes,  but  from  the  few  cases  I  have  seen  it  seems  to  me 
that  the  high  temperature  io3°-io4°  is  reached  more  quickly 
than  in  most  other  peritonitides,  the  patient  often  showing  great 
early  prostration.  I  feel  that  the  special  characteristic  of  the  gon- 
orrheal form  is  its  sudden  abatement,  the  patient,  if  in  bed,  show- 
ing decided  improvement  within  twenty-four  hours." 

I  do  not  quite  agree  with  him  as  to  treatment.  The  difficulty 
of  diagnosis  between  the  condition  and  other  suppurative  condi- 
tions within  the  abdomen  is  sometimes  impossible,  and,  even  if 
possible,  and  the  condition  is  not  always  hard  to  diagnose,  I 
believe  an  operation  gives  by  far  the  best  chance  for  life  in  the 
acute  early  cases.  The  improvement  in  the  patient's  condition  I 
have  not  seen  where  pus  has  been  free  in  the  peritoneal  cavity, 
unless  the  cause  or  starting  point  was  removed. 

Clinically,  ruptured  pus  tubes  may  be  divided  into  three  classes  : 

First. — Those  which  rupture  into  the  peritoneal  cavity,  but  in 
which  the  pus  is  restrained  by  adhesions  from  setting  up  a  gen- 
eral peritonitis. 

Second. — Those  which  rupture  into  some  adherent  viscus,  as 
the  bladder,  intestines,  or  rectum. 

Third. — Those  in  which  the  rupture  is  into  the  peritoneal  cav- 
ity, the  pus  not  being  walled  off,  and,  if  virulent,  setting  up  a  gen- 
eral peritonitis  which  acts  much  like  an  acute  ruptured  appendi- 
citis, and  usually  causes  death  unless  operative  means  are  em- 
ployed. It  is,  however,  more  amenable  to  operative  measures  than 
peritonitis  caused  by  appendicitis. 

By  far  the  most  common  class  is  the  first,  and  pus  escaping 
from  a  tube  is  most  likely  to  be  confined  by  adhesions.  The 
abscess  often  reaches  above  the  umbilicus  and  contains  a  quart 
or  more  of  pus,  this  finally  rupturing  into  the  bowel  or  peritoneal 
cavity,  or  causing  death  by  absorption  of  toxins. 

In  the  second  class,  the  danger  of  secondary  infection  through 
the  sinus  is  great,  and  complete  cure  is  obtained  only  by  removal 
of  the  tube  and  closure  of  the  sinus  opening. 

Of  the  third  class,  or  that  of  direct  rupture  without  walling  off 
of  the  ous.  I  have  several  cases  which  T  wish  to  report. 
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In  looking  over  the  literature  of  this  subject  for  the  last  twenty 
years,  I  can  find  only  twelve  cases  reported  that  have  ruptured 
directly  into  the  peritoneal  cavity.  This  does  not,  I  think,  show 
the  relative  frequency,  for  these  cases  are  apt  to  be  very  fatal, 
unless  operated  on  early,  and,  as  a  rule,  fatalities  are  not  reported. 
The  cause  of  rupture  may  be  traumatism  from  childbirth,  exami- 
nation, or  a  blow,  or  it  may  be  spontaneous,  due  to  ulceration  or 
overdistension ;  ulceration  is,  I  think,  the  more  frequent.  Of  the 
twelve  cases  in  the  literature,  eight  were  operated  on  and  recov- 
ered, two  died  after  operation,  and  two  were  found  post  mortem. 
This  is  probably  much  more  favorable  than  if  more  cases  were 
recorded.  To  these  I  wish  to  add  the  reports  of  three  cases 
operated  on  with  recovery,  and  to  mention  a  fourth  found  after 
death. 

Case  I. — Mrs.  E.,  a  woman  of  the  lowest  class,  was  sent  me  by 
Dr.  E.  L.  Beebe  and  admitted  to  the  Buffalo  General  Hospital, 
February  16,  1907.  She  was  badly  nourished,  thin,  and  anemic, 
showing  the  effects  of  the  life  she  had  led.  The  history  of  pelvic 
pain  reached  back  for  several  years,  but  for  the  last  three  weeks 
there  had  been  an  exacerbation  of  her  old  symptoms.  On  admis- 
sion her  temperature  was  between  ioo°  and  ioic,  pulse  about 
100,  and  respiration  22.  I  examined  her  the  morning  of  her  ad- 
mission, and  found  her  pelvis  hard,  uterus  immovable,  and  a  mass 
on  either  side,  an  old  pelvic  peritonitis.  She  was  put  on  a  douche, 
tampon,  bed,  and  diet  treatment  until  her  symptoms  should 
subside. 

The  evening  of  the  second  day  some  of  the  symptoms  of  peri- 
tonitis began  to  show,  according  to  the  house  surgeon,  and  on  the 
third  morning  the  presence  of  a  more  or  less  general  peritonitis 
was  plain.  Temperature  970,  pulse  129,  respiration  44.  The  blood 
showed  leukocytes  18,000,  red  cells  3,700,000;  hemoglobin  75  per 
cent. ;  iodine  reaction  positive.  The  picture  was  that  of  shock, 
with  restlessness,  bright  eyes,  a  septic  look,  and  the  abdomen  hard 
and  much  distended.  No  positive  opinion  as  to  the  cause  was 
given  by  the  several  surgeons  who  saw  the  case,  and  ruptured  pus 
tube  was  not  thought  of. 

My  own  diagnosis  was  ruptured  appendix,  and  under  ether 
anesthesia  an  incision  was  made  over  McBurney's  point.  The  in- 
testines were  injected,  but  the  appendix  was  very  small,  other- 
wise normal.  A  mass  could  be  felt  lower  down  on  both  sides, 
but  as  it  was  impossible  to  break  up  adhesions  through  the  appen- 
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dix  incision  a  median  opening  was  made.  On  account  of  the 
intestinal  distension  the  right  tube  was  delivered,  tied,  and  cut  off 
by  feeling.  The  pelvis  was  wiped  dry  and  the  abdomen  closed; 
a  hydrosalpinx  of  the  left  side  was  not  interfered  with,  as  the  pa- 
tient's condition  was  not  good.  A  glass  drainage  tube  was  left  in 
the  abdominal  wound  and  iodoform  gauze  in  the  cul-de-sac. 
These  were  removed  on  the  seond  and  third  days  respectively. 

The  tube  about  the  size  of  one's  thumb  was  found  ulcerated  and 
perforated  about  one  inch  from  the  fimbriated  extremity,  some 
of  the  purulent  material  still  being  within.  Time  of  operation,  35 
minutes.  Patient  made  an  uninterrupted  recovery.  No  cultures 
were  made  of  this  case,  although  clinically  the  diagnosis  was  <r0n- 
orrhea. 

Case  II.— Airs.  B.,  admitted  to  the  Buffalo  General  Hospital, 
June  18,  service  of  Dr.  M.  D.  Mann.  Age  42.  Married;  three 
children,  youngest  tw.elve  years  old;  two  miscarriages  after  the 
last,  nine  years  ago,  was  in  bed  four  weeks  with  pain  in  lower 
abdomen,  fever,  and  rapid  pulse ;  from  this  time  until  three  years 
ago  was  in  fair  health,  when,  at  a  menstrual  period,  pain  in  the 
sides  of  the  abdomen  began,  and  she  was  again  in  bed  four  weeks. 
Has  not  been  well  since ;  pain  in  back  and  sides  radiating  down 
the  legs. 

On  the  1 6th  of  June  she  was  examined  by  Dr.  J.  A.  Riester 
of  Buffalo,  who  made  a  diagnosis  of  tuboovarian  abscess.     Two 
days  after  seeing  her  he  was  called  in  at  night,  the  patient  being 
almost  in  collapse  from  the  severity  of  the  pain.     The  abdomen 
was  then  rigid,  and  the  mass  on  the  right  side  very  much  smaller 
than  at  first.     The  correct  diagnosis  was  made  and  the  patient 
operated  on  the  same  night.    The  sac  contained  about  two  ounces 
of  purulent  material.    The  rupture  was  in  the  ovarian  portion  of 
the  sac,  being  about  the  size  of  a  ten-cent  piece.     The  abdomen 
was  washed  out  with  salt  solution  and  the  wound  closed  with 
drainage.     Patient  has  made  a  good  recovery.    The  microscopical 
examination  of  the  pus  showed  atn  intracellular  diplococcus  not 
staining  by  Gram  stain.     By  culture  a  diplococcus  growing  on 
acetic  agar,  but  not  on  ordinary,  was  obtained  in  pure  culture. 

Case  III.  might  not  be  called  a  true  rupture,  as  the  pus  was 
forced  through  the  fimbriated  end  of  the  tube.  The  history,  as  it 
was  given  to  me,  follows:  "I  was  recently  called  in  consul- 
tation to  see  a  lady  of  about  forty  years  of  age  with  the  fol- 
lowing history :    Had  been  suffering  for  several  years  with  an  old 
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pelvic  inflammation  specific  in  character.  The  evening  before  I 
saw  her  she  had  been  taken  suddenly  with  violent  pain  in  the  lower 
portion  of  the  abdomen.  This  was  soon  followed  by  a  chill  and 
rise  of  temperature.  The  abdomen  became  bloated  and  tender  to 
the  touch  all  over.  There  were  several  chills,  and  her  condition 
continued  to  grow  worse.  When  I  saw  her,  her  temperature  was 
1020,  and  the  pulse  quite  rapid  and  weak.  Diagnosis  was  uncer- 
tain. Rupture  of  an  appendical  abscess,  rupture  of  pus  tube,  and 
extrauterine  pregnancy  were  all  thought  of,  but  no  definite  con- 
clusion was  reached.  Operation  showed  a  tube  from  which  the 
pus  was  leaking  and  beginning  peritonitis.  The  tube  was  re- 
moved, the  abdomen  drained,  and  the  patient  made  an  uninter- 
rupted recovery." 

Case  IV.  is  taken  from  Dr.  H.  U.  Williams's  post-mortem  rec- 
ords. It  is  that  of  a  woman  dying  ten  days  after  giving  birth  to 
a  normal  child.  A  general  peritonitis  was  found,  the  starting  point 
being  a  pus  tube  from  which  pus  had  been  pressed  through  the 
fimbriated  extremity  during  labor.  The  tube  on  the  opposite  side 
was  normal. 

Two  of  the  twelve  cases  which  I  spoke  of  as  being  reported 
occurred  during  pregnancy,  one  at  the  fourth  month  and  the 
other  about  term ;  both  recovered  with  operation. 

It  is  hard  to  draw  conclusions  from  so  small  a  number  of  cases, 
but  of  the  thirteen  operated  cases  two  died,  85  per  cent,  recover- 
ing, and  in  the  two  that  died  the  operation  was  admittedly  late. 
It  would  seem  that  operation  was  imperatively  demanded,  and  as 
early  as  possible. 

It  would  be  extremely  difficult  to  diagnose  this  condition  after 
labor,  but  with  symptoms  of  peritonitis  occurring,  Pryor's  oper- 
ation opening  the  cul-de-sac  is  not  employed  enough,  as  many 
cases  can  be  saved  by  this  procedure  if  not  done  too  late. 

Particular  attention  should  be  paid  in  these  cases  to  asepsis. 
I  have  repeatedly  seen  men  relax  their  care  or  remove  gloves  in 
these  difficult  cases  where  pus  is  found  in  the  abdomen,  and  it  is 
in  these  cases  that  most  care  is  needed.  The  patient's  resistance 
is  lowered,  and  where  the  peritoneum  may  resist  the  attack  of  the 
diplococcus  it  will  not  resist  that  of  a  mixed  infection. 

Most  surgeons  hesitate  to  operate  during  the  acute  stages  of  a 
pyosalpinx,  and  rightly  so,  but  when  symptoms  of  general  peri- 
tonitis begin,  to  temporize  is  in  my  mind  not  giving  the  patient 
the  best  chance.    When  a  large  abscess  can  be  made  out,  drainage 
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through  the  cul-de-sac  is  best;  but  even  in  these  cases  it  is  sur- 
prising how  much  infection  the  peritoneum  will  take  care  of  when 
the  cause  is  removed  and  when  the  infection  is  due  to  the  gono- 
coccus. 

First. — Remember   that   these   abscesses    do    rupture,    and   be 
careful  in  the  examination. 

Second. — With  the  history  of  pyosalpinx  and  beginning  peri- 
tonitis, operation  is  in  order,  even  in  the  acute  stages. 

Third. — Prognosis  is  much  brighter  in  these  cases  than  in  rup- 
tured appendix,  due  to  the  nature  of  the  infection  and  the  resist- 
ance of  the  patient. 
37  Allen  Street. 
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WILLIAM  MERCER  SPRIGG,  M.D. 
Washington,  D.  C 


While  meningitis  has  been  recognized  many  times  as  a  com- 
plication of  influenza,  since  the  epidemic  of  1889  and  1890,  yet  in 
only  a  few  of  the  cases  reported  has  the  diagnosis  been  based 
upon  sufficient  bacteriological  evidence,  as  pointed  out  by  Dr. 
Adams  in  his  interesting  study  of  this  subject  in  a  paper  read  at 
the  nineteenth  annual  meeting  of  the  American  Pediatric  Society 
at  Washington,  D.  C,  May  8,  1907. 

In  the  twenty-one  cases  collected  by  Adams,  the  influenzal  men- 
ingitis seems  to  have  been  positively  identified  by  adequate  bac- 
teriological examination.  The  Pfeiffer  bacillus  was  obtained  in 
pure  culture  from  seventeen  cases  in  which  lumbar  puncture  had 
been  made,  and  in  four  from  the  spinal  exudate  at  autopsy.  In 
this  collection  of  twenty-one  cases  there  were  fourteen  males,  five 
females,  and  two  whose  gender  was  not  stated.  Fourteen  were 
one  year  of  age  or  under ;  five  between  one  and  ten  years ;  one 
between  ten  and  twenty  years,  and  one  between  twenty  and  thirty 
years.  In  three  cases  the  duration  of  the  disease  was  five  days 
or  less ;  in  ten  cases  the  duration  was  between  five  and  fifteen  days  ; 
in  two  cases  between  sixteen  and  twenty-five  days,  and  in  five 
cases  over  twenty-five  days.    One  case  died  in  three  days,  which 

*Read  before  the  Washington  Obstetrical  and  Gynecological  So- 
ciety, May  17,  1907. 
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was  the  shortest  case  reported.  The  two  longest  cases  reported 
were  six  weeks,  one  of  which  died  and  the  other  ended  in  recovery. 
Of  the  total  twenty-one  cases,  three  recovered :  one  in  ten  days, 
one  in  six  weeks,  and  one  in  twenty-seven  days.  In  each  of  these 
cases  the  Pfeiffer  organism  was  demonstrated  in  pure  culture  from 
lumbar  puncture. 

!  was  called  on  Sunday,  May  12,  1907,  about  8  p.m.,  to  see 
O.  S.,  white,  male,  age  4  years  2  months,  American,  because  he 
had  been  having  headache  during  the  clay  which  had  not  been 
relieved  by  home  remedies. 

The  following  history  was  obtained:  On  Saturday,  the  nth, 
the  child  had  seemed  perfectly  well  and  had  played  as  usual  all 
day  with  his  sister  and  brother  and  two  other  children.  At 
luncheon  he  had  eaten  canned  strawberries,  the  only  unusual  vari- 
ation in  his  diet.  During  Saturday  night  he  was  restless,  sleep- 
ing for  one  or  two  hours ;  would  waken  with  a  start,  and  com- 
plain of  headache,  but  would  go  to  sleep  almost  immediately. 
Sunday  morning  his  mother,  believing  the  disturbance  was  due 
to  some  intestinal  indigestion,  probably  resulting  from  the  straw- 
berries, at  9:30  a.m.  gave  him  two  drams  of  castoria  and  at  10 
a.m.  a  simple  enema.  The  latter  resulted  in  the  passage  of  only 
a  few  fecal  masses  and  slight  discoloration  of  the  water.  One 
hour  later  he  had  a  small  brownish-yellow  frothy  movement.  He 
became  nauseated  soon  after  the  enema  and  vomited  three  times 
a  yellowish  fluid,  apparently  without  odor,  which  probably  con- 
tained all  or  part  of  the  juice  of  half  an  orange  which  had  been 
given  two  hours  before. 

Temperature  at  8  a.m.,  ioi°;  10  a.m.,  101.10;  12  m.,  101.50; 
4  p.m.,  102.40  ;  6  p.m.,  102.60. 

During  the  day  he  took  only  water,  slept  almost  constantly,  but 
would  waken  complaining  of  pain  in  the  head,  was  restless,  turn- 
ing in  bed,  would  grit  his  teeth  and  moan  in  sleep.  He  seemed 
to  answer  questions  intelligently  during  the  day.  At  8  p.m.,  when 
T  first  saw  him,  his  temperature  was  102.40,  pulse  90,  respiration 
36.  At  this  hour  he  said  that  he  had  no  pain,  but  "just  felt  sick." 
His  face  was  flushed;  tongue  slightly  coated.  Believing  with  his 
mother  that  he  was  suffering  from  some  digestive  disturbance,  I 
gave  him  the  following  prescription  :  Calomel,  gr.  %  ;  phenacetin, 
gr.  ii. ;  sodium  bicarbonate,  gr.  i. ;  sugar,  gr.  v. :  to  be  taken  every 
hour  until  bowels  moved  or  two  grains  of  calomel  had  been  taken. 

Careful  physical  examination  revealed  nothing  abnormal.     Re- 
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flexes  not  tested,  as  this  did  not  seem  especially  indicated.  As  1 
was  not  entirely  satisfied  with  my  diagnosis,  1  instructed  the 
mother  to  notify  me  if  any  change  took  place.  At  about  1  130  or 
2  a.m.  she  telephoned  that  he  was  delirious.  About  9  p.m.  he  had 
become  more  restless  and  would  stiffen  his  entire  body,  with  the 
head  thrown  a  little  back  for  a  few  minutes;  then  would  appar- 
ently sleep,  grit  his  teeth,  and  moan.  These  symptoms  increased 
until  2  a.m.,  when  he  had  a  convulsion  with  the  head  drawn  well 
back,  eyes  rolled  up  and  rotated  to  the  left  side.  When  I  saw  him 
a  little  after  2  a.m.  his  pupils  were  markedly  dilated;  opisthotonos 
was  marked ;  toes  and  fingers  were  flexed  with  the  thumb  drawn 
into  the  palm  of  the  hand,  hand  pronated  ;  eyes  rolled  up  and  to  the 
left ;  rapid  respiration,  and  a  sharp  cry  with  each  respiratory 
movement.  In  from  one-half  to  one  and  a  half  minutes  the  mus- 
cular contraction  would  relax,  but  would  immediately  recur  if  his 
skin  was  touched.  Movement  of  the  bed  clothing  would  bring 
on  a  convulsion.  So  markedly  did  the  convulsions  simulate 
strychnia  poisoning  that  I  closely  questioned  those  in  attendance 
if  by  any  possible  chance  he  could  have  taken  strychnia.  Believ- 
ing the  case  to  be  one  of  cerebrospinal  meningitis  of  an  unusual 
type,  I  asked  Dr.  Adams  to  see  the  case  with  me  at  once.  At  his 
suggestion  I  tasted  the  powders,  of  which  he  had  taken  four. 
Thinking  still  that  there  might  be  some  intestinal  irritation  exag- 
gerating the  condition,  we  gave  one  dram  of  sodium  bicarbonate  in 
one  quart  of  warm  water ;  then,  twenty  or  thirty  minutes  later, 
gave  y%  gr.  morphine  sulphate  hypodermically.  In  ten  minutes 
this  caused  contraction  of  the  pupils,  with  a  lessening  in  severity 
of  the  muscular  contractions.  The  moan  continued  with  each 
respiration,  though  not  so  loud ;  also  gritting  of  teeth.  Pulse  con- 
tinued between  90  and  100.  As  he  seemed  more  quiet,  his  tem- 
perature was  not  taken,  but  it  did  not  seem  to  have  changed  per- 
ceptibly. About  4:30  a.m.  respiration  was  slower,  and  when  the 
convulsions  occurred  respiration  would  stop  until  he  became  com- 
pletely cyanosed  ;  the  pulse  had  increased  to  135.  and  was  decidedly 
weaker.  The  contraction  of  the  posterior  muscles  was  less  marked 
and  the  respiratory  movement  was  weaker,  and  finally  failed  until 
started  by  artificial  means.  Dr.  Adams  was  again  hastily  sum- 
moned. We  gave  1/200  gr.  atropine  and  three  hypodermics  of 
whisky  without  appreciable  effect.  The  convulsive  movements 
finally  were  confined  to  the  respiratory  muscles,  the  voluntary 
muscles  were  apparently  paralyzed,  except  that  during  convulsions 
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the  posterior  muscles  of  the  neck  would  contract  very  slightly. 
These  muscles  were  the  last  of  the  posterior  muscles  to  lose  their 
power  of  contraction.  About  6  a.m.  the  pupils  again  became 
dilated.  The  convulsive  seizures  grew  less  and  less  until  death 
occurred  at  6:55  a.m.,  less  than  thirty-six  hours  after  the  first 
indication  of  any  deviation  from  health  and  about  ten  hours  after 
the  onset  of  the  first  tangible  cerebrospinal  symptoms. 

Upon  further  questioning  the  mother,  I  learned  that  in  the  latter 
part  of  March,  1907,  she  had  an  attack  of  grippe  lasting  seven 
days.  Just  as  she  recovered  her  three  children  were  all  taken 
down  with  the  same  malady.  The  two  older  children  had  tem- 
peratures from  103°  to  1050,  and  recovered  in  four  or  five  days. 
The  youngest  child  (the  one  under  discussion)  was  sick  for  only 
two  days,  his  highest  temperature  being  102  °,  and  from  this  time 
on  seemed  to  have  a  slight  nasal  catarrh,  but  otherwise  was  per- 
fectly well. 

At  11  :30  a.m.,  about  four  hours  after  death,  Dr.  W.  W.  Wil- 
kinson, at  my  request,  made  a  lumbar  puncture,  drawing  off  about 
5  c.c.  of  pinkish-white  fluid,  slightly  bloody,  for  bacteriological 
study.    The  report  of  his  study  is  as  follows : 

"Bacteriological  Examination  of  Cerebrospinal  Fluid. — Lumbar 
puncture  made  at  11:30  a.m.,  May  13,  1907.  About  5  c.c.  of 
fluid  obtained,  no  effort  being  made  to  drain  the  spinal  canal 
entirely.  The  fluid  was  a  pinkish-white  color,  quite  cloudy,  con- 
tained some  small  flakes  of  fibrin,  and  on  standing  settled  to  bottom 
of  bottle  as  a  thin  white  granular  deposit. 

"Cover  slip  preparations  from  the  fluid  were  immediately  made 
and  stained  with  Wright's  blood  stain  and  an  aqueous  solution  of 
methylene  blue.  Examination  showed  an  enormous  number  of 
small  organisms,  the  majority  of  them  apparently  diplococci,  and 
others  a  small  bacillus  of  variable  length.  Some  of  the  coccus 
forms  were  long,  as  if  two  diplococci  were  joined  end  to  end.  This 
was  particularly  apparent  in  the  Wright  preparation,  in  which 
the  organism  was  twice  as  large  as  in  that  stained  with  the  methy- 
lene blue.  The  majority  of  the  organisms  were  free.  The  smears 
show  a  moderate  number  of  leukocytes,  ten  to  twelve  in  some 
fields,  and  principally  of  the  polynuclear  variety  with  a  few  lym- 
phocytes. Red  cells  present  and  rather  numerous.  The  organism  is 
seen  in  the  leukocytes,  some  containing  three  or  four,  though  this 
is  the  exception  rather  than  the  rule.  The  methylene  blue  stain 
shows  a  much  smaller  organism.    Both  smears  show  a  faint  capsule 
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around  many  of  the  organisms,  which,  however,  is  not  demon- 
strated with  Welch's  stain.  It  is  quite  variable  in  its  morphology: 
some  show  an  interval  in  the  centers  too  wide  for  a  diplococcus, 
some  stain  homogeneously,  some  are  slightly  curved,  and  there  is 
variation  in  length  from  4  to  10  microns.  There  is  no  tendency  to 
form  chains  or  any  special  grouping.  The  appearance  strongly 
suggested  the  pneumococcus,  especially  from  the  Wright  stain, 
but  it  did  not  take  the  Gram  stain  and  consequently  was  excluded. 

"Cultures  from  the  fluid  were  made  on  plain  medium  and  human 
blood-agar.  There  was  no  development  on  the  plain  medium  after 
forty-eight  hours  in  the  thermostat  at  370  C.  On  the  blood-agar 
plates  there  were  numerous  minute,  pale  grayish,  translucent,  dis- 
crete colonies.  Under  the  low  power  these  are  not  granular,  are 
round,  and  about  the  size  of  a  red  blood  cell  and  smaller.  Smears 
from  these  colonies  showed  the  same  organism  as  found  in  the 
fluid,  with  the  same  staining  reactions,  and  subcultures  growing 
only  on  hemoglobin  medium.  Greater  variation  in  morphology  is 
observed,  particularly  in  length.  Some  are  crescent-shaped  with 
thickened  centers,  these  probably  involution  forms  ;  others  show  the 
diplococcus-like  morphology,  which  closer  study  and  staining  in 
different  strengths  of  carbol-fuchsin  shows  to  be  selective  polar 
staining,  as  the  cell  wall  can  be  made  out  between  the  deeply 
stained  areas.  The  apparent  encapsulation  noted  in  the  original 
smears  is  not  evident. 

'"On  Mav  14  a  guinea-pig  and  a  white  rat  were  inoculated 
intraperitoneally  with  five  minims  of  the  fluid.  The  guinea-pig 
died  on  May  18.  Autopsy  showed  marked  congestion  of  the 
meninges  of  the  brain  (principally  at  the  base)  and  of  the  spinal 
cord.  No  noticeable  lesions  of  the  thoracic  or  abdominal  viscera. 
Cultures  on  blood-agar  from  the  meninges,  lungs  and  heart's  blood 
all  showed  an  organism  corresponding  in  all  respects  to  the 
original,  with  a  staphylococcus  contamination  in  two  of  the  tubes. 

"The  rat  is  alive  and  apparently  healthy  on  May  24. 

"Summing  up  the  results  of  the  cultural,  staining,  and  morpho- 
logical characteristics  of  the  organisms,  together  with  its  patho- 
genicity for  the  guinea-pig,  it  would  seem  without  doubt  that  we 
are  dealing  with  an  organism  identical  with,  or  closely  related  to 
the  influenza  bacillus." 

81  >  Connecticut  Avenue. 
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THE  SCOPE  OF  TREATMENT  OF  ACUTE  PELVIC  IN- 
FECTIONS IN  WOMEN  BY  THE  GENERAL 
PHYSICIAN.* 


J.  WESLEY  BOVEE,  M.D. 
Washington,   D.  C 


The  treatment  of  suppurative  processes  of  the  internal  repro- 
ductive organs  of  women  has  been  markedly  simplified  during  the 
last  few  years.  This  has  arisen  from  careful  study  of  the  bac- 
teriological and  hematological  features  of  the  subject,  together 
with  greater  clinical  experience  and  the  wave  of  conservatism  in 
gynecology  that  has  spread  over  the  world.  All  these  have 
enabled  us  to  differentiate  between  acute  and  chronic  pelvic  inflam- 
matory processes.  It  has  been  ascertained  that  practically  all 
acute  infections  of  the  Fallopian  tubes  and  the  ovaries  are  best 
treated  by  other  than  surgical  procedures  of  a  radical  character. 
The  conservative  plan  of  Nature  seemed  to  be  recognized  as  of 
value.  It  was  noted  that  when  these  structures  were  attacked  by 
infectious  agents  in  nearly  all  cases  the  invasion  had  occurred  by 
extension  from  the  vagina  or  uterine  mucosa,  or  both.  This  is  not 
the  case  with  the  tubercle  bacillus,  which  enters  the  tube  most  fre- 
quently from  the  peritoneum  or  the  blood  supply.  The  colon 
bacillus,  too,  may  enter  the  ovary  or  the  tube  by  other  routes. 
The  streptococcus  may  also  reach  these  organs  by  way  of  blood 
or  lymphatic  channels.  No  suppuration,  however,  results,  per  se, 
from  the  latter  species  of  infection. 

The  conservative  plan  of  Nature  previously  mentioned  is  one 
of  isolation  of  the  infected  area  and  destruction  of  the  offending 
bacteria.  This  process  is  not  by  any  means  always  successful. 
Moreover,  it  was  found  that,  though  successful,  the  suffering 
victims  were  not  cured — that  the  adherent  and  crippled  appen- 
dages continued  to  annoy  and  produce  chronic  invalidism  and 
other  ills  as  sequela?;  that  retroversion  of  the  uterus  and  endo- 
metritis, ectopic  gestation,  the  development  of  uterine  fibroids  and 

*Read  by  invitation  before  the  Eastern  Pan  Handle  Medical  Society  of 
West  Virginia,  Berkeley  Springs,  July  10,  1007. 
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various  other  morbid  conditions  resulted  and  produced  great 
physical  and  mental  distress. 

This  plan  is  executed  by  means  of  agglutination  of  omentum 
and  intestinal  loops  to  the  brim  of  the  pelvis,  the  uterus,  the  broad 
ligaments,  the  bladder,  and  to  each  other,  in  such  manner  as  to 
completely  wall  in  the  offending  areas.  This  prevents  the  dis- 
tinctly pelvic  infection  from  spreading  to  the  abdominal  portion 
of  the  peritoneal  cavity,  though  very  frequently  the  vermiform 
appendix  is  involved  in  the  inflammatory  mischief  and  requires 
extirpation.  Ofttimes  it  is  found  attached  to  the  right  Fallopian 
tube  or  right  ovary,  and  its  structures  are  invaded  from  the 
periphery  toward  the  mucosa.  Rarely  the  process  is  in  the  reverse 
order,  the  appendical  infection  causing  an  acute  infection  of  the 
tube  or  ovary,  or  both. 

The  general  plan  of  treatment  of  these  acute  pelvic  infections 
is  to  keep  the  patient  quiet  and  in  bed ;  to  apply  ice  bags  or  cold 
water  coil  over  the  hypogastrium,  to  maintain  daily  bowel  move- 
ments by  giving  salines  by  mouth  or  by  simple  enemata  of  soap, 
or  both ;  to  make  the  diet  soft  or  liquid  and  nonstimulating,  and 
to  wait  a  reasonable  time  for  evidence  of  quiescence  of  the  acute 
character  of  the  infection.  This  is  determined  by  four  special 
features,  which  are  (i)  lessening  or  disappearance  of  pain,  (2) 
disappearance  of  fever,  (3)  resumption  of  normal  characteristics 
of  the  pulse,  and  (4)  such  general  improvement  as  to  lead  the 
patient  to  believe  she  is  getting  well. 

In  a  very  high  percentage  of  cases  of  these  ailments  thus 
treated  the  result  will  be  much  as  suggested,  though  I  would  not 
pretend  cure  is  thus  secured,  nor  that  further  treatment  of  a 
radical  and  surgical  character  will  not  be  required.  In  the  strep- 
tococcic form  of  infection  I  seriously  question  a  more  extensive 
treatment,  though  if  it  be  in  puerperal  cases  in  which  the  infection 
is  present  in  the  endometrium,  local  treatment  would  seem  to  be 
of  value.  If  sapremia  from  material  within  the  uterus  compli- 
cates this  form  of  infection,  intrauterine  treatment,  such  as  care- 
ful dull  curettage,  or  curettage  with  painting  of  the  endometrium 
with  tincture  of  iodine,  as  well  as  irrigation,  would  be  indicated. 
The  general  physician  must  of  necessity  do  much  of  this  work. 
He  should,  however,  not  overl®ok  the  necessity  of  doing  it  as  a 
surgical  procedure.  The  vulva  should  be  shaved  and  rendered  as 
aseptic  as  possible,  the  vagina  carefully  cleaned,  and  the  hands 
and  all  paraphernalia  prepared  with  as  much  care  as  for  a  laparot- 
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omy.  We  cannot  avoid  the  fact  that  we  may  seriously  complicate 
the  affection  by  the  introduction  of  a  different  variety  of  infectious 
agent.  If  practicable,  the  patient  should  always  be  anesthetized. 
When  the  infection  is  in  the  broad  ligaments  and  not  in  the 
endometrium,  and  is  of  a  nonpyogenic  order,  then  surely  no 
treatment  compares  with  the  ice  bag,  nourishing  food,  and  rest. 
The  danger  of  septic  embolism  and  increased  virulence  of  the 
organism  from  surgical  interference  is  very  great.  The  use  of 
the  word  interference,  instead  of  intervention,  in  this  connection 
is  decidedly  proper.  It  many  times  happens  that  the  pelvic  peri- 
toneum is  infected  by  a  pyogenic  microorganism,  and  a  large 
accumulation  of  pus  forms.  This  usually  occurs  from  a  few  drops 
of  pus  of  such  character  dropping  from  the  fimbriated  end  of  a 
Fallopian  tube,  or  both.  It  may  occur  from  penetration  of  the 
rectum  or  colon  by  the  colon  bacillus.  It  is  far  more  frequently 
caused  by  extension  from  the  tubes  than  from  all  other  sources. 
In  this  condition  no  delay  should  precede  an  incision  in  the  pos- 
terior fornix  of  the  vagina,  reaching  well  through  into  the  abscess 
cavity.  The  wound  thus  made  furnishes  dependent  drainage. 
Through  the  opening  thus  made  I  am  accustomed  to  introduce  a 
rubber  drainage  tube  that  is  left  in  situ  about  one  week.  Many 
surgeons  irrigate  the  abscess  cavity  with  a  solution  of  salt  or 
some  antiseptic.  Others  employ  gauze  to  lightly  pack  the  cavity, 
changing  it  every  one  to  three  days  until  the  cavity  is  obliterated, 
and  some  employ  both  the  irrigation  and  packing.  To  me  both 
seem  superfluous  and  uncomfortable  to  the  patient.  One  can 
readily  understand  that  harm  can  be  produced  by  irrigating  should 
the  adhesion  barrier  be  by  chance  rendered  not  water  tight.  The 
gauze,  too,  may  be  so  placed  as  to  prevent,  instead  of  favoring, 
drainage.  In  making  this  incision  the  bowel  should  be  carefully 
avoided.  The  rectum  may  easily  be  opened  through  error  and  a 
rectovaginal  fistula  thus  be  established.  The  sigmoid  flexure  or  a 
loop  of  small  intestine  may  also  be  adherent  in  the  cul-de-sac  and 
be  accidentally  opened  by  the  scissors.  This  makes  a  fistula  con- 
necting with  a  higher  portion  of  the  intestinal  tract,  and  conse- 
quently more  dangerous.  The  incision,  as  I  usually  make  it,  is 
transverse  and  very  close  to  the  cervix  uteri.  It  need  not  be 
made  large  by  the  cutting' edges  of  the  scissors, but  a  small  primary 
opening  may  be  enlarged  by  stretching.  This  is  accomplished  by 
introducing  through  the  opening  the  closed  blades  of  a  long  blunt- 
pointed  scissors,  after  which  the  bbdes  nre  spread  like  a  divulsor 
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and  withdrawn.  The  after-treatment  includes  daily  antiseptic 
vaginal  douches  and  withdrawal  of  the  tube  on  the  eighth  day,  the 
patient  being  then  allowed  to  sit  out  of  bed.  In  about  half  of  the 
cases  thus  treated  nothing  subsequently  seems  necessary  to  symp- 
tomatic cure.  In  the  other  half  some  radical  treatment  is  needed 
for  cure  or  relief.  And  in  this  work  the  gynecological  surgeon 
alone  is  excellently  qualified.  Rarely  accumulation  of  pus  in 
front  of  the  uterine  body  and  tubes  will  demand  evacuation  by 
abdominal  incision  before  death  of  the  pyogenic  organisms  present 
has  occurred.  In  such  cases  I  do  not  consider  anyone  not  a  skill- 
ful abdominal  and  pelvic  surgeon  fully  competent  to  perform 
such  operation.  Surely  the  general  physician  is  not  competent, 
and  must  expect  in  nongonorrheal  cases  to  lose  his  patient  at  each 
attempt  to  perform  this  operation. 

Summary. — I  would,  then,  suggest  first  that  the  treatment  of 
acute  pelvic  infections  is,  as  a  rule,  nonoperative,  but  one  of  palli- 
ation and  expectancy ;  second,  that  practically  analgesics  other 
than  the  external  application  of  ice  are  not  needed,  and  are  harm- 
ful ;  third,  that  if  surgical  intervention  becomes  necessary  during 
such  acute  stage  of  pelvic  infection  it  will  be  a  simple  procedure 
of  vaginal  incision  and  drainage,  though  extremely  rarely  will 
abdominal  incision  for  this  purpose  be  required ;  fourth,  that  a 
certain  percentage  of  such  infections  result  in  symptomatic  relief 
or  cure  by  such  palliative  treatment.  A  very  much  larger  propor- 
tion (the  suppurative  cases)  will  require  operation,  of  which  the 
vaginal  incision  and  drainage,  whether  during  the  acute  stage  or 
later,  will  be  sufficient  as  many  times  as  it  fails,  and  when  it  fails 
radical  surgery  will  have  to  be  employed ;  and,  fifth,  that  very 
rarely  indeed  will  radical  abdominal  operation  be  required  during 
the  acute  stage  of  pelvic  infection. 

The    Rochambeau. 
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Numerous  students  have  investigated  the  blood  during  preg- 
nancy, labor,  the  puerperium  and  menstruation  in  relation  to  the 
changes  in  the  physical  and  chemical  properties  of  the  plasma 
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(intercellular  substance)  and  of  its  cellular  bodies,  and  have  de- 
voted adequate  attention  to  all  questions  which  are  connected  with 
them.  Density,  alkalinity  freezing-  point,  the  coagulative,  the 
autotoxic  and  bactericidal  powers,  the  hemolytic  and  hemoaggluti- 
native  properties,  the  auto-  and  iso-hemolytic  qualities  of  the 
serum,  the  electrical  resistance  and  conductivity,  etc.,  have  been 
thoroughly  investigated,  as  well  as  the  changes  of  red  corpuscles 
which  are  connected  with  those  of  the  amount  of  hemoglobin,  and 
the  numerical  alterations  of  the  white  corpuscles,  the  so-called 
leukocytic  formula. 

No  mention,  however,  is  made  of  platelets,  the  third  morpho- 
logical element  of  blood,  Bizzozzero's  element,  or  at  least  only  a 
word  is  said  here  and  there  about  them.  This  negligence  may  be 
referred  to  the  distrust  in  regard  to  the  actual  existence  of  plate- 
lets, as  well  differentiated  elements,  and  to  the  confusion  which 
prevails  among  careless  students  as  to  the  nature,  origin,  and 
normal  evolution  of  these  cellular  bodies.  Italian  students  ought 
to  consider  themselves  especially  bound  to  the  study  of  blood 
platelets  by  the  names  of  Bizzozzero,  who  first  discovered  this 
normal  morphological  element  of  blood,  and  Vassale,  by  whose 
researches  its  origin  and  physiological  role  have  been  ascertained. 

I  will  summarize  in  the  following  pages  the  results  of  numer- 
ous experiments  during  different  periods  of  pregnancy,  during 
parturition,  menstruation,  and  the  first  twelve  days  after  labor, 
and  in  the  new  born  during  the  twelve  days  following  birth. 

The  number  of  platelets  is  always  greater  than  normal  at  any 
time  of  pregnancy,  though  it  is  subject  to  very  noticeable  vari- 
ations. The  platelets  increase  in  number  during  the  first  month, 
and  keep  on  increasing  during  the  second  and  third  until  thev 
reach  a  maximum  average  of  630,000  per  c.  mm.  during  the  first 
fortnight  of  the  fourth  month.  They  diminish  slowly  and  grad- 
ually during  the  fourth,  the  fifth,  and  the  first  half  of  the  sixth 
month,  when  they  reach  the  minimum  average  of  500,000  per 
c.  mm.  The  number  of  platelets  increases  rapidly  again  during 
the  seventh,  eighth,  and  ninth  months,  when  they  reach,  at  term, 
the  maximum  average  of  950,000  per  c.  mm.  During  the  last 
moments  of  labor,  immediately  before  the  expulsion  of  the  child, 
platelets  are  even  more  numerous,  and  they  reach  a  maximum 
average  of  1,500,000  per  c.  mm. 

During  the  physiological  crises  of  pregnancy  (Bossi),  corre- 
sponding exactly  with  the  premenstrual  time,  an  augmentation  in 
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the  number  of  platelets  is  evident,  and  this  continues  during  the 
time  which  would  correspond  to  the  missing  menstrual  period. 
The  increase  is  about  200,000  per  c.  mm.,  and  is  more  or  less 
conspicuous  and  rapid,  and  disappears  more  or  less  rapidly,  ac- 
cording to  the  period  of  pregnancy.  During  the  first  months  of 
pregnancy  platelets  are  small  or  of  medium  size,  round,  or  ovoid. 
They  show  a  rather  high  agglutinative  power  and  unite  in  groups 
of  12,  14,  or  16;  large  and  non-cohesive  platelets  are  rare.  As 
the  term  of  pregnancy  approaches,  and  platelets  become  more 
and  more  numerous,  their  bulk  diminishes ;  they  become  round ; 
large  platelets  disappear  completely.  Viscosity  increases,  and 
they  group  together  into  more  and  more  numerous  heaps,  so  that 
at  term,  during  the  last  days,  the  last  hours  before  labor,  one 
finds  groups  of  from  thirty  to  forty  small  and  very  viscid  plate- 
lets so  conglutinated  that  it  is  impossible  to  separate  them,  even 
by  long  and  energetic  shaking  of  the  fixing  and  staining  solution 
in  which  they  have  been  collected  directly  from  the  blood. 

During  the  critical  periods  of  pregnancy  an  increase  in  the 
number  of  platelets  is  noted,  and  their  tendency  to  agglutination 
is  constantly  lessened.  Those  of  large  size  are  more  numerous 
and  some  giant  forms  appear,  whose  characteristic  property  is  a 
minimum  amount  of  viscosity.  This  condition,  which  is  clearly 
appreciable  until  the  sixth  and  seventh  months  of  pregnancy,  is 
less  evident  during  the  last  three  months. 

When  parturition  is  over  and  the  placenta  is  expelled  the  num- 
ber of  platelets  diminishes  rapidly,  coming  down  to  an  average 
of  350,000  per  c.  mm.  Sixteen,  twenty,  or  twenty-two  hours  after 
delivery  it  is  up  again  to  840,000  per  c.  mm.  From  the  twenty- 
fourth  hour  all  through  the  first  and  second  days  after  deliver.* 
a  new  diminution  is  noticeable  to  a  minimum  of  560,000  per  c.  mm. 
On  the  third  day,  coincident  with  lactation,  or  even  before  its 
appearance,  an  increase  of  platelets  is  found,  which  continues 
during  the  fourth,  and  sometimes  even  the  fifth  day,  and  the  maxi- 
mum average  which  may  be  reached  is  930,000  per  c.  mm.  After 
this  maximum  has  been  attained,  the  number  of  blood  platelets 
decreases  more  rapidly  for  two  days,  and  afterwards  more  slowly 
for  five  or  six  days,  until  on  the  twelfth  day  of  the  puerperium  it 
reaches  an  average  of  670,000  per  c.  mm. 

After  parturition  and  delivery  of  the  placenta  the  platelets 
diminish  in  number,  and  in  the  meantime  their  agglutinative 
power  is  evidently  impaired.    They  are  found  to  be  still  small  and 
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round,  but  they  agglutinate  in  groups  of  only  ten  to  fifteen.  A 
few  hours  after  parturition  their  bulk  increases  gradually ;  they 
become  of  medium  size,  most  of  them  ovoid;  also  large  forms 
appear  and  sometimes  giant  forms.  The  last  are  more  numerous 
during  the  second  and  third  days  of  the  puerperium ;  rarer  on  the 
fourth  and  fifth.  During  the  following  days  of  the  puerperium 
upon  which  I  carried  on  my  examinations  these  forms  are  less 
numerous  than  before. 

As  platelets  vary  in  their  morphological  characters  they  are 
found  to  change  also  in  their  grouping  activity.  Their  power 
of  cohesion,  or  conglutinative  power,  clearly  diminishes  because 
of  a  want  of  viscosity  in  each  element.  This  fact  is  very  clearly 
noticeable  on  the  second  and  third  days  of  the  puerperium ;  it  is 
less  clear  during  the  following  nine  days,  when  viscosity,  however, 
does  not  reach  the  normal  degree.  In  fact,  even  after  the  third 
day,  the  platelets,  which  are  mostly  of  medium  size  and  ovoid,  unite 
in  groups  of  four  to  six  at  most. 

During  the  catamenial  period  the  number  of  platelets  increases ; 
the  fact  is  actually  demonstrable  all  through  the  premenstrual 
time,  and  a  maximum  average  of  470,000  per  c.  mm.  is  reached  on 
the  second  to  the  third  day  of  the  menstrual  flow.  After  the 
third  day  a  gradual  diminution  is  appreciable  until,  on  the  last  day 
of  the  flow,  a  minimum  average  of  350,000  per  c.  mm.  is  attained. 
After  the  menstrual  flow  ceases  a  number  of  450,000  is  reached 
on  the  following  three  days,  and  then  day  by  day  platelets  become 
less  and  less  numerous  until  the  normal  number  of  about  300,000 
per  c.  mm.  is  reached. 

Platelets  show  in  the  meanwhile  a  lessened  agglutinative  power 
through  lack  of  viscosity.  This  property  is  already  diminished 
during  the  premenstrual  time,  and  lessens  still  more  as  soon  as 
the  blood  flow  begins  and  as  long  as  it  lasts.  After  menstruation 
it  gradually  becomes  normal  again.  In  relation  to  these  facts,  we 
notice  that  the  numerical  increase  of  platelets  is  shown  in  the 
medium-sized  ones  which  are  ovoid ;  the  small  and  round-shaped 
forms  become  less  numerous ;  large  platelets  increase  in  number 
and  giant  ones  appear.  Groups  formed  through  agglutination 
during  this  period  consist  of  four  to  five  elements. 

Even  in  amenorrheal  subjects  platelets  increase  in  number  dur- 
ing the  premenstrual  time  to  a  maximum  which  is  reached  in  the 
first  two  days  of  the  absent  menstrual  flow,  and  is  followed  by  a 
gradual  diminution  day  by  day.     The  medium-sized  platelets  are 
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the  most  numerous,  but  large  and  some  giant  appear,  and  agglu- 
tinative power  is  diminished. 

The  blood  crasis,  its  vital  power,  showed  in  the  women  exam- 
ined an  influence  on  the  number  and  on  the  agglutinative  prop- 
erty of  platelets.  It  was  evident  that  when  blood  crasis  was  weak- 
ened, the  changes  in  the  number,  morphology,  and  agglutinative 
power  of  platelets  were  more  conspicuous. 

As  a  complement  of  these  researches,  and  with  the  object  of 
acquiring  a  still  more  complete  knowledge  of  the  nature,  function, 
and  morphology  of  platelets,  I  undertook  a  systematic  examina- 
tion of  these  elements  during  the  first  ten  days  of  life  of  new- 
born children.  Through  the  same  technique  I  reached  the  fol- 
lowing conclusions :  There  is  a  close  relation  between  the  number 
of  platelets  of  the  mother  and  those  of  the  child.  Soon  after  birth 
platelets  are  very  numerous  in  the  blood  of  the  new-born  (up  to 
an  average  of  970,000  per  c.  mm.)  ;  they  decrease  during  the  first 
day  of  life  (80,000  per  c.  mm.),  and  they  then  increase  again  on 
the  second  and  third  days,  though  they  remain  notably  below 
their  original  number  (300,000  per  c.  mm.).  On  the  fourth  day 
a  new  diminution  takes  place,  150,000  per  c.  mm.,  and  subsequently 
an  increase  to  250,000  per  c.  mm.  during  the  fifth,  sixth,  and  sev- 
enth days.  They  gradually  diminish  on  the  three  following  days 
down  to  an  average  of  93,000  per  c.  mm. 

Soon  after  birth  platelets  are  numerous,  small,  round,  and 
viscid,  so  that  they  unite  in  groups  of  fifteen  to  twenty.  As  their 
number  decreases  their  bulk  increases,  so  that  medium-sized  ele- 
ments preponderate,  and  large  and  sometimes  giant  platelets  can 
be  found,  especially  from  the  fourth  to  the  seventh  day  of  life, 
inclusive.  The  viscosity  of  such  elements  is  lessened  as  usual, 
and  heaps  of  platelets  are  rare,  small,  and  constituted  of  four  to 
seven  elements  only. 

The  numerous  observations  and  blood  examinations  which  I 
have  made  have  led  me  to  elaborate  some  personal  conclusions 
concerning  certain  ill-defined  and  not  generally  accepted  views 
as  to  the  nature,  the  function,  and  the  importance  of  these  mysteri- 
ous blood  elements,  platelets. 

There  is  no  accord  at  the  present  time  as  to  the  number  of 
platelets  per  c.  mm.  in  the  blood  of  adults  under  physiological  con- 
ditions. Some  fix  the  average  at  250,000  per  c.  mm. ;  some  believe 
it  to  be  as  large  as  778,000.  My  own  observations  show 
that  under  normal  conditions  blood  platelets  number  about  300,- 
000  per  c.  mm. ;  in  the  child  the  number  is  95,000. 
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Platelets  originate  from  reel  blood  corpuscles  and  represent  a 
regressive  physiological  condition  of  those  blood  elements.  Vas- 
sale  was  the  first  to  give  a  brilliant  experimental  proof  of  that 
statement,  and  his  work  has  been  verified  by  my  results.  In  fact, 
I  have  always  observed  that  coincident  with  or  soon  after  an 
increase  in  the  number  of  platelets,  a  diminution  of  red  cor- 
puscles is  evident.  On  the  other  hand,  when  hemopoietic  organs, 
through  increase  of  their  activity,  pour  into  the  circulation  a  num- 
ber of  new-formed  red  corpuscles,  platelets  diminish  in  number 
for  a  time  which  varies  in  duration  according  to  the  causes  which 
gave  rise  to  the  increase  of  red  corpuscles. 

The  viscosity  of  platelets  is  an  interesting  property  which  ap- 
peared to  vary  inversely  with  their  bulk  and  size  in  all  my  obser- 
vations. It  is  conspicuous  when  platelets  are  very  small  and 
round ;  it  lessens  gradually  as  their  size  increases,  and  it  attains 
a  minimum  under  those  conditions  where  there  is  a  maximum 
number  of  large  and  giant  platelets. 

With  this  important  quality,  through  which  platelets  aggluti- 
nate in  greater  or  smaller  masses  according  as  they  are  more  or  less 
endowed  with  viscosity,  is  connected  the  question  of  blood  coagu- 
lation. According  to  Bizzozzero's  views  and  those  of  his  school, 
coagulation  of  the  blood  under  physiological  conditions  depends 
on  platelets. 

Now,  the  coagulative  power  of  the  blood,  according  to  my 
observations,  would  appear  to  depend  upon  the  size  of  the  platelets 
much  more  than  upon  their  increased  number.  It  has  been  demon- 
strated by  Raineri  that  throughout  pregnancy  the  coagulative 
power  of  blood  is  increased.  My  researches  show  that  during 
pregnancy  the  agglutinative  qualities  of  platelets  are  heightened 
until  they  reach  a  maximum  just  a  few  moments  before  labor. 

In  physiological  crises  (Bossi),  when  the  changes  of  ovulation 
take  place  in  the  ovary,  the  agglutinative  property  of  platelets  is 
lessened  just  as  occurs  in  the  non-pregnant  woman  at  each  men- 
strual period.  Raineri,  Birnbaum,  and  Osten  have  presented 
evidence  of  the  lowered  coagulative  power  of  blood.  The  trust- 
worthiness of  my  statement  is  heightened  by  the  fact  that  the 
coagulative  power  is  low  in  new-born  children,  while  my  re- 
searches show  that  their  platelets  possess  but  slight  viscosity. 

Platelets  may  be  considered  as  a  morphological  index  of  the 
coagulative  power  of  blood. 

Carbone   showed   experimentally   that   the   degree   of    coagu- 
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lative  power  of  the  blood  corresponds  to  a  greater  or 
lesser  resistance  to  infectious  diseases,  especially  to  diplococcic 
infection.  Platelets,  which  are  considered  to  be  the  fundamental 
origin  of  the  coagulative  property  of  blood  on  account  of  their 
viscosity,  might  also  be  taken  into  account  as  the  representatives 
of  the  amount  of  energy  which  an  organism  may  display  in  oppo- 
sition to  any  bacterial  infection  or  to  a  toxemia  of  any  origin. 

These  views  are  in  accordance  with  Raineri's  experiments,  by 
which  it  has  been  proved  that  the  bactericidal  and  antitoxic 
powers  of  blood  are  increased  during  pregnancy,  but  are  dimin- 
ished during  the  puerperium  and  also  in  the  premenstrual  period 
and  during  the  first  day  of  the  menstrual  flow;  also  that  it  is 
lower  in  the  new-born  than  in  the  adult. 

Tschistovitch  advanced  the  hypothesis  that  platelets  may  be 
active  in  the  struggle  of  the  organism  against  infection,  being  the 
carriers  of  certain  defensive  substances,  namely  antitoxins,  agglu- 
tins,  stimulins,  etc.  Tschistovitch's  hypothesis  should  be  inter- 
preted as  follows  if  we  consider  the  results  of  the  researches, 
from  which  I  conclude  that  the  coagulative  power  of  blood  is 
dependent  upon  the  agglutinative  property  of  platelets,  the  degree 
of  coagulative  power  of  blood  being  an  index  of  the  resistance 
of  the  organisms  to  toxic  agents.  To  my  mind  this  hypothesis 
would  be  valuable  if.  it  were  made  to  signify  that  platelets  are 
active  in  the  struggle  of  the  organism  against  infection,  because 
of  their  agglutinative  property,  which  causes  a  greater  or  less 
degree  of  coagulative  power  in  the  blood. 

Through  their  agglutinative  power,  platelets  probably  repre- 
sent, to  a  certain  degree,  the  energy  by  which  the  organism  acts 
on  endogenous  and  exogenous  toxic  substances  which  threaten  its 
vital  power. 


ECTOPIC  PREGNANCY.* 


I.   THOS.   KELLEY,  M.D. 
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By  the  term  ectopic  pregnancy  is  meant  a  condition  in  which 

the  fertilized  ovum  is  prevented  from  reaching  the  uterine  cavity 

and  develops  to  a  greater  or  less  extent  at  the  point  of  arrest. 

*Read   before  the   Washington   Obstetrical    and    Gynecological    Society, 
April   19.   1907. 
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Some  operators  say  the  frequency  of  uterine  pregnancy  is  5  per 
cent,  of  all  their  abdominal  sections.  That  it  is  more  frequent 
than  was  originally  supposed,  is  proved  by  the  large  number  of 
cases  being  reported  in  the  journals  at  the  present  time.  During 
my  student  days  the  great  question  seemed  to  be,  how  the  fetus 
could  be  killed,  hoping  that  a  lithopedion  would  develop,  as 
this  was  supposed  to  remain  quiescent,  or  at  least  to  come  away, 
after  years,  through  the  vagina  or  rectum.  If  rupture  of  the  sac 
containing  the  pregnancy  took  place  the  condition  was  considered 
fatal  in  most  cases,  either  from  shock  or  hemorrhage,  or  later  from 
sepsis.  The  fertilized  ovum  which  has  been  arrested  at  some 
place  outside  of  the  uterine  cavity,  may  be  disturbed  in  its  process 
of  growth  and  die,  or  it  may  continue  its  development  in  some 
position  near  the  original  implantation. 

Nearly  all  of  these  gestations  are  primarily  tubal  but  may  be- 
come abdominal  or  broad-ligament  pregnancies  by  rupture  of  the 
tube  or  by  tubal  abortion.  That  an  ovum  may  become  fertilized 
in  a  Graafian  follicle  and  develop  in  the  ovary  is  abundantly 
proved,  but  that  a  pregnancy  can  occur  originally  in  the  peri- 
toneal cavity  is  not  considered  possible.  Many  pages  have  been 
written  as  to  the  causes  of  extrauterine  pregnancy,  but  it  is  now 
generally  conceded  that  the  vast  majority  of  cases  occur  because 
of  some  previous  inflammatory  condition  of  the  tube.  By  this  it 
is  narrowed,  patches  of  cilia  are  destroyed  so  that  the  ovum  lacks 
the  push  from  behind  to  enable  it  to  reach  the  uterine  cavity,  or 
an  angle  or  kink  is  formed  around  which  the  ovum  can  not  pass, 
or  adhesion  of  the  mucous  membrane  occurs.  Not  all  tubes,  how- 
ever, are  found  diseased,  and  some  mal-development  may  then  be 
said  to  be  the  cause.  Pressure  on  the  tube  by  a  tumor  might  be 
a  cause,  or  adhesive  bands. 

The  pregnancy  may  occur  in  any  part  of  the  tube.  It  is  termed 
interstitial,  when  in  that  part  of  the  tube  which  penetrates  the 
uterine  wall :  isthmic,  when  at  or  near  the  middle  of  the  tube ;  am- 
pullar, when  near  the  outer  end.  Interstitial  pregnancy  is  con- 
sidered rare.  Isthmic  is  more  common  and  usually  terminates  by 
rupture  of  the  tube.  The  ampullar  is  said  to  be  the  most  common 
form  and  it  may  terminate  in  tubal  abortion,  the  ovum  being 
extruded  into  the  peritoneal  cavity.  In  the  beginning  the  tube 
becomes  hypertrophied  and  very  vascular.  The  ovum  continuing 
to  grow,  the  tube  becomes  very  thin  and,  weakened  by  the  pene- 
tration of  the  villi,  some  time  between  the  second  and  tenth  weeks. 
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rupture  or  abortion  occurs.  The  vessels  supplying  the  growth 
have  become  very  large  and  hemorrhage  takes  place.  Sometimes 
it  is  slight,  but  at  others  so  profuse  that  the  patient  dies  before  aid 
can  be  obtained. 

Heinck,  in  Surgery,  Gynecology,  and  Obstetrics  for  February, 
gives  the  following  terminations  of  extrauterine  pregnancy:  "I. 
The  pregnancy  may  go  to  term  and  a  living  child  be  delivered 
through  a  channel  created  by  the  surgeon.  2.  The  child  may  go 
to  term,  remain  undelivered  and  die.  3.  The  fetus  may  die  at 
term  or  previous  to  term.  4.  Rupture  of  the  gestation  sac  may 
take  place  before  or  after  the  death  of  the  fetus."  Operative  de- 
livery at  term  of  a  living  child  is  very  rare  because  of  very  many 
causes  which  affect  the  growth  of  life  of  the  fetus.  If  the  fetus 
dies  the  patient  is  still  far  from  being  out  of  danger,  for  the  fetus 
may  putrify  or  may  become  septic,  causing  serious  illness,  if  not 
death,  or  it  may  undergo  certain  changes  by  which  it  is  preserved 
in  the  woman's  abdomen  as  a  more  or  less  permanent  cyst.  A 
lithopedion  may  form  or  the  sac  may  become  encysted  with  a  con- 
nective tissue  covering.  This  may  eventually  become  necrotic  and 
empty  into  some  neighboring  organ,  as  the  bladder,  uterus, 
vagina,  or  rectum,  the  fetal  bones  coming  away  at  intervals.  The 
fetus  may  become  cartilaginous  or  become  converted  into  a  fatty 
mass. 

Rupture  may  take  place  into  the  abdominal  cavity  or  into  the 
folds  of  the  broad  ligament.  If  all  the  blood  supply,  or  nearly  all, 
is  cut  off  from  the  fetus,  it  loses  its  life,  and  if  very  small  may  be 
absorbed.  If  the  fetus  is  of  several  months'  gestation  it  will  not 
be  absorbed.  After  rupture  or  tubal  abortion  the  fetus  may  con- 
tinue to  live,  the  blood  supply  being  sufficient  for  its  nourishment. 

Diagnosis. — The  diagnosis  before  rupture  is  seldom  made,  prob- 
ably not  because  of  any  great  difficulty,  but  because  the  patient 
has  no  reason  to  suspect  anything  wrong.  Should  a  patient  who 
is  supposed  to  be  pregnant  have  colicky  pains,  which  simulate  mis- 
carriage, she  should  certainly  be  examined.  If  she  is  pregnant 
outside  of  the  uterus,  the  examination  will  reveal  a  pear-shaped 
tumor  whose  size  depends  on  the  period  of  gestation  at  one  side 
in  Douglas's  pouch,  close  to  the  uterus,  very  tender  and  pulsating. 
After  rupture  or  abortion  has  taken  place  the  diagnosis  is  easy, 
as  the  symptoms  are  well  marked.  If  menstruation  is  delayed, 
and  the  patient  has  been  having  colicky  pains,  suspect  extra- 
uterine pregnancy.    If  there  have  been  sudden  acute  pain,  nausea, 
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vomiting,  and  collapse,  one  may  feel  quite  sure  of  the  diagnosis. 
The  physical  examination  will  usually  clear  up  any  doubt,  but  not 
always.  Normal  pregnancy,  pyosalpinx,  appendicitis  and  per- 
forating ulcer  of  the  stomach  may  be  mistaken  for  ectopic  preg- 
nancy, but  careful  study  of  details  will  usually  clear  up  any 
doubt.  Examination  shows  tenderness  over  the  lower  abdomen, 
and  at  times  the  percussion  note  is  flat  from  the  presence  of  blood. 
If  the  rupture  is  very  recent  it  is  sometimes  hard  to  detect  the 
presence  of  blood  in  Douglas's  pouch,  but  after  it  is  clotted  there 
is  no  trouble.  A  boggy  tumor  is  felt,  and  sometimes  the  enlarged 
tube  may  be  found.  If  the  rupture  takes  place  into  the  broad  liga- 
ment the  tumor  is  on  one  side,  bulges  down  into  the  vagina,  and 
is  tense.  The  enlarged  tube  may  be  detected.  The  tube  is  more 
or  less  pear-shaped,  and  with  care  pulsation  may  be  felt.  As  the 
gestation  progresses  the  uterus  is  pushed  to  the  opposite  side,  or 
forward  if  the  mass  has  dropped  into  Douglas's  pouch.  Pres- 
sure symptoms  are  also  present.  Contractions  of  the  gestation 
sac  have  been  said  to  have  been  felt.  Microscopic  examination  of 
the  shreds  will  show  absence  of  the  chorionic  villi. 

The  symptoms  of  rupture  of  the  sac  or  abortion  usually  come 
on  without  any  warning,  but  sometimes  they  are  preceded  for  a 
few  days  by  colicky  pains.  They  may  come  on  during  some  exer- 
tion or  straining  at  stool.  They  are  described  as  tearing  pains,  at 
times  like  labor  pains.  If  the  rupture  is  large  and  sudden  there  is 
a  condition  of  collapse,  with  cold  and  clammy  skin,  the  pulse 
feeble  and  rapid,  and  at  times  not  palpable.  The  face  is  extremely 
pale  from  loss  of  blood.  After  a  day  or  two  the  patient  may  react 
and  appear  better,  when  a  recurrence  of  these  symptoms  takes 
place.  These  phenomena  recur  with  each  renewal  of  hemorrhage. 
Nausea  and  vomiting  are  frequent,  and  cases  have  been  diagnosed 
acute  indigestion. 

If  the  rupture  takes  place,  the  quantity  of  blood  poured  out  into 
the  abdominal  cavity  is  commensurate  with  the  size  and  number 
of  vessels  ruptured  by  the  tearing  of  the  tube  or  separation  of  the 
villi.  If  the  hemorrhage  is  large,  the  patient  may  lose  her  life  at 
once  from  the  hemorrhage,  or  this  may  continue  and  the  patient 
die  of  loss  of  blood  after  some  days.  The  tube  may  become 
plugged  with  the  membrane  and  the  hemorrhage  be  controlled, 
and  a  subsequent  rupture  may  occur  with  more  or  less  disastrous 
results.  If  much  blood  is  lost,  but  not  enough  to  cause  the  death 
of  the  patient,  the  blood  becomes  organized  in  the  pelvis,  or 
becomes  infected. 
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The  fetus  may  die  without  rupture  of  the  tube,  if  this  occurs, 
or  if  the  tube  is  only  slightly  ruptured  and  the  fetus  dies,  we 
have  produced  a  hematosalpinx.  The  fetus  is  frequently  not 
found  in  the  early  months,  especially  if  there  has  elapsed  some 
time  before  operation  and  the  rupture  is  large  enough  for  the 
fetus  to  have  escaped  into  the  peritoneal  cavity,  where  it  is  ab- 
sorbed. If  the  bleeding  is  not  too  excessive,  a  small  tumor, 
hematocele,  is  formed  in  Douglas's  sac,  which,  if  it  does  not 
become  infected,  will  be  absorbed  and  the  patient  recover.  If  the 
rupture  is  into  the  broad  ligament,  the  hemorrhage  will  probably 
stop  sooner  because  the  vessels  are  compressed  by  the  blood  being 
confined  in  a  limited  space.  This  blood  clot  is  called  a  hematoma, 
in  contradistinction  to  the  hematocele. 

If  the  pregnancy  goes  on  to  term,  which  it  rarely  does,  and  if 
laparotomy  is  done  while  the  child  is  still  living,  it  will  probably 
die  during  the  first  few  days  of  extrauterine  life.  The  child  is 
frequently  deformed. 

Symptoms. — The  subjective  symptoms  are  those  of  early  preg- 
nancy. Amenorrhea  may  not  be  present.  There  are  expulsion 
of  the  decidua  vera  and  pains  in  the  lower  abdominal  and  vaginal 
regions.  There  is  a  history  of  previous  sterility  in  some  cases. 
Not  all  cases  have  the  early  symptoms  of  pregnancy,  for  there 
are  cases  where  the  first  symptom  is  that  of  the  acute  pain  of  the 
rupture.  Again  the  menstruation  may  continue  until  two  or  three 
periods  have  passed,  though  it  may  be  shortened  and  the  flow  may 
be  less.  The  pains  are  bearing  down  in  character,  or  expulsive. 
the  decidua  begins  to  come  away  either  as  a  whole  or  usually  in 
pieces.  The  hemorrhage  from  the  uterus  may  be  so  great  that 
the  patient  may  think  she  is  having  a  miscarriage.  The  pains  are 
probably  due  to  the  tubal  and  uterine  contractions,  and  usually 
come  on  towards  the  end  of  the  second  month,  but  may  occur 
sooner.  They  recur  from  time  to  time  at  irregular  intervals. 
The  objective  symptoms  are  also  those  of  early  pregnancy,  such 
as  changes  in  the  vagina  and  breasts,  softening  of  the  cervix,  and 
enlargement  of  the  uterus. 

Treatment. — So  eminent  an  authority  as  Bache  Emmet,  who 
wrote  the  chapter  on  gynecological  therapeutics  in  clinical  gynecol- 
ogy (Keating  &  Coe),  1895,  says:  "Two  different  views  are  held 
as  to  its  (ectopic  pregnancy)  treatment,  and  the  advocates  of  each 
support  their  position  by  numerous  facts."  And,  further,  he  says  : 
"I  have,  therefore,  no  hesitation  whatever  in  saying  to  physicians 
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so  situated  (in  small  towns)  that  I  think  they  are  eminently  justi- 
fied in  using  their  batteries."  Then  follows  the  technique  of  using 
the  battery.  Further,  he  cites  a  case  so  treated  as  follows :  "In 
one  case  which  I  treated  with  the  galvanic  current  for  the  pur- 
pose of  destroying  the  fetus,  I  caused  its  expulsion  into  the  uterine 
cavity;  the  galvanic  current  (fifty  milliamperes)  caused  the  sac  to 
rupture :  the  fetus  was  expelled  twenty-four  hours  later  per 
vias  naturales,  and  the  rest  of  the  product  of  conception  in  another 
forty-eight  hours."  He  thought  this  pregnancy  came  from  the 
outer  third  of  the  tube.  He  says  Lawson  Tait  did  not  believe 
him. 

One  has  only  to  look  over  a  little  of  the  literature  on  this 
subject  to  see  how  much  has  been  changed  since  Dr.  Emmet 
wrote  as  quoted  above.  It  may  be  said  to-day,  with  no  expecta- 
tion of  contradiction,  that  the  only  treatment  to  advocate  is  opera- 
tion, and  this  just  as  soon  as  the  diagnosis  can  be  made.  If  the 
diagnosis  can  be  made  before  rupture,  operation  should  be  done 
immediately,  for  the  life  of  the  child  is  not  to  be  considered.  The 
patient  is  in  grave  danger  of  rupture,  which  may  cause  her  death 
before  operation  can  be  done.  If  rupture  has  taken  place,  operate 
immediately,  for  she  may  bleed  to  death  at  any  time,  or  if  the 
hemorrhage  has  stopped  operate  immediately,  for  it  may  begin 
again.  One  of  the  cases  which  I  shall  report  herewith  was 
thought  to  be  dying.  Her  physician  thought  nothing  could  be 
done,  but  we  procured  an  ambulance  immediately,  and  she  was 
on  the  operating  table  at  the  hospital  just  thirty  minutes  after  I 
first  saw  her.  The  diagnosis  was  evident  after  hearing  the  history 
and  seeing  the  patient. 

The  operation  should  always  be  done  through  the  abdomen 
unless  the  rupture  is  through  the  broad  ligament,  when  it  may  be 
done  through  the  vagina.  After  opening  the  abdomen  see  first 
if  bleeding  still  persists.  If  so,  clamp  the  bleeding  tube  near  the 
cornu  and  the  ovarian  artery  in  the  broad  ligament  just  beyond 
the  fimbriae.  This  can  be  done  quickly,  and  then  the  remainder 
of  the  operation  can  be  done  without  fear  of  losing  more  blood. 
The  tube  should  be  removed.  If  the  ovary  is  normal  it  may  be 
left.  The  clots  are  turned  out  and  the  abdomen  is  cleansed  with 
salt  solution.  If  much  blood  has  been  lost,  and  the  patient  is  very 
weak,  it  is  not  necessary  to  remove  all  clots,  as  many  smaller  ones 
will  be  absorbed  and  valuable  time  is  lost  in  hunting  for  them. 
Salt  solution  to  the  quantity  of  several  quarts  is  left  in  the  ab- 
dominal cavity. 
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Operation  at,  or  near  term,  presents  in  some  cases  grave  diffi- 
culty because  of  liability  to  hemorrhage  due  to  separation  of  the 
placenta.  If  possible,  the  whole  sac  should  be  removed,  but  some- 
times this  is  impossible,  and  the  sac  may  be  stitched  to  the  ab- 
dominal wall  and  drained. 

It  will  be  seen  that  two  of  my  twenty-one  cases  were  operated 
on  twice  for  ectopic  pregnancy.  Dr.  I.  S.  Stone  operated  on  Mrs. 
F.  three  years  before  she  again  had  ectopic  gestation.  The  other, 
Mrs.  K.,  was  operated  on  by  me  both  times — the  second  just  one 
year  after  the  first.  In  eleven  cases  the  right  tube  was  the  site  of 
the  gestation,  and  in  nine  the  left.  The  vermiform  appendix  was 
found  inflamed  in  three  cases  and  was  removed.  Not  all  the  pa- 
tients, however,  were  examined  as  to  this  condition,  for  obvious 
reasons.  Twelve  had  had  children.  Six  had  had  miscarriages. 
Two  had  had  both  miscarriages  and  live-born  children.  Four 
gave  history  of  never  having  been  pregnant,  but  one  single  woman 
had  a  slight  laceration  of  the  cervix,  which  probably  puts  her  in 
another  class.  One  of  these  four  had  had  gonorrhea,  and  the  other 
two  gave  history  of  menstrual  difficulty.  Only  three  were  pre- 
viously sterile.  One  patient  had  a  still  birth  and  a  miscarriage ; 
the  latter  was  not  induced.  Three  patients  were  not  married. 
There  was  one  death  in  the  twenty  cases,  from  sepsis. 

Case  I. — Mrs.  B.  Referred  by  Dr.  Mackall.  White,  aged  35. 
Operation,  June,  1899,  at  Georgetown  Hospital.  One  child,  no 
miscarriages.  Had  missed  her  period  for  six  weeks.  Had  a 
slight  pain,  slight  bleeding  from  uterus;  passed  membrane,  and 
thought  she  was  having  a  miscarriage.  After  two  weeks  had 
very  violent  pain  in  abdomen  and  collapse.  Removed  immediately 
to  the  hospital  and  abdomen  opened.  About  four  pints  of  fresh 
blood  removed.  Left  tube  ruptured  about  the  middle.  Six  weeks' 
fetus  found.  The  left  tube  and  ovary  were  removed.  Patient 
received  salt  solution  in  breast,  which  caused  an  abscess ;  other- 
wise recovery  uninterrupted. 

Case  II. — Ida  G.  Referred  by  Dr.  James  Stuart.  Colored, 
aged  29.  Operation,  August  15,  1901,  at  Sibley  Hospital.  Had 
been  bleeding  for  three  weeks,  and  after  seventeen  days  passed  a 
cast  of  the  uterus.  Patient  not  intelligent,  so  could  not  get  definite 
history  of  sudden  pain,  but  she  complained  of  constant  pain  in 
pelvis.  Examination  showed  tenderness  over  whole  lower  abdo- 
men. Uterus  large  and  whole  anterior  pelvis  filled  with  a  tense 
mass,  which  reached  above  the  pelvic  brim.  A  large  mass  of  very 
dark  blood,  roofed  over,  and  to  which  intestines,  omentum  and 
bladder  were  adherent,  was  found  encapsulating  the  uterus.  This 
was  broken  into  and  the  blood  dug  out  in  large  clots.  The  left 
tube  was  ruptured  about  the  middle.     Under  this  was  a  broad- 
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ligament  cyst  as  large  as  a  small  cocoanut.  The  right  tube  was  a 
hydrosalpinx.  Both  tubes  were  removed  and  the  cyst  enucleated. 
Patient  died  of  sepsis  after  three  days. 

Case  III. — Airs.  Alary  B.  Referred  by  Dr.  Hunt  of  Maryland. 
White,  aged  35.  Operation,  November  13,  1903,  at  Sibley  Hos- 
pital. She  had  had  four  children,  the  last  six  years  before.  Had 
missed  her  sickness  for  three  months,  when  she  had  a  violent  pain 
in  the  abdomen  with  vomiting.  Bleeding  from  the  uterus  began 
immediately  in  large  quantities.  A  physician  from  Baltimore 
was  called,  who  curetted  her.  The  hemorrhage  and  pain  contin- 
uing, she  came  to  this  city.  The  abdomen  was  distended  and  very 
painful  over  the  lower  part.  Uterus  enlarged ;  boggy  mass  in 
pelvis.  On  opening  abdomen  large  clots  poured  out ;  about  four 
pints  were  removed,  the  fetus  coming  out  with  the  clots.  It  was 
of  about  three  months'  gestation.  The  right  tube  was  ruptured 
nearer  the  uterus,  and  contained  the  secundines.  The  left  ovary 
was  a  small  cyst,  and  was  removed,  with  the  right  tube.  Wound 
healed  by  first  intention. 

Case  IV.— Mrs.  F.  Referred  by  Dr.  Kelly.  White,  aged  35. 
Operation,  December,  1903,  at  Georgetown  Hospital.  Three 
children,  the  last  eight  years  ago.  No  miscarriages.  Had  been 
operated  on  for  ectopic  pregnancy  three  years  previous,  and  left 
tube  was  removed.  Had  missed  period  for  six  weeks.  Endeav- 
ored to  bring  on  an  abortion.  Flow  slight,  with  very  severe  pain  ; 
pulse  rate  slightly  increased.  Uterus  enlarged.  No  mass  felt  in 
pelvis.  Discharged  blood  had  foul  odor.  Patient  anesthetized 
and  curetted.  Bleeding  and  pain  continued.  After  four  days 
a  small  mass  was  found  on  right.  Abdomen  opened  next  day  and 
about  a  half  pint  of  red  blood  and  a  few  dark  clots  removed.  No 
fetus  found.  The  right  tube  contained  membranes  at  fimbriated 
extremity.    Recovery  uninterrupted. 

Case  V.— Mrs.  K.  Referred  by  Dr.  Mackall.  White,  aged  26. 
Operated,  June.  1904,  at  Georgetown  Hospital.  No  children; 
several  induced  miscarriages.  Had  missed  her  period  for  six 
weeks.  Pains  in  pelvis  began  with  show  of  blood.  1  'ain  a  'ntinued 
at  intervals.  Uterus  slightly  enlarged,  small  mass  on  left.  Ab- 
dominal operation  revealed  about  a  pint  of  free  blood,  some  dark 
and  some  bright,  showing  that  the  bleeding  was  continuing;  mem- 
branes were  protruding  from  left  tube,  which  was  still  bleeding. 
The  left  tube  and  ovary  were  removed.  Recovery  uninterrupted. 
Case  VI.— Mrs.  I'..  Referred  by  Dr.  Kurtz.  White,  aged  35. 
Operation,  August.  1904,  at  Georgetown  I  [ospital.  Five  children  : 
no  miscarriage-.  Patient  had  had  a  very  difficult  labor  one  year 
previous.  Menstruation  was  overdue  two  days.  I  lad  severe  pain 
in  abdomen  in  the  morning;  at  3  P.M.  of  same  day  had  a  very 
severe  pain  and  collapsed.  Pulse,  140.  Uterus  large,  boggy 
mass  in  cul-de-sac.  Abdominal  operation  ;  blood  poured  out  when 
peritoneum  was  incised.  About  four  pints  of  red  clot<  removed, 
with    four   weeks'    fetus.      Right   tube    raptured    near   distal    end. 
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Right  tube,  ovary,  and  appendix  were  removed.     Recovery  unin- 
terrupted. 

Case  VII.— Mrs.  B.  B.    Referred  by  Dr.  Muncaster.    Colored 
aged  30.     Operation,  April  1,  1905,  at  Columbia  Hospital.     Two 
children.     Last  menstruation  ten  months  ago.     Patient  thought 
herself  pregnant,  and   was   in   readiness  when   the  proper  time 
arrived.     In  just  280  days  after  her  last  menstrual  flow  she  was 
taken  with  very  severe  pains  and  collapse.     She  continued  to  have 
pain  which  simulated  labor  pains  for  fortv-eight  hours   when  the 
pains  ceased,   though   the  abdomen   continued   verv   sore      The 
patient  remained  in  bed   for  a  week.     She  then  went  about  her 
duties,  but  suffered  pain  all  the  while.    Three  weeks  after  the  first 
attack  of  pain  she  sent  for  her  physician,  who  found  the  uterus 
smaller  than  it  was  two  weeks  before.     On  examination  a  tumor 
about  as  large  as  a  seven-months'  pregnancy  occupied  the  abdo- 
men.    It  was  irregular  in  outline  and  lay  more  towards  the  right 
Ihe  fetal  hips  could  be  palpated  on  the  left  directlv  under 'the 
abdominal  wall     She  entered  the  hospital  and  was  operated  on 
the  next  day.     On  opening  the  abdomen  the  sac  was  found  rup- 
tured and  the  buttocks  of  the  fetus  protruded.     The  sac  wall 
was  adherent  to  intestines,  omentum  and  uterus.    After  separating 
the  adhesions   it  was  found  that  the  placenta  was  attached  inside* 
the  sac  and  that  the  whole  mass  could  be  removed  bv  Hgatine  a 
pedicle  no  larger  than  an  inch  in  diameter.     There  was  no  bbod 
111  the  abdomen,  the  sac  having  ruptured  at  a  point  farthest  re- 
moved from  the  placenta.    All  the  liquor  amnii  had  been  absorbed 
1  here  had  been  no  rise  of  temperature  at  any  time.    No  drainage 
was  used     The  fetus  was  a  female,  well  developed,  weighing  one 
and  a  halt  pounds.     Recovery  was  uninterrupted. 

Case  VIIL— Mrs.  K.  Referred  by  Dr.  Mackall.  White,  aged 
27.  Operation,  May,  1905,  at  Georgetown  Hospital.  Xo  chil- 
dren ;  several  induced  miscarriages.  Had  been  operated  upon  one 
year  previous  for  ectopic  pregnancy  of  the  left  tube,  which  with 
its  ovary,  was  removed.  Patient  had  menstruated  regularly  since 
the  operation,  but  had  gone  over  one  period  three  weeks  Colicky 
pains  began  in  abdomen  and  recurred  at  intervals  for  seven  days 
when  the  pain  was  sharp,  and  she  vomited,  and  felt  as  if  she 
would  faint.  Uterine  hemorrhage  then  appeared.  The  uterus 
was  slightly  enlarged.     A  small  mass  was  found  on  right      There 

TUS  n-  u?dT,n  *bout  a  Pint  of  bIood:  no  fetus 'was  found, 
the  right  tube  had  aborted;  the  ovum  and  the  membranes  still 
protruded  from  the  ostium.  The  tube  was  removed.  Recovery 
was  uninterrupted. 

Case  IX -Mrs  Daisy  H.  Referred  by  Dr.  John  Stewart. 
V}hite  aged  25.  Operation,  June  7,  IQ05.  at  Sibley  Hospital. 
I  wo  children,  last  eight  years  ago ;  no  miscarriages.  Had  missed 
her  period  two  months  Was  taking  pennvroval  and  turpentine: 
began  to  have  slight  flow,  which  continued  for  a  week  Then 
seized  with  violent  pain  and  became  unconscious.     Husband  put 
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her  to  bed,  and  after  ten  days  she  got  up,  and  again  the  pain  re- 
turned and  she  was  unconscious.  She  was  again  put  to  bed  and  a 
physician  was  sent  for.  He  found  her  pulse  180  and  temperature 
95°.  Patient  very  weak  and  pale,  gasping  for  breath,  no  pulse 
perceptible  at  wrist.  Complaining  of  great  pain  in  abdomen. 
Abdomen  distended  and  very  tender.  Slight  bleeding  from  uterus. 
Uterus  large,  cervix  soft.  Boggy  mass  occupied  left  pelvis,  very 
tender.  She  was  rushed  to  the  hospital  in  an  ambulance.  On 
opening  the  abdomen  a  large  quantity  of  bright  red  blood  escaped. 
The  left  tube,  which  was  surrounded  by  dark  clots,  was  still 
bleeding.  It  was  clamped  and  the  remaining  clots  were  washed 
with  salt  solution.  The  left  tube  and  ovary  were  removed.  The 
abdomen  was  filled  with  salt  solution  and  closed.  Union  by  first 
intention.    Left  hospital  in  three  weeks. 

Case  X. — Mrs.  Hannah  F.  Referred  by  Dr.  U.  D.  Nourse  of 
Maryland.  Colored,  aged  25.  Operation,  July  4,  1905,  at  Sibley 
Hospital.  No  children ;  no  miscarriages.  History  of  gonorrhea 
three  years  previous.  Missed  period  for  three  months.  Had  been 
bleeding  from  the  uterus  for  a  month.  Dr.  Nourse  saw  her  and 
made  the  diagnosis  of  ectopic  pregnancy.  Temperature  was  run- 
ning 1030  F.  in  the  evening;  pulse,  140;  abdomen  very  tender  and 
distended  with  gas.  Uterus  enlarged  and  fixed,  very  tender,  boggy 
mass  filling  the  pelvis  ;  bloody,  purulent  discharge  from  the  uterus. 
The  pelvis  contained  dark  blood  and  pus.  The  fetus  was  decom- 
posed and  of  about  three  months'  gestation.  The  right  tube  was 
ruptured  about  the  middle.  The  uterus  with  the  right  tube  and 
ovary  were  removed ;  vaginal  drainage.  Union  was  by  first  inten- 
tion, and  recovery  uninterrupted. 

Case  XI. — Mrs.  Carrie  F.  Referred  by  Dr.  Suddarth.  White. 
aged  30.  Operation  July  22,  1905,  at  Sibley  Hospital.  Four 
children ;  several  miscarriages.  Had  missed  her  period 
two  months.  She  then  introduced  into  the  uterus  a  wire 
which  had  been  fitted  into  a  screw-driver  handle.  After  several 
attempts,  the  tlow  started,  with  very  violent  pains.  I  saw  her  after 
three  weeks.  Her  temperature  was  then  1020  in  the  evening; 
pulse,  130.  The  uterus  was  retroverted,  a  large  mass  on  the  left 
side.  The  abdomen  was  opened.  About  a  pint  of  blood  was 
walled  off  on  the  left,  in  which  was  a  fetus  of  about  six  weeks' 
gestation.  From  the  fimbriated  end  of  the  tube  protruded  the 
membranes.  (Tubal  abortion.)  The  left  tube  and  ovary  were 
removed.     Wound  healed  by  first  intention.    Recovery. 

Case  XII.— Mrs.  R.  C.  P..  Referred  by  Dr.  Mackall.  White, 
aged  32.  Operation,  October.  ioo>  at  Georgetown  Hospital. 
Had  worked  at  an  occupation  which  required  her  to  stand.  I  [ad 
had  menstrual  difficulty  since  she  began  to  work.  No  children  ; 
no  miscarriages.  Missed  her  sickness  six  weeks.  Had  cramp  for 
two  weeks  and  a  slight  show.  Uterus  posterior.  Small  mass  on 
right,  very  tender.  About  a  pint  of  free  blood  in  abdomen.  Right 
tube  ruptured  about  the  middle.  No  fetus  found.  Right  tube  and 
ovary  removed.  Recovery  uninterrupted.  Patient  had  a  living 
child  two  years  after. 
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Case  XIII. — Mrs.  S.  Referred  by  Dr.  Kelly.  White,  aged  30. 
Operation,  November  12,  1905.  Five  children;  no  miscarriages. 
Last  pregnancy  terminated  one  year  ago  with  twins.  Has  not 
been  well  since.  Did  not  menstruate  after  labor.  One  month  ago 
was  taken  with  very  severe  pelvic  pain  and  some  bleeding  from 
the  uterus.  The  bleeding  continuing,  her  physician  curetted  her, 
but  she  got  no  relief.  She  then  went  to  a  hospital,  and  a  diagnosis 
of  retrover  ;on  of  the  uterus  was  made.  She  left  the  hospital 
without  operation,  and  I  saw  her  after  a  week,  the  pain  and 
uterine  hemorrhage  continuing.  I  found  the  abdomen  tender  in 
the  suprapubic  region  and  a  tumor  on  the  left  reaching  just  above 
the  pelvis.  The  uterus  was  pushed  up  against  the  pubes,  and  a 
tumor  the  size  of  a  large  cocoanut  was  behind  and  to  the  left  of 
the  uterus.  Dr.  Bovee  saw  her  with  me,  and  made  a  diagnosis  of 
ectopic  pregnancy.  She  refused  operation.  I  examined  her  after 
six  months  and  found  the  tumor  had  disappeared,  except  for  a 
slight  thickening. 

Case  XIV. — Rebecca  G.  Referred  by  Dr.  Rossiter.  Colored, 
aged  27.  Operation,  February  22,  1906,  at  Sibley  Hospital. 
Married  ;  two  children.  First  child  was  born  two  years  after  mar- 
riage and  the  next,  six  years  after  the  first.  She  began  to  men- 
struate six  weeks  after  labor  and  continued  regular  for  twenty- 
one  months.  While  walking  on  the  street  she  was  taken  with 
very  sharp  pains  like  labor  pains,  and  she  found  that  she  was 
unwell.  These  pains  continued  for  seven  hours  and  did  not  return 
for  two  weeks.  Pain  again  set  in  and  continued  for  three  weeks. 
These  last  began  like  labor  pains,  but  later  the  pain  was  contin- 
uous. She  was  then  running  a  temperature  of  102  °.  The  abdo- 
men was  large  and  occupied  by  a  tumor  reaching  to  the  umbilicus. 
The  pelvic  examination  showed  a  boggy  tumor  occupying  the 
position  of  and  continuous  with  the  uterus.  The  abdomen  was 
opened  and  the  tumor  found  to  be  a  large  blood  mass,  very  dark 
and  very  tough,  adherent  to  intestines,  omentum,  and  entirely 
encapsulating  the  uterus.  In  Douglas's  sac  the  mass  was  broken 
down  and  grayish  in  appearance.  The  uterus  seemed  to  be 
infected,  and  was  removed  with  the  left  tube  and  ovary.  The  tube 
was  so  torn  that  it  was  impossible  to  tell  just  where  the  original 
rupture  occurred.  The  pelvis  was  drained  through  the  vagina. 
The  recovery  was  uninterrupted. 

Case  XV. — Miss  Grace  H.  White,  aged  21.  Operation,  April 
23,  1906,  at  Sibley  Hospital.  Three  miscarriages.  A  pus  tube 
had  been  removed  by  me  one  year  before,  when  the  uterus  was 
found  to  be  bicornuate.  She  had  missed  her  period  for  two  weeks. 
Had  severe  pains  in  the  abdomen  and  rapid  pulse.  I  saw  her 
after  two  weeks.  Uterus  anterior,  small  mass  on  right  side. 
Abdomen  opened  and  pelvis  filled  with  dark,  clotted  blood,  es- 
pecially on  the  right.  The  tube  was  ruptured  near  the  distal  end. 
The  vermiform  appendix  was  caught  in  the  clotted  mass  of  blood 
and  was  inflamed.  The  right  tube  and  ovary  with  the  vermiform 
appendix  were  removed.    Recovery  uninterrupted. 
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Case  XVI.— Mrs.  J.  Referred  by  Dr.  D.  O.  Leech.  White, 
aged  34.  Operation,  May  26,  1906,  at  Sibley  Hospital.  Two 
children ;  no  miscarriages.  Had  been  having  some  trouble  with 
her  pelvis  for  several  months.  Missed  her  period  for  six 
weeks.  May  22  had  sudden  pain  in  pelvis  and  vomiting.  The 
pain  continued  and  the  patient  felt  very  weak.  Examination; 
abdomen  slightly  distended ;  uterus  posterior ;  large  mass  to  right. 
Large  quantity  of  blood  escaped  on  opening  the  abdomen.  About 
two  pints  of  clots  removed.  Tube  ruptured  near  distal  end.  No 
fetus  found.  The  vermiform  appendix  was  covered  with  the  blood 
clots  and  inflamed.  The  right  tube,  ovary,  and  vermiform  appen- 
dix were  removed.     Patient  made  an  uninterrupted  recovery. 

Case  XVII.— Mrs.  D.  Referred  by  Dr.  H.  L.  C.  Johnson. 
White,  aged  25.  Operation,  August  17,  1906,  at  Providence 
Hospital.  Patient  had  always  menstruated  regularly.  One  mis- 
carriage four  years  ago.  She  had  missed  her  period  for  two 
months,  when  she  had  a  sharp,  sudden  pain  in  the  abdomen,  and 
the  flow  began.  The  pain  continued  with  more  or  less  severity 
for  two  weeks,  the  flow  continuing.  She  came  to  my  office,  saving 
she  wanted  to  be  curetted.  The  abdomen  was  moderately  tender 
in  the  suprapubic  region.  The  uterus  was  large  and  soft,  a  boggy 
mass  occupying  the  pelvis.  The  abdomen  was  opened  and  fresh 
blood  poured  out,  about  two  quarts.  A  fetus  of  about  two  months' 
gestation  also  appeared.  The  pregnancy  had  occupied  the  distal 
end  of  the  left  tube  and  tubal  abortion  had  taken  place.  The  left 
tube  was  removed.     Recovery  was  uninterrupted. 

Case  XVIII.— Mrs.  Mary  A.  Referred  by  Dr.  Acker.  White, 
aged  32.  Operation,  September  25,  1906,  at  Columbia  Hospital. 
No  children  ;  no  miscarriages.  Menstruation  regular  until  one 
month  ago,  when  she  missed  one  period.  Patient  complained  of 
pain  in  right  inguinal  region.  This  had  continued  for  one  month 
at  intervals.  The  morning  of  the  25th.  after  menstruating  Eor  a 
month,  she  was  taken  with  very  severe  pains,  for  which  large 
doses  of  belladonna  and  morphine  were  given.  Uterus  enlarged; 
large  mass,  size  of  lemon,  on  right  ;  very  tender  and  tense.  \.bou1 
half  a  pint  of  blood  in  pelvis.  The  tube  was  distended  with  mem- 
branes and  blood  clot  to  size  of  a  sausage.    The  ostium  was  widely 

dilated,  but  plugged  with  bl 1  and  membrane.     The  right  tube 

and  ovarv  were  removed.  The  recovery  was  uninterrupted. 
Patient  left  the  hospital  after  two  weeks. 

Case  XIX.  Miss  U.  Referred  by  Dr.  Atkinson.  White,  aged 
20.  Operation,  February  12,  [907,  at  Sibley  Hospital.  X"  chil- 
dren; no  history  of  miscarriage.  Had  missed  her  flow  Eor  several 
days.  Was  taken  with  sudden  pain,  collapse,  and  vomiting  at 
3  p.m.;  no  pulse  perceptible  at  wrist.  Stimulant  administered  by 
physician  called  in  emergency.  Dr.  Atkinson  saw  her  during 
evening  and  put  on  ice  bag.  I  saw  her  at  8  the  next  morning. 
Patient  ver\  pale;  pulse,  1  [o;  very  tender  over  whole  abdomen. 
Uterus  slightly  enlarged;  no  mass  discernible  in  pelvis.  Abdomen 
ooened  and  about  three  pints  of  fresh  blood  removed.     The  left 
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tube,  which  was  still  bleeding,  was  removed,  and  found  ruptured 
about  one  inch  from  cornu.  A  very  small  fetus  was  found  in  the 
blood  clots.     Recovery  uninterrupted. 

Case  XX.— Mrs.  Ella  B.  Referred  by  Dr.  Chin.  White,  aged 
28.  Operation,  February  23,  1907,  at  Sibley  Hospital.  Three  chil- 
dren, the  last  in  January,  1906;  two  miscarriages.  Did  not  get  up 
well  after  last  child.  Menstruated  last  on  January  4,  1907.  Had 
a  severe  pain  in  lower  abdomen,  February  10.  Began  to  bleed 
from  the  uterus  after  two  days  ;  this  continued.  Pain  in  pelvis  was 
constant,  with  occasional  sharp  attacks.  Examination  showed 
abdomen  tender  over  appendix  and  above  pubes.  Uterus  retro- 
verted.  Small  mass  on  right  of  uterus.  About  a  pint  of  blood 
was  found  in  the  abdomen.  The  right  tube  was  ruptured  about 
54 -inch  from  cornu.  The  vermiform  appendix  was  very  much 
inflamed.  The  right  tube  and  the  appendix  were  removed.  Re- 
coverv  uninterrupted. 

Case  XXL— Mrs.  L.  Referred  by  Dr.  Holden.  White,  aged 
26.  Operation,  February  26,  1907,  at  Providence  Hospital.  One 
still  birth  and  one  miscarriage,  September,  1906,  at  three  and  a 
half  months.  Last  menstruation,  January,  1907,  scant.  February 
3,  had  severe  pain  in  abdomen  and  vomited;  February  11,  had  a 
slight  show;  February  17,  violent  pain  in  abdomen  and  vomiting, 
flow  continuing;  February  26,  very  violent  pain  in  abdomen  and 
partial  collapse.  Abdomen  was  distended  and  very  tender.  Uterus 
posterior,  large,  boggy  mass  in  cul-de-sac.  Pulse,  140.  Abdomen 
opened  and  blood  gushed  out.  Some  clots  were  dark,  but  the  most 
were  bright  red.  The  bleeding  was  continuing  from  the  left 
tube.  This  was  clamped  and  removed.  A  two-months'  fetus  was 
found.  The  blood  was  washed  out  with  salt  solution  and  the 
abdomen  filled  and  closed. 


HEART  COMPLICATIONS  OF  SCARLET  FEVER.* 


I.   H.   EDDY,   M.D., 
Chicago,   111. 


In  reviewing  the  literature  of  the  Heart  Complications  of  Scar- 
let Fever,  I  am  convinced  that  the  heart  has  not  received  the 
attention  which  an  organ  so  important,  and,  in  my  judgment,  so 
frequently  involved,  should  receive.  One  cannot  but  notice  the 
extensive  study  that  has  been  devoted  to  the  Kidney  of  Scarlet 
Fever  and  the  meager  attention  that  has  been  given  this  impor- 
tant organ  of  which  I  speak.  While  there  may  be  those  who  will 
*Read  before  North  Branch  Chicago  Medical  Society. 
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not  agree  with  me  on  what  I  have  to  say  on  the  subject,  I  am  sure 
that  a  careful  future  study  will  reveal  many  a  hidden  fact. 

Wm.  Hunter,  in  a  clinical  lecture  on  complications  of  scarlet 
fever  (British  Medical  Journal,  1906,  vol.  421),  in  his  group  of 
150  cases  gives 

Adenitis 19  per  cent. 

Actual  Nephritis    2.8  "      " 

Otitis    6.4  "      " 

Rheumatism   4.3  "      " 

and  many  other  complications  in  small  percentages,  but  does  not 
give  any  report  on  the  various  heart  lesions ;  the  important 
emphysis  being  directed  to  ''Oral  Sepsis,"  and  its  relation  to 
other  complications. 

L.  Fischer,  in  a  paper  entitled  "Clinical  Observations  with 
Special  Reference  to  the  Heart  and  Other  Complications  (New 
York  and  Philadelphia  Medical  Journal,  Vol.  80,  page  1160), 
says :  "More  attention  should  be  directed  to  the  heart  as 
manifested  by  the  pulse,  and  less  to  the  temperature  as  a  guide  to 
a  prognosis." 

He  reports  a  very  interesting  case  to  bear  out  his  statement, 
which  I  have  considered  worthy  of  quotation : 

"E.  K. — female,  age  five  years ;  vomiting  followed  by  the 
eruption  of  scarlet  fever,  covering  the  entire  body,  the  rash  being 
distinct  for  three  days.  The  child  was  up  during  the  second 
week  and  was  given  a  liberal  diet.  On  the  twelfth  day  she  had 
a  sinking  spell  and  evidence  of  heart  weakness  was  noted.  She 
was  seen  on  the  twenty-first  day  of  the  disease  by  Dr.  Fischer, 
who  found  a  marked  decrease  in  the  amount  of  urine,  edema,  and 
the  characteristic  appearance  of  acute  nephritis ;  the  temperature 
was  ioo°,  heart  sounds  muffled,  pulse  slow  and  irregular.  Myo- 
carditis was  determined." 

J.  F.  Luhan  (American  Medical  Journal,  September,  1906)  re- 
ports 129  cases  without  a  death  or  severe  complication.  F.  Mc- 
Fwen  (Pediatrics,  1905.  Vol.  XVII,  page  343)  says:  "Endo- 
carditis does  not  seem  lo  be  common ;  however,  it  is  insidious  in 
its  onset  and  easily  overlooked." 

Anne  Sturges  Daniel  (Jour,  .liner.  Med.  Assn.,  1900,  Vol.  34, 
page  536)  reports  450 cases:  Three  hundred  and  four  mild  cases 
all  made  complete  recovery,  except  three,  which  were  left  with 
permanent  endocarditis.  The  heart  was  carefully  examined  at 
frequent    intervals    during   the    first    five    days    only.      Sixty-six 
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cases  presented  an  endocardial  murmur,  disappearing  entirely  in 
sixty-three.  Six  cases  presented  persistent  irregular  heart  action. 
A  number  of  cases  with  dyspnea  and  sudden  death  were  attrib- 
uted to  edema  of  the  lungs.  Endocarditis  without  other  compli- 
cations was  present  in  two  cases.  Endocarditis  and  nephritis  in 
three  cases,  the  endocarditis  appearing  first.  Endocarditis  and 
chorea  in  one  case,  the  former  appearing  three  days  before  the 
chorea. 

Hatfield  (American  Text)  says:  "Cardiac  dilatation,  endocardi- 
tis and  pericarditis  should  be  guarded  against  in  scarlatinal  ne- 
phritis." Alfred  R.  Spencer  (Lancet,  1905)  reports  a  case  of 
endocarditis  with  pericarditis  treated  with  antistreptococcic  serum, 
with  recovery;  also  a  case  of  acute  pericarditis  coming  on  early 
in  the  acute  stage,  being  rapidly  fatal,  the  blood  showing  a  pure 
culture  of  the  streptococcus. 

Silbermann  quotes  the  following  (Jahrbuch  Kinderheilkunde, 
Vol.  XVII,  1881-1882)  :  "Bamberger,  in  67  cases  of  acute  scar- 
latinal nephritis  found  fifteen  cases  of  enlargement  of  the  heart 
and  four  of  dilatation." 

Fried  lander  found  by  anatomical  examination  in  a  great  many 
cases  of  scarlatinal  nephritis,  that  the  heart  was  hypertrophied 
in  nearly  all  cases  and  combined  with  dilatation  in  many,  being 
most  marked  in  the  left  ventricle.  In  these  cases  the  increased 
weight  of  the  heart  averaged  40  per  cent.  He  found  the  hyper 
trophy  to  be  due  to  three  causes — 

1st — Changes  in  the  capillaries  of  the  kidneys. 

2nd- — Impairment  of  the  function  of  excretion. 

3rd — Retention  of  urinary  salts. 

Gerhardt  and  Beneke  found  that  the  heart  at  birth  is  relatively 
greater  and  decreases  up  to  the  third  year,  when  it  reaches  the 
minimum.  Between  the  third  and  seventh  years  it  again  becomes 
relatively  larger  and  it  is  not  infrequent  to  find  the  apex  beat 
outside  of  the  mammary  line — a  point  to  be  remembered  in  ex- 
amination. 

Goodhard  reports  five  cases  of  acute  dilatation  with  four  death-. 
the  diagnosis  being  confirmed  by  postmortem. 

In  two  hundred  and  twenty-five  deaths  during  the  recent  epi- 
demic in  this  city  I  found  one  hundred  and  thirty  various  com- 
plications, forty  of  which  were  diphtheria. 

When  it  came  to  affections  of  the  heart,  simple  endocarditis 
was  reported  but  three  times,  ulcerative  endocarditis  once,  acute 
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dilatation  three  times,  dilatation  and  hypertrophy  once,  and  undo 
the  heading  of  heart  complications,  three. 

These  facts  in  themselves  are  sufficient  to  convince  the  most 
skeptical  that  heart  complications  are  not  observed  in  a  large 
percentage  of  cases.  If  so,  what  was  the  real  cause  of  death  in 
these  cases  ?  Which  vital  center  gave  way  to  the  toxemia  of  this 
disease  ? 

We  know  that  myocarditis  is  especially  to  be  dreaded  in  diph- 
theria, and  I  also  maintain  in  scarlet  fever  (streptococci)  :  yet 
diphtheria  was  given  as  complicating  forty  of  these  cases,  and 
myocarditis  was  not  mentioned  in  any  of  them. 

What  are  the  productive  factors  of  heart  complications?  The 
two  important  factors  mentioned  by  many  of  our  best  authors 
are  the  toxemia  of  the  pyrexial  stage  and  the  late  toxemia  of 
nephritis ;  to  these,  however.  I  wish  to  add  several  additional 
factors  which  seem  worthy  of  mention : 

t.  Exertion,  which  may  be  manifested  in  many  ways.  It  is  not 
at  all  uncommon  for  light  cases  to  be  overlooked,  and  being  con- 
stantly  on  one's  feet  is  a  strain  that  many  hearts  cannot  withstand. 
There  are  other  cases  of  a  severe  nature  that  remain  up  and 
around  for  a  short  time  only,  as  one  I  report,  i.e.,  a  young  man 
walked  into  my  office  with  the  disease  well  marked,  and  when 
questioned  said  he  had  noticed  the  rash  for  two  days,  during 
which  time  he  had  been  working. 

2.  Vomiting,  when  persistent,  may  be  an  important  factor:  it 
was  present  for  six  days  in  one  of  my  cases,  and  I  think  was 
productive  of  dilatation. 

3.  Toxemia  of  Complications.  We  have  but  to  give  scarlet 
fever  a  thought  to  appreciate  the  fact  that  it  is  a  septic  disease 
throughout,  and  it  would  seem  that  the  toxins  arising  from  the 
various  complications  and  especially  from  oral  sepsis  are  very 
important  in  the  production  of  heart  complications. 

4.  Rapidly  Developed  Anemia  which  materially  interferes  with 
the  nutrition  of  the  heart  muscle. 

5.  Action  of  Toxins  upon  the  cardiac  nerve  supply. 
Harley.  in  his  observations  was  struck  by  the  frequency  with 

which  lie  found  fibrinous  clots  in  the  heart  and  great  vessels 
during  the  pyrexial  stage.  This,  he  states,  is  the  most  common 
cause  of  death  during  the  early  part  of  the  disease,  and  is  indi- 
cated during  life  by  the  sudden  reduction  of  a  full  pulse  of  about 
120  to  a  running  pulse  of  a  much  higer  rate,  of  imperceptible 
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character,  and  usually  attended  with  orthopnea  and  delirium,  due 
to  the  obstruction  of  the  pulmonary  and  cerebral  circulations.  On 
opening  the  body  immediately  in  these  cases,  and  while  the  warm 
blood  was  still  fluid,  the  right  heart  was  found  distended  with 
fluid  blood  and  a  bifid  clot  extended  into  the  great  vessels. 

In  thirty-nine  cases  of  endocarditis  and  pericarditis  reported  by 
West,  six  were  due  to  scarlatina. 

The  profession  seems  to  be  of  the  opinion  that  nephritis  is  the 
great  factor  to  be  dreaded  in  the  production  of  heart  complica- 
tions. 

Is  it  not  an  indisputable  fact  that  the  heart  is  an  important  fac- 
tor in  the  production  of  nephritis  ?  I  maintain  that  in  heart  com- 
plications, and  especially  in  myocarditis,  where  the  tension  is 
extremely  low,  we  may  have  a  passive  congestion,  with  all  the 
symptoms  of  a  nephritis  which  may,  with  the  aid  of  the  toxins 
of  the  disease,  induce  an  acute  nephritis,  which  in  turn  aggra- 
vates the  heart  condition.  This  is  well  illustrated  in  the  case 
reported  by  Fischer. 

In  what  ways  are  the  various  heart  conditions  manifested? 
There  may  be  no  indication  of  the  impending  danger  in  these 
cases ;  acute  dilatation  is  no  doubt  the  cause  of  sudden  death,  and 
is  the  true  factor,  instead  of  edema  of  the  lungs,  so  frequently 
mentioned. 

However,  in  most  cases  that  are  carefully  and  frequently  ex- 
amined, some  or  many  of  the  following  symptoms  will  be  noted : 
(b)   Extreme  sudden  pallor  of  the  face  and  extremities  and  at 
times  cyanosis,  especially  around  the  mouth  and  tips  of  the  fingers. 
There  may  be  precordial  pain,  although  the  pain  may  be  referred 
to  the  ensiform  cartilage  or  upper  part  of  the  abdomen. 

One  symptom  I  consider  extremely  important,  and  no  doubt  the 
one  that  causes  a  failure  in  diagnosis  of  many  cases,  is  the  sudden 
change  from  a  rather  strong,  full,  quite  regular  pulse  to  one  of 
irregular  rhythm  and  variable  or  almost  imperceptible  tension. 

A  rise  in  temperature  is  an  important  symptom  in  endocarditis 
and  pericarditis,  but  is  not  usually  seen  in  myocarditis,  unless  the 
myocarditis  be  of  a  septic  nature  or  some  other  complication  be 
present. 

Murmurs  are  frequently  found;  are  usually  systolic  in  time, 
of  a  soft,  blowing  character,  and  heard  most  distinctly  at  the 
apex ;  however,  it  is  not  uncommon  to  hear  them  over  the  entire 
chest,  and  completely  obliterating  the  first  sound. 
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In  myocarditis  the  first  sound  may  be  shortened  and  the  second 
sound  weakened.  In  endocarditis  we  usually  find  the  second 
sound  accentuated  unless  myocarditis  is  present  as  well. 

True  murmurs  are  due  to  two  causes — either  endocarditis  or 
dilatation  resulting  from  myocarditis. 

Restlessness  and  anxiety  are  often  present,  especially  in  nerv- 
ous individuals. 

The  apex  beat  may  be  displaced,  diffuse,  indistinct  or  entirely 
absent. 

There  may  be  an  increase  in  the  cardiac  dullness,  which  is  due 
to  dilatation,  pericarditis  with  effusion,  or  hypertrophy. 

One  may  feel  assured  that  myocarditis  is  present  if  the  pulse 
is  of  a  weak  running  character,  irregular  in  rhythm  and  quality; 
if  the  heart  tones  are  muffled,  the  apex  beat  diffuse  and  indistinct, 
and  cyanosis  or  extreme  pallor  occur. 

Tachycardia  with  irregularity,  variable  tension,  slight  temper- 
ature and  a  soft  blowing  murmur  heard  at  the  apex  are  pathog- 
nomonic of  simple  endocarditis. 

Should  the  temperature  be  irregular,  and  a  leukocytosis  be 
present,  unless  explained  by  other  conditions,  we  may  be  sure 
that  the  endocarditis  is  ulcerative. 

A  weak  running  pulse,  increased  cardiac  dullness,  diffuse  indis- 
tinct apex  beat,  and  a  systolic  murmur  are  indicative  of  myo- 
carditis with  dilatation. 

Pericarditis  should  be  suspected  when  we  have  an  increased 
triangular  area  of  cardiac  dullness,  muffled  and  distant  heart 
tones,  an  apex  beat  which  is  diffuse,  indistinct  or  absent,  pre- 
cordial pain,  and  should  we  be  able  to  elicit  a  friction  fremitus 
synchronous  with  the  heart  tones,  the  findings  are  pathogno- 
monic. 

Acute  dilatation  is  much  more  frequent  in  adults  than  in  chil- 
dren, and  is  explained  by  the  fact  that  in  children  we  have  a  more 
running  pulse  with  a  lower  tension,  which  gives  the  heart  a  better 
opportunity  for  hypertrophy. 

Before  entering  into  the  consideration  of  prevention  and  treat- 
ment, I  wish  to  present  the  following  cases : 

No.  1. — R.  C,  male,  age  16.  Has  always  been  in  perfect  health.  Was 
seen  January  19,  with  severe  vomiting.  Temperature  104.60.  Pulse  135. 
Marked  angina.  TTcavy  scarlet  rash  covering  the  entire  body,  which  re- 
mained visible  for  three  weeks.  The  temperature  and  pulse  continued 
rather  high  for  four  days,  after  which  it  fell  rapidly  to  normal,  with  no 
high  for  four  days,  after  which  it  fell  rapidly  to  normal,  with  no 
secondary  rise.     The  vomiting  was  persistent  for  six  days.     Until  January 
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25  the  pulse  had  been  quite  good.  January  26  it  dropped  to  48,  became 
irregular,  variable  tension.  Examination  showed  weak  diffuse  apex  beat, 
increased  dullness,  systolic  murmur  at  the  apex  and  at  times  cyanosis  of 
the  lips  and  fingers.  It  is  evident  that  myocarditis  with  dilatation  was 
present.  From  January  27  to  February  3  the  pulse  rate  was  from  40-60, 
remaining  in  the  40s  most  of  the  time.  February  4,  pulse  38;  patient  cy- 
anotic and  evidence  of  collapse.  February  5-16,  no  great  change  was  noted, 
the  pulse  still  remaining  exceedingly  slow  and  at  times  very  irregular.  By 
February  21  the  murmur  had  disappeared  and  pulse  rate  was  nearly  nor- 
mal. The  patient  sat  up  ten  minutes  on  the  21st,  the  pulse  rising  to  84. 
February  22,  sat  up  fifteen  minutes,  pulse  varying  from  52-91.  On  23d, 
sat  up  again  fifteen  minutes,  pulse  rising  to  93,  the  murmur  reappearing. 
It  was  evident  that  the  heart  was  unable  to  withstand  the  additional 
strain.  The  patient  was  again  kept  in  bed  for  eight  days ;  the  murmur 
rapidly  disappeared,  and  beginning  on  March  3  he  was  allowed  to  sit  up 
a  few  minutes  at  short  intervals  without  any  material  effect  upon  the  pulse 
rate  and  nothing  further  of  importance  was  noticed. 

ATo.  2. — L.  McD.,  female,  age  6.  Always  well  until  last  June,  when  she 
had  a  mild  attack  of  mumps.  Last  October  she  had  diphtheria,  at  which 
time  a  myocarditis  developed.  On  February  8  she  did  not  seem  well,  but 
was  playful.  February  10  I  saw  her  and  found  temperature  1030,  pulse  120, 
good  quality,  angina,  and  the  rash  of  scarlet  fever  well  out,  which  re- 
mained distinct  for  three  days.  The  temperature  gradually  lowered  and 
the  angina  cleared  up  rapidly.  Nothing  unusual  was  noted  for  about  a 
week,  when  extreme  pallor  at  times  was  seen.  On  examination  the  apex 
beat  was  indistinct  and  weak.  No  temperature.  Pulse  slightly  increased- 
and  quite  irregular.  A  few  days  later  she  began  to  show  some  tem- 
perature and  a  soft  blowing  systolic  murmur  heard  at  the  apex.  A  diag- 
nosis of  myocarditis  and  endocarditis  was  made,  the  symptoms  gradually 
increasing  in  severity.  On  the  19th,  20th  and  21st  day  of  the  disease  the 
pulse  became  very  irregular  and  ranged  from  70  to  100.  On  the  22d,  tem- 
perature 100,  pulse  116,  very  irregular,  and  tension  quite  variable.  The 
systolic  murmur  was  marked  and  heard  over  the  entire  chest,  and  a  dias- 
tolic murmur  of  extremely  high  pitch  was  heard  in  the  aortic  region. 
Blood  count  showed :  Reds,  4,050,000 ;  whites,  6,800.  This  condition  per- 
sisted until  the  27th  day.  From  27th  to  30th  day  a  decided  improvement 
was  noted.  Again  on  the  31st  day  the  pulse  became  very  irregular  and 
increased,  murmurs  becoming  more  distinct  for  two  days.  A  few  days 
later  another  relapse  occurred,  the  patient  running  some  temperature  and 
a  variable  pulse.  The  14th  week  the  patient  was  allowed  to  get  up,  the 
murmur  having  entirely  disappeared. 

No.  3. — Miss  W.  O.,  nurse.  Had  most  of  the  diseases  of  childhood. 
Typhoid  fever  at  age  of  ten  'and  recurrent  attacks  of  appendicitis  since 
that  time.  January  19  she  was  called  to  nurse  case  No.  1.  January  23 
she  developed  scarlet  fever  and  was  sent  to  the  Cook  County  Hospital.  On 
arriving,  temperature  was  1040,  pulse  132,  reaching  160  during  the  first 
night  and  becoming  imperceptible  several  times.  During  the  second  day 
there  was  evidence  of  collapse.  A  diagnosis  of  myocarditis  was  made  by 
Dr.  Baum. 

No.  4. — C.  G.,  male,  age  33.  At  age  of  21  had  la  grippe.  One  year  later 
had  an  attack  of  appendicitis,  but  was  not  operated.  Otherwise  has  always 
been  well.  On  February  13  he  visited  my  office.  On  examination  the 
symptoms  of  scarlet  fever  were  well  marked,  and  on  questioning  found 
that  the  rash  had  been  present  two  days.  Temperature  at  the  time  being 
100.20,  pulse  108.  Third  day  complained  of  pain  in  the  left  side.  Sixth 
dav  pulse  varied  from  60-96.  irregular  ;  slight  temperature.  Weakness  and 
restlessness  present.  Cardiac  dullness  greatly  increased;  apex  diffuse  and 
indistinct.  Eighth  day  pulse  very  irregular,  hands  and  feet  cold  and 
clammy.  Patient  much  depressed.  Ninth  day  apex  beat  outside  nipple 
line;  no  murmur  present.    Increased  dullness  was  noted  in  transverse  and 
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vertical  diameters.  Heart  tones  distant.  Tension  of  right  radial  artery- 
much  lower  than  left.  Myocarditis  and  pericarditis  with  effusion  were  evi- 
dent. Eleventh  day  complained  of  precordial  pain.  Apex  beat  not  ob- 
tainable. Thirteenth  day  pulse  increased  from  60  to  no  in  one  hour,  be- 
coming very  irregular  throughout  the  day.  Fifteenth  day  at  2:15,  pulse  68 
and  regular ;  at  2 130,  pulse  90,  very  irregular  and  compressible.  Sixteenth 
day,  dullness  not  so  marked ;  pulse  slightly  irregular.  From  this  time 
gradual  improvement  was  noted  until  20th  day,  when  patient  had  sinking 
spell ;  pulse  64-90,  becoming  very  irregular,  and  evidence  of  collapse.  Since 
that  time  gradual  improvement  has  been  seen. 

Prevention  of  Heart  Complications. 

I  feel  that  justice  cannot  be  done  this  phase  of  the  subject  with- 
out entering  to  some  extent  into  the  treatment  and  general  man- 
agement of  the  cases  as  well  as  some  of  the  complications,  as  it  is 
upon  these  factors  largely  that  affections  of  the  heart  depend.  I 
shall  limit  myself  to  the  most  important  conditions. 

First.  As  soon  as  the  diagnosis  is  made  these  patients  should 
be  put  to  bed  for  at  least  three  weeks,  no  matter  how  slight  the 
affection  may  be,  as  we  often  have  the  most  severe  complications 
with  the  mildest  attacks.  Late  nephritis  is  especially  frequent  and 
one  of  the  prime  etiological  factors  of  heart  lesions. 

Second.  The  diet  should  be  strictly  liquid — milk  to  be  pre- 
ferred, although  gruels  and  broths  are  quite  permissible.  At  all 
events  the  patient  should  take  freely  of  water. 

Third.  Antipyretics  should  not  be  used  for  two  reasons — 1st, 
Decause  they  are  not  needed  in  the  mild  cases ;  2nd,  because  they 
are  too  depressing  to  be  used  in  the  severe  cases. 

We  should  depend  upon  the  cold  sponge,  the  pack  or  the  evap- 
oration bath,  if  necessary,  but  do  not  think  it  wise  to  use  the  tub 
bath,  because  of  the  fear  and  strain  connected  with  its  applica- 
tion. 

Fourth.  Special  attention  should  be  given  to  oral  sepsis,  for 
not  only  is  it  a  constant  generator  of  toxins,  but  also  the  import- 
ant factor  in  producing  adenitis,  cellulitis  and  otitis  media  that  we 
so  frequently  see,  and  which  still  further  endanger  the  heart. 

In  addition  to  the  gargles  and  sprays  generally  used  these 
cases  should  receive  frequent  nasal  irrigation  (best  with  a  foun- 
tain bag)  of  normal  salt  solution.  2  per  cent,  boric  acid  solution, 
or  bichloride  of  mercury,  1  :io,ooo  to  1  :6,ooo — the  child  lying  on 
his  abdomen,  the  mouth  being  kept  open  to  prevent  swallowing. 

Fifth.  The  skin  should  be  kept  soft  and  active  by  the  frequent 
use  of  baths  and  the  application  of  lard  or  lanolin  containing 
from  one  to  two  per  cent,  carbolic  acid,  which  destroys  the 
scales  and  relieves  the  itching  so  frequently  present. 
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Sixth.  The  bowels  should  be  watched  closely  throughout  the 
disease,  calomel  being  administered  at  the  beginning  and  at  inter- 
vals throughout  the  attack.  Salines  are  of  value  and  one  should 
not  forget  the  importance  of  daily  colonic  flushings  with  normal 
salt  solution. 

Seventh.  It  is  my  custom  to  use  mild  non-irritating  diuretics 
throughout  the  disease,  such  as  spirits  of  nitrous  ether,  or  liquor 
ammonii  acetatis,  and  in  the  ten  cases  I  have  treated  during  the 
recent  epidemic  I  have  not  even  found  a  trace  of  albumen,  with 
careful   watching. 

u  Eighth.  When  vomiting  is  persistent  all  medication  should  be 
discontinued  for  a  short  period,  excepting  perhaps  the  addition 
of  lime  water  to  the  milk.  If  the  angina  is  not  too  severe,  lavage 
may  be  used  if  necessary. 

Ninth.  The  treatment  of  the  different  heart  lesions  varies  so 
little  that  I  shall  take  them  up  collectively: 

(a)  Absolute  rest  upon  the  back,  the  pillow  being  removed. 
(b)  The  patient  should  be  in  a  large,  well-ventilated  room,  care 
being  taken  to  avoid  a  draught,  (c)  A  good  nurse  is  indispen- 
sable, as  it  is  impossible  to  care  for  these  cases  in  any  other  way. 
(d)  The  ideal  diet  should  be  rich  in  albuminous  foods,  but  here 
we  are  handicapped  by  the  danger  of  acute  nephritis  ;  however,  we 
should  feed  them  as  well  as  conditions  will  permit,  (e)  The 
eliminative  treatment  should  be  the  same  as  given  under  preven- 
tion, unless  the  cases  are  very  severe,  when  it  is  wise  to  dispense 
even  with  the  bath  and  flushing,  (f)  In  no  case  should  the  pa- 
tient be  allowed  to  raise  up  or  turn  on  the  left  side,  (g)  If  the 
patient  be  nervous  or  restless,  this  should  be  controlled  by  the  use 
of  morphine  in  small  doses,  which  is  stimulating  to  the  heart  as 
well.  Should  above  symptoms  be  extreme,  large  doses  are  indi- 
cated, (h)  The  proper  use  of  stimulants  requires  frequent  visits 
by  the  physician  and  the  constant  watching  of  a  capable,  trained 
nurse,  as  changes  are  sudden  and  many  times  without  warning. 
(»)  Strychnia  is  no  doubt  one  of  the  best  stimulants  we  have  for 
these  conditions,  and  should  be  given  in  every  case,  not  only  for 
its  stimulating  effect,  but  for  its  generative  action  on  the  heart 
muscle  and  nerves  as  well.  (/)  Alcoholic  stimulants  (especially 
brandy)  are  invaluable,  and  should  be  given  in  from  half-dram 
to  half-ounce  closes,  depending  on  the  age  as  well  as  the  condition 
of  the  patient,  (k)  As  conditions  are  so  variable  and  changes  so 
sudden  in  these  cases,  we  must  rely  to  some  extent  upon  the 
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nurse,  as  it  is  just  as  important  not  to  overstimulate  the  heart  as 
it  is  not  to  give  enough.  Camphor  is  one  of  the  best  stimulants 
we  have  at  our  command  in  these  cases,  which  should  be  given  in 
sterile  olive  oil,  hypodermically,  in  from  one-half  to  one-grain 
doses.  I  have  seen  the  heart  action  improve  by  its  use  when  other 
stimulants  did  not  seem  to  have  any  effect  whatever.  The  impor- 
tant features  about  its  being  given  with  oil  hypodermically,  are  its 
slow  absorption,  continued  action,  at  the  same  time  allaying  the 
nervous  symptoms.  The  nurse  should  always  have  a  hypo  ready 
for  immediate  use.  (/)  Digitalis  should  not  be  used,  especially 
when  we  have  marked  myocarditis,  as  the  contraction  of  the  ar» 
terioles  increases  the  tension  and  favors  dilatation.  However,  it 
may  be  of  value  when  we  have  a  rapid  pulse  with  extremely  low 
tension ;  the  best  preparation  being  fat- free  tincture  or  freshly 
made  infusion,  (m)  The  use  of  the  ice  bag  should  not  be  forgot- 
ten where  we  have  a  rapid,  irregular  action.  («)  Our  guide  in 
determining  the  time  for  the  patient  to  get  up  should  be  the  pulse 
and  murmur  (if  one  be  present).  The  murmur  should  have  dis- 
appeared and  the  pulse  should  not  show  more  than  a  very  slight 
increase  from  this  exertion.  Should  the  pulse  show  a  distinct  rise 
it  is  indicative  that  the  heart  is  not  able  as  yet  to  withstand  the 
extra  strain,  (o)  The  anemia  should  receive  its  proper  treatment 
with  the  peptonates  or  iron  and  arsenic. 
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POLYCYSTIC     LUTEIN     DEGENERATION     OF     THE 

OVARIES. 

To  the  Editor,  American  Journal  of  Obstetrics  : 

Sir: — In  the  August,  1907,  American  Journal  of  Ob- 
stetrics, Dr.  Solomon  Wiener,  New  York,  calls  attention  to 
polycystic  lutein  degeneration  of  the  ovary  in  cases  of  hydatid 
mole.  Both  on  account  of  the  infrequency  of  chorionepithelioma 
(benignum  or  malignum),  and  from  the  fact  that  so  little  has  been 
said  of  the  relation  of  this  disease  to  cystic  degeneration  of  the 
ovary  in  this  country,  a  report  of  a  single  case  in  which  histological 
examination  has  been  made  may  be  of  interest  to  the  surgeon  and 
pathologist. 

Miss  T ,  age  18,  single,  was  delivered  of  a  hydatid  mole  by 

Dr.  I.  W.  at  the  Crittenden  Home,  Columbus,  Ohio,  September 
27,  1906.  She  was  supposed  to  be  four  months  pregnant,  but 
the  uterus  was  that  of  a  six  months'  pregnancy.  Labor  pains 
began  September  25,  she  having  had  uterine  hemorrhage  for  four 
weeks  previous.  Following  delivery,  the  uterus  failed  to  contract, 
and  it  was  therefore  washed  out  with  hot  water.  The  temperature 
went  up  and  the  pulse  became  rapid,  but  there  were  no  chills  or 
fever.  Dr.  J.  F.  Baldwin  saw  the  patient  October  2.  His  notes 
state :  "Patient  is  very  pallid,  looks  septic.  On  vaginal  examina- 
tion a  mass  is  felt  back  of  the  uterus  and  to  the  left.  There  is 
another  tumor-mass  higher  up  and  to  the  right,  being  outside  the 
true  pelvis.  Owing  to  the  conditions  present  and  the  appearance 
of  the  patient,  the  presumption  is  that  we  have  a  collection  of  pus 
in  the  pelvis  and  possibly  in  the  mass  on  the  right  side." 

Patient  was  removed  to  Grant  Hospital,  and  operated  upon  by 
Dr.  Baldwin,  October  3,  and  both  ovaries  removed. 

Pathological  report :  The  larger  ovary  is  oval  in  shape,  meas- 
uring 9x12x13  cm.  Its  external  surface  is  smooth,  fairly  regular 
in  outline,  and  dark  bluish  in  color.     On  section,  a  grape-like 
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cluster  of  small  cysts  is  seen,  the  largest  of  which  is  the  size  of  a 
guinea  egg;  the  cyst  walls  vary  from  1  to  5  mm.  in  thickness; 
the  surface  is  broken  up  into  irregular  folds.  The  liquid  in  most 
of  these  cysts  is  clear  and  serous  in  nature ;  in  a  few  it  is  thick, 
somewhat  gelatinous,  brownish  in  color.  The  yellow  lining  mem- 
brane of  a  corpus  lutein  cyst  is  lost,  the  color  being  from  dark 
gray  to  that  of  clotted  blood.  The  ovarian  stroma  is  well  vascu- 
larized and  edematous ;  there  is  marked  congestion  and  free  hem- 
orrhage. A  few  Graafian  follicles,  variable  in  size,  may  be  seen 
here  and  there.  Everywhere  there  is  a  diffuse,  small,  round- 
celled  infiltration.  Scattered  clumps  of  lutein  cells  may  be  seen 
throughout  the  ovarian  stroma.  The  cells  of  most  of  these  lutein 
masses  look  fairly  normal — large,  polygonal  epithelial  cells,  with 
large,  round,  faintly-staining  nuclei  and  cell  body.  Other  cell 
masses  appear  in  folds,  consisting  of  several  layers  of  cells,  lining 
the  small  lutein  cysts.  The  entire  cell  structure  of  this  inner  cyst 
wall  takes  on  a  deeper  stain  than  the  ordinary  ceils  of  a  corpus 
lutea  body.  The  nuclei  are  smaller,  variable  in  size,  with  a  few 
mitotic  figures  scattered  about.  The  cells  are  round  to  cylindrical 
in  shape.  Some  of  the  cysts  contain  a  homogeneous  granular 
material,  while  others  show  many  red  blood  cells,  a  few  leukocytes 
and  exfoliated  lutein  cells. 

The  sharp  folding  of  this  cellular  layer,  with  the  underlying 
connective  tissue  being  carried  into  the  folds,  together  with  the 
deep  staining  of  the  lutein  cells,  presents  a  picture  not  unlike 
a  papillomatous  cystoma.  Cell  bands  mav  be  seen  burrowing  into 
the  ovarian  stroma,  and  here  and  there  small  clumps  of  these 
irregular  staining  cells  may  be  seen  in  deeper  connective  tissue. 
These  characteristics,  without  a  history  of  the  case,  might  lead  to 
a  diagnosis  of  a  malignant  papillary  cystoma. 

The  other  ovary  is  somewhat  smaller  in  size,  but  has  the  same 
histological  structure. 

August  19,  1907:  Patient  is  alive  and  well  at  the  present 
time. '  J.  J.  Coons,  B.S.,  M.D. 

106  East  Broad  Street,  Columbus,  Ohio. 


A  SKI'S  I  \  AND  NOT  ASEPSIS. 

To  1  in:  Editor,  American  Journal  of  Obstetrics: 

Sir: — Dr.  Henry  J.  Garrigues,  whose  work  in  introducing 
asepsia  into  obsetrical  practice  is  appreciated  in  your  own  article 
in  the  July  issue  of  your  excellent  journal,  has,  from  the  time  I 
began  to  speak  on  onomatology,  been  an  outspoken  friend  of  my 
plan  of  reform.  As  recently  as  July  24.  1007.  he  wrote  to  me  from 
Tryon,  N.  C.,  of  the  acceptance  of  some  onomatological  sugges- 
tion I  had  made  to  him,  and  that  he  had  given  me  credit  in  his 
"Text-book  of  Obstetrics."  Mav  I  appeal  to  your  generosity  to 
insert  my  remarks  on  the  correct  term,  "asepsia,"  instead  of  the 
incorrect  one,  "asepsis"?"     My  reasons  for  making  these  remarks 


WASHINGTON   OBSTETRICAL  AND  GYNECOLOGICAL  SOCIETY.    505 

are  :  ( I )  Dr.  Garrigues  and  all  colleagues  who  have  true  science 
at  heart  and  are  as  conscientious  as  he  is,  will  be  pleased  to  see 
them  in  your  journal;  (2)  it  will  aid  my  cause  considerably  when 
I  can  demonstrate  such  striking  examples  of  grammatical  errors 
in  medical  language  as  the  word  "asepsis."  In  my  "Memorial  on 
Medical  Language"  presented  for  consideration,  Rectoribus  mag- 
nfficis  of  all  the  German  universities  I  said  :  "The  grammatical 
rule  about  the  terminations  is  and  ia  in  comoound  (Greek)  words 
does  not  seem  to  be  known  to  our  nomenclators,  as  they  use  hap- 
hazard one  or  the  other."  This  rule  is  the  following :  A  Greek 
feminine  noun  which  ends  in  sis,  xis,  and  psis  as  the  second  com- 
ponent remains  unchanged  when  the  first  component  is  a  prep- 
osition, as  for  instance,  proptosis,  periptosis,  diagnosis,  antisep- 
sis; but  if  the  first  component  is  not  a  preposition,  then  in  compo- 
sition the  ending  is  changed  into  sia,  as  diplacousia  (and  not  dip- 
lacousis),  gastroptosia  (and  not  gastroptosis),  asepsia  (and  not 
asepsis).  A.  Rose. 

126  E.  Twenty-ninth  St.,  New  York,   August   10,   1907. 
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Meeting  of  April  19,  1907. 
The  President,  George  N.  Acker,  M.D.,  in  the  Chair. 
Dr.  Kelley  read  the  essay  of  the  evening  on 

ECTOPIC  PREGNANCY.* 

Dr.  Stone  said  it  was  hard  to  criticise  a  report  of  cases.  As  to 
the  question  of  broad-ligament  pregnancy,  very  few  cases  oc- 
curred. Most  of  those  so  diagnosed  were  simple  rupture  or  abor- 
tion with  encystment  of  the  blood  clots.  Fewr  observers  admitted 
that  ovarian  pregnancy  ever  occurred,  only  a  few  cases  being 
reported,  and  most  of  these  not  being  above  criticism.  Broad- 
ligament  cysts,  teratomas,  etc.,  might  be  diagnosed  as  broad  liga- 
ment pregnancy.  The  diagnosis  of  unruptured  tubal  pregnancy 
was  comparatively  easy  to  make.  After  rupture  occurred  the 
diagnosis  was  more  obscure,  but  the  indications  for  operation 
were  usually  so  plain  that  the  diagnosis  was  not  necessary.  The 
attack  of  pain  was  usually  the  first  symptom  of  rupture.  The 
tube  was  very  much  distended  then,  and  subsequent  escape  of 
blood  was  not  so  apt  to  cause  pain.  As  to  the  treatment  of  the 
shock  attending  the  rupture  he  at  one  time  advised  waiting.  One 
case  died  as  a  result  of  hemorrhage,  when  if  the  saline  solution 
transfusion  had  been  employed  (it  occurred  before  saline  solution 

*See  original  article,  page  481. 
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was  used)  she  would  probably  have  been  saved.  He  believed 
we  should  transfuse  and  then  operate.  As  to  the  etiology  he  had 
no  knowledge  that  syphilis  had  anything  to  do  with  its  causation. 
As  to  the  question  of  sterility  it  was  common  for  women  to  have 
one  child  and  then  an  extrauterine  pregnancy.  In  the  early  stages 
it  was  hard  to  tell  whether  the  blood  clot  was  due  to  a  tubal  preg- 
nancy or  not.  In  several  cases  which  he  considered  ruptured 
tubal  pregnancy  the  microscope  did  not  confirm  the  diagnosis.  It 
had  not  been  his  experience  to  see  a  large  quantity  of  bright  red 
blood  when  the  abdomen  was  opened.  Usually  at  the  operation 
the  blood  which  escaped  was  old,  and  bleeding  was  not  going  on, 
so  that  it  was  not  necessary  to  hurry  in  the  removal  of  the  clots 
and  blood. 

Dr.  J.  T.  Johnson  considered  the  essayist's  series  of  twenty 
cases  of  tubal  pregnancy  with  one  death  remarkable.  Attention 
was  attracted  to  the  frequency  of  death  from  rupture  of  an  ectopic 
pregnancy  by  the  report  of  the  coroner's  inquests  in  Philadelphia 
many  years  ago.  He  thought  the  essayist  wrong  when  he  advised 
to  wait  until  the  shock  was  over  before  operating.  Shock  was  due 
to  hemorrhage  and  the  outpouring  of  the  blood  into  the  peri- 
toneal cavity.  Measures  to  relieve  shock  tended  to  increase  hem- 
orrhage. He  operated  through  the  vagina  in  cases  which  had 
been  neglected  and  where  infection  of  the  encysted  blood  had 
taken  place.  These  cases  could  be  more  safely  operated  upon  by 
this  route  than  by  the  abdominal. 

Dr.  Lewis  said  that  in  making  a  diagnosis  ectopic  pregnancy 
might  be  confounded  with  appendicitis,  and  he  cited  a  case  where 
the  mistake  was  made.  With  distention,  rapidity  of  pulse  and  no 
fever  the  condition  was  not  appendicitis.  He  cited  a  very  inter- 
esting case  of  his  own  where  there  was  an  abdominal  pregnancy 
at  8  1-2  months  with  eclampsia. 

Dr.  Glazebrook. — Death  from  ruptured  pregnancy  was  more 
common  than  was  usually  thought.  In  the  past  year  he  had  done 
between  125  and  150  autopsies  in  coroners'  cases,  and  at  least  four 
or  five  of  these  were  cases  where  death  occurred  from  hemor- 
rhage due  to  the  rupture  of  a  tubal  pregnancy. 

Dr.  Vaughan  asked  why  gynecologists  removed  the  ovary 
when  they  operated  upon  these  cases.  The  women  might  need  it 
for  child-bearing  purposes  and  also  perhaps  for  its  internal  secre- 
tion. 

Dr.  Boyee  said  that  in  reply  to  Dr.  Yaughan's  question  he 
would  say  that  the  same  general  principles  applied  here  as  in 
other  cases.  In  women  under  forty  years,  if  it  was  considered 
safe  to  leave  the  ovary,  it  was  usually  not  removed.  In  women 
over  forty  years  of  age  he  removed  it.  So  far  as  the  internal 
secretion  of  the  ovary  was  concerned,  he  challenged  anyone  to 
prove  that  such  a  thing  existed.  It  was  merely  a  chimerical 
belief.  There  was  no  organ  in  the  body  which  had  a  secretion 
with  any  such  function.     ITc  had  recentlv  had  a  case  of  combined 
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uterine  and  ectopic  pregnancy.  He  was  not  quite  in  accord  with 
those  who  said  that  old  cases  of  ruptured  tubal  pregnancy  could 
be  safely  opened  through  the  vagina.  The  only  caseSj  however,  in 
which  it  was  advisable  were  where  the  clot  was  infected,  and  here 
it  was  not  safe  to  remove  too  much  of  the  clot.  There  had  been 
a  case  recently  in  the  Providence  Hospital  where  hemorrhage 
occurred  several  hours  after  this  procedure.  Another  point  which 
he  would  make  was  not  to  drain  through  the  vagina  in  these  cases. 
The  condition  here  was  very  different  from  that  in  pus  cases.  In 
tubal  pregnancy  one  did  not  find  so  complete  a  shutting  off  of  the 
general  cavity/  and  hence  the  danger  of  peritonitis.  He  would 
not  transfuse  with  salt  solution  until  the  bleeding  had  stopped, 
and  he  would  usually  infuse  under  the  skin  rather  than  into  a  vein. 
The  influx  of  the  solution  into  the  circulation  tended  to  increase 
hemorrhage  because  it  increased  the  volume  of  the  blood. 

Dr.  Stone  asked  Dr.  Bovee  what  his  method  of  treatment  for 
the  shock  and  immediate  effects  of  the  loss  of  blood  was  if  he  did 
not  transfuse. 

Dr.  Bovee  said  that  one  could  demonstrate  the  effect  of  trans- 
fusing large  quantities  of  salt  solution  before  operation.  The 
hemorrhage  was  increased.  In  very  urgent  cases  one  could  com- 
press the  aorta  or  other  large  vessels  or  give  ergot. 

Dr.  Fry  asked  Dr.  Bovee  if  he  would  not  use  salt  solution  in 
marked  hemorrhage  in  typhoid  fever. 

Dr.  Bovee  replied  that  active  hemorrhage  in  typhoid  had 
usually  ceased  when  discovered,  so  that  it  would  be  safe  to  employ 
salt  solution,  but  he  would  advise  giving  it  beneath  the  skin  and 
not  into  a  vein. 

Dr.  J.  T.  Johnson  exhibited  a  case  of 

LARGE  SUBPERITONEAL  TUMOR. 

Airs.  M.,  white,  married,  aged  28,  mother  of  two  children, 
youngest  5  years  old,  had  had  several  abortions  and  was  not  will- 
ing to  have  any  more  children.  She  was  sent  to  Georgetown 
University  Hospital  last  week  to  be  treated  for  a  large  abdominal 
tumor  which  had  been  growing  since  November  last.  The  diag- 
nosis was  pregnancy,  or  some  kind  of  abdominal  tumor.  I  felt 
certain  after  careful  and  repeated  examinations  that  she  could 
not  be  pregnant,  and  leaned  toward  the  diagnosis  of  a  soft  pedicu- 
lated  uterine  myoma  or  a  multilocular  nonfluctuating  cyst.  From 
bimanual  and  percussion  examination,  I  was  sure  the  enlargement 
was  due  to  a  soft,  solid  growth  or  to  a  thick  fluid  within  a  cyst. 
She  had  suffered  no  pain  and  complained  of  no  symptoms  except 
those  naturally  resulting  from  the  size  and  weight  of  the  growth. 
She  had  lost  only  six  pounds  in  weight  in  the  last  six  months. 
Upon  opening  the.  abdomen  yesterday  it  became  apparent  that  the 
tumor  had  no  connection  whatever  with  the  uterus  or  its  ap- 
pendages, but  was  of  retroperitoneal  origin.  Its  softness  gave 
the  sensation  of  fluctuation,  and  I  plunged  a  large  trocar  into  it, 
but  not  a  drop  of  fluid  escaped.    The  tumor  could  be  easily  pushed 
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in  all  directions,  although  covered  by  thickened  mesentery  with 
several  coils  of  intestine  closely  adherent  to  it.  Many  bloodves- 
sels were  in  undesirable  evidence.  I  made  an  opening  through 
its  mesenteric  covering  and  enucleated  this  solid  tumor  from  the 
folds  of  the  mesentery.  There  was  no  pedicle  or  vessels  of  any 
size  to  ligate.  After  its  removal  there  was  oozing  of  venous  blood 
from  all  parts  of  the  cavity  from  which  it  came.  A  few  profusely 
bleeding  vessels  were  tied  with  catgut  ligatures,  and  finally  the 
bleeding  ceased  after  repeated  packings  with  hot  gauze  pads. 
Some  of  the  flaps  of  the  tumor  covering  were  cut  away;  their 
oozing  edges  were  sewed  over  with  a  running  suture  of  fine  catgut 
and  the  sides  of  the  cavity  pressed  together  and  stitched  as  tightly 
as  possible  without  puncturing  intestines  or  the  mesenteric  vessels, 
which  seemed  to  be  much  more  numerous  than  usual.  There  was 
some  ascitic  fluid  in  the  abdominal  cavity.  This,  with  all  blood, 
was  sponged  out  and  the  abdomen  was  filled  with  hot  salt  solu- 
tion and  then  closed  as  usual.  The  operation  lasted  an  hour  and 
twenty  minutes.  There  was  some  shock  following  the  operation, 
but  this  evening  the  patient  has  a  temperature  of  99  °  and  pulse 
varying  from  100  to  no;  is  bright  and  cheerful;  says  she  is 
hungry,  and  has  no  doubt  of  her  recovery.  The  tumor  looks  like 
a  lipoma,  but  may  be  a  sarcoma.  I  find  that  authors  recommend 
drainage  of  these  retroperitoneal  cavities.  As  there  were  no 
bleeding  and  no  doubtful  fluid  from  the  tumor  I  closed  without 
drainage. 

Dr.  Glazebrook  showed  a  fresh  specimen  of  a  thyroid  gland 
with  a  parathyroid  body,  and  Dr.  Fry  a  case  of  ectopic  pregnancy 
at  the  eighth  meek. 

Dr.  Fry  reported  a  case  of 

TOXEMIA    OF    PREGNANCY    RELIEVED    BY    THE    ADMINISTRATION    OF 
THYROID   EXTRACT. 

Toxemia  of  pregnancy  (See  American  Journal  of  Obstet- 
rics, April,  1907,  p.  577)  developed  gradually,  and  was  accom- 
panied by  uniform  decline  of  specific  gravity  of  urine  and  percent- 
age of  urea  excretion.  The  urinary  analysis  extended  over  a 
period  from  July  18  to  December  14,  1906.  At  the  last  examina- 
tion the  specific  gravity  was  1,005,  and  urea  was  less  than  one-half 
of  one  per  cent.  No  albumen  or  casts.  At  the  time  of  the  Decem- 
ber examination  the  patient  had  suffered  for  two  weeks  with  head- 
ache, insomnia,  and  indigestion.  He  made  no  change  whatever 
in  diet  or  mode  of  living,  but  gave  5  grains  of  thyroid  t.i.d.  The 
examination  of  the  urine  made  thirty-six  hours  after  having 
begun  treatment  showed  a  rise  of  specific  gravity  to  1,018;  per- 
centage of  urea  to  2.5.  The  above  symptoms  disappeared.  The 
tablets  were  kept  up  twice  daily  for  two  weeks  and  omitted. 
Urinary  excretion  became  satisfactory,  and  patient  was  delivered 
normally  one  month  ago. 
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Dr.  Bovee  reported  a  case  of 

CALCIFIED   OVARIAN    PAPILLOMA. 

Mrs.  C.  B.,  white,  67  years  of  age,  admitted  to  Providence  Hos- 
pital, April  10,  1907.  Patient  had  enjoyed  the  best  of  health,  with 
the  exception  of  yellow  fever  some  forty  years  ago,  from  which 
she  made  a  good  recovery.  Menstruation  began  at  fourteen ;  had 
always  been  regular,  with  a  moderate  flow,  lasting  from  two  to 
three  days.  Was  never  pregnant.  Menopause  began  at  the  age 
of  forty-nine,  and  since  that  time  there  had  been  no  vaginal  dis- 
charge. Patient  dated  her  present  illness  from  a  fall  she  had  in 
October,  1906,  and  an  attack  of  influenza  in  December,  1906. 
About  a  month  ago  the  abdomen  began  to  enlarge,  and  had  con- 
tinued to  do  so  until  the  present  time,  and  the  patient  now  looked 
as  if  she  were  in  the  last  month  of  pregnancy,  and  suffered  a 
great  deal  of  discomfort  from  pressure.  A  double  salpingo-oopho- 
rectomy  was  done  on  April  18,  1907.  The  mass  extended  to  the 
umbilicus  from  the  bottom  of  the  cul-de-sac,  and  was  firmly 
adherent  to  the  anterior  abdominal  wall  nearly  up  to  the  umbilicus 
and  to  the  bladder,  uterus,  omentum,  and  intestines.  Its  many 
pockets  contained  fluid  of  various  colors  (brown,  yellow,  transpar- 
ent, and  white)  and  degrees  of  consistency.  The  adhesions  were 
separated  with  great  difficulty  and  much  intestinal  and  omental 
suturing.  The  interior  of  the  mass  was  nearly  as  hard  as  a  stone, 
and  contained  a  cup-shaped  excuvation  having  the  capacity  of 
about  six  ounces.  A  few  adhesions  to  the  rectum  seemed  to  have 
suspicious  spots,  but  it  was  not  deemed  wise  to  remove  them.  A 
papilloma  was  apparently  beginning  to  develop  in  the  right  ovary. 
Though  not  large,  it  was  removed.  Submammary  injection  of  a 
quart  of  normal  salt  solution  was  begun  with  the  operation,  as  the 
red  blood  cells  numbered  but  3,030,000  and  the  hemoglobin  was 
only  50  per  cent. 

Dr.  Bovee  also  reported  a  case  of 

COMBINED  ECTOPIC   AND  UTERINE   PREGNANCY. 

Mrs.  A.  W.,  colored,  age  37  years,  admitted  to  Columbia  Hos- 
pital, March  30,  1907 ;  mother  of  three  children,  last  of  which  was 
born  in  1900.  Had  been  married  fifteen  years,  and  was  employed 
as  a  housemaid.  She  had  had  no  abortions  or  miscarriages.  Her 
family  and  previous  histories  were  negative.  Menstruation,  until 
recently,  had  been  regular  in  time,  quantity,  and  duration,  being 
always  painful  and  profuse,  and  lasting  eight  or  nine  days.  The 
last  period  began  March  17,  1907,  and  ceased  the  20th.  Men- 
struation in  January,  February,  and  March  was  delayed,  scanty, 
and  exceedingly  painful.  During  the  six  weeks  just  preceding 
admission  she  had  continually  suffered  with  severe  cramp-like 
pain  in  the  lower  half  of  the  abdomen,  at  the  onset  of  which 
vomiting  had  occurred.  During  the  first  two  weeks  of  her  illness 
she  continued  her  duties  as  housemaid,  and  during  the  six  weeks 
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there  had  been  no  chills,  fever,  or  sweats.  Urination  and  defeca- 
tion had  been  extremely  painful  and  slight  leucorrhea  had  ap- 
peared. No  other  symptoms  suggestive  of  pregnancy,  such  as 
morning  sickness,  breast  signs,  discoloration  of  the  vagina,  fre- 
quent urination,  or  abdominal  enlargement,  were  present.  On 
admission,  pulse  was  84  and  temperature  990.  On  examination, 
the  uterus  was  found  crowded  upward  and  forward  by  a  boggy 
mass  extending  from  the  bottom  of  the  cul-de-sac  of  Douglas 
to  near  the  umbilicus.  Posterior  colpotomy  was  done  April  12, 
1907.  As  old  blood  escaped  from  the  incision,  gauze  was  packed 
into  the  cul-de-sac  and  the  abdomen  immediately  opened.  A  large 
amount  of  free,  dark  liquid  and  coagulated  blood  escaped  or  was 
removed  from  the  general  peritoneal  cavity  by  sponging.  The 
large  mass  was  found  to  consist  of  the  uterus  apparently  at  about 
the  fourth  month  of  gestation,  a  markedly  enlarged  and  adherent 
appendage  which  had  undergone  degeneration  from  preexisting 
inflammation,  and  the  right  appendage.  The  right  ovary  was 
bound  down  by  adhesions  and  the  fimbriated  end  of  the  right  tube 
much  dilated,  though  the  tube  itself  was  not  materially  enlarged. 
A  fetus  of  about  four  months  was  found  floating  in  the  pelvic 
cavity  and  was  removed.  The  patient  was  kept  under  morphia  to 
prevent  abortion,  the  gauze  packed  into  the  cul-de-sac  from  below 
was  removed  the  following  morning.  Salt  solution  was  given  by 
bowel  every  three  hours.  The  abdominal  wound  down  to  the 
peritoneum  opened  on  the  fourth  day,  showing  early  absorption 
of  kangaroo  tendon,  the  knots  remaining  intact.  Chloroform  was 
administered,  and  the  wound  was  again  closed  with  the  same 
suture  material.  On  the  sixth  day  the  patient  developed  a  recto- 
vaginal fistula  and  was  delirious.  Feeding  exclusively  by  bowel 
had  been  practised  for  two  days.  Salt  solution  enemata  after  this 
time  would  usually  be  retained,  though  occasionally  discharged 
through  the  vagina.  Subcutaneous  feeding  was  then  resorted  to, 
the  white  of  one  e^  dissolved  in  a  quart  of  salt  solution  being 
given  every  four  hours.  On  the  eighth  day  pus  was  washed  out 
of  the  cul-de-sac  by  irrigation.  Severe  hemorrhage  from  the 
uterus  occurred,  and  vaginal  packing  and  douche  both  proved 
ineffectual.  Death  occurred  on  the  eleventh  day  after  operation. 
Post-mortem  examination  showed  a  low  grade  of  peritonitis  and 
no  abdominal  intestinal  opening  could  be  located. 
Dr.  Miller  reported  a  case  of 

CARCINOMA  OF  THE  CORPUS  UTERI. 

Miss  B.,  aged  fifty-three  years,  gave  the  following  history.  She 
began  about  two  years  ago  to  have  a  blood-stained  or  brownish 
discharge  and  to  lose  in  weight.  While  the  discharge  was  at  first 
blood-stained,  and  she  had,  in  December,  1906,  a  profuse  flow  of 
blood,  it  was  generally  a  cloudy,  watery  flow  without  odor.  Enor- 
mous quantities  of  this  serous  discharge  have  continued  to  the 
present  time.     She  had  a  cough  for  months,  which  disappeared 
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after  a  curettage  performed  by  Dr.  Jackson  about  three  weeks 
ago,  when  he  obtained  a  large  quantity  of  whitish  granular  ma- 
terial which  was  diagnosed  carcinoma  by  Dr.  Nichols.  Since  the 
curettage  the  discharge  had  had  the  appearance  of  thin  pus.  The 
examination  showed  a  retroverted  soft  uterus  about  the  size  and 
consistency  of  a  2^ -months'  pregnancy.  A  few  nodules  could  be 
felt  on  the  surface.  The  cervix  was  normal,  and  there  was  no 
induration  of  the  broad  ligaments.  The  operation,  an  abdominal 
panhysterectomy,  was  easy,  and  during  the  handling  of  the  uterus 
a  considerable  amount  of  brain-like  substance  and  blood  was 
squeezed  out  into  the  vagina.  Vaginal  drainage.  The  specimen 
showed  a  pedunculated  tumor  with  a  base  about  2  cm.  in  diam- 
eter, springing  from  the  uterine  mucosa  near  the  fundus.  It  was 
friable,  and  there  was,  microscopically,  no  invasion  of  the  muscular 
tissue  of  the  uterus  and  no  involvement  of  the  lymph  nodes.  A 
few  myomatous  nodules  were  to  be  seen  in  the  uterine  wall.  The 
prognosis  of  the  case  was  good,  although  it  was  of  at  least  two 
years'  standing. 


Meeting  of  May  3,  1907. 
The  President,  Geo.  N.  Acker,  M.D.,  in  the  Chair. 
Dr.  Cooke  presented 

AN   AMNIOTIC   SAC  OF   SMALL  SIZE,   INTACT. 

Dr.  J.  Wesley  Bovee  presented  a  specimen  of  mammary  cancer 
which  offered  the  following  interesting  points:  1,  heredity  of 
cancer;  2,  early  operation;  3,  early  involvement  of  the  axillary 
lymph  nodes,  and  4,  the  probable  absence  of  irritation.  The  pa- 
tient was  white,  fifty  years  of  age,  never  married,  very  thin  and 
nervous.  Her  nervousness  was  exaggerated  by  caring  for  her 
mother  who  had  died  one  month  before  from  cancer  of  the  uterus. 
She  was  seized  with  severe  pain  in  the  right  breast  one  night  and 
discovered  a  small,  hard,  tender  mass  in  the  upper  part  of  it.  The 
following  morning  she  was  seen  by  Dr.  Bovee,  who,  next  day, 
removed  the  breast  and  pectoral  muscles,  cleaning  out  the  axilla 
carefully.  A  mass  less  than  an  inch  in  diameter  was  found  in  the 
upper  part  of  the  right  breast  and  immediate  operation  advised. 
At  the  operation  a  lymph  node  nearly  an  inch  in  diameter  was 
found  in  the  axilla.  The  report  of  the  pathologist  showed  the 
growths  in  the  breast  and  lymph-node  to  be  carcinomata. 

Dr.  Balloch  said  that  Dr.  Bovee's  specimen  was  interesting, 
first,  because  of  its  very  early  stage,  and  second,  because  some 
advocate  partial  removal  of  the  breast  in  cases  which  are  diag- 
nosed interstitial  mastitis.  The  specimen  shows  that  in  such 
cases  the  whole  gland  should  be  removed.  The  early  involvement 
of  the  lymph-gland  was  noteworthy. 

Dr.  Vaughan  said  that  if  tumors  of  the  breast  were  evidently 
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malignant  or  were  doubtful,  the  best  plan  was  to  remove  the 
entire  breast  with  the  muscles,  fat,  etc.,  but  there  was  not  the 
slightest  doubt  that  too  many  breasts  were  removed  where  the 
tumors  were  not  malignant.  The  microscope  was  not  infal- 
lible. One  of  the  greatest  pathologists  in  America  at  one  exam- 
ination pronounced  a  tumor  to  be  an  epithelioma,  and  upon 
another  examination  to  be  a  sarcoma.  One  should  consider  both 
the  clinical  and  the  microscopical  evidence  in  doubtful  cases.  His 
plan  was  to  expose  the  tumor  at  the  operation  and  examine  as  to 
infiltrations,  etc.,  and  then  to  remove  it  if  he  regarded  it  as  malig- 
nant. 

Dr.  Bovee  said  that  his  determination  to  operate  at  once  was 
based  largely  upon  the  history  of  heredity.  If  it  had  not  been 
for  the  history  of  cancer  occurring  in  the  family  he  would  prob- 
ably have  delayed  and  delayed  too  long.  Many  apparently  hope- 
less cases  were  cured  by  the  radical  operation.  As  to  determining 
the  malignancy  of  the  growth  by  exposure  at  operation  and  noting 
infiltration,  he  would  say  that  he  did  not  like  to  expose  the  tumor, 
and  the  want  of  infiltration  did  not  prove  it  to  be  non-malignant. 
He  believed  in  removing  the  whole  tumor  and  then  examining  it 
and  if  he  was  then  convinced  that  it  was  malignant  he  would  do 
the  radical  operation.  In  this  case  the  history  of  heredity  and  the 
sudden  pain  caused  him  to  do  the  radical  operation. 

Dr.  I.  S.  Stone  read  the  essay  of  the  evening  on 

CHORIOEPITHELIOMA.* 

Dr.  King  said  that  Dr.  Stone  had  accentuated  the  main  fact 
in  the  treatment,  i.e.,  where  the  disease  had  been  diagnosed  only 
a  complete  hysterectomy  could  cure.  There  were  many  inexpli- 
cable things  about  chorioepithelioma  and  one  of  them  was  that 
after  metastasis  had  occurred  in  the  lung  or  elsewhere  cure  might 
result.  This  was  at  present  inexplicable.  He  wished  to  express 
an  idea  of  his  in  relation  to  these  growths.  Could  spermatozoa 
have  anything  to  do  with  their  development?  What  became  of 
the  millions  of  them  that  invaded  the  uterus  and  Fallopian  tubes  ? 
The  syncytial  layers  from  which  the  growth  was  supposed  to 
originate  were  simply  the  outer  layer  of  ectoderm.  This  outer 
layer  was  thrown  off  and  he  wondered  if  the  spermatozoa  had 
anything  to  do  with  this   throwing  off. 

Dr.  Smith  said  that  some  years  ago  Dr.  King  had  read  a  paper 
upon  this  subject  in  the  Medical  Society  and  recalled  a  case  of 
Tyler  Smith's  where  a  hydatidiform  mole  had  caused  perforation 
of  the  uterus. 

Dr.  Miller  said  that  Marchand  and  the  majority  of  observers 
believed  that  the  growth  was  a  malignant  degeneration  of  the 
two  layers  of  chorionic  epithelium  and  hence  entirely  of  fetal 
origin.  The  fact  that  Schmorl  had  had  a  case  in  which  there  were 
metastases  and  no  growth  was  found  in  the  uterus  could  be  ex- 

*Scc  original  article,  page  433. 


WASHINGTON   OBSTETRICAL  AND  GYNFXOLOGICAL  SOCIETY.    513 

plained  only  by  Marchand's  theory.  Veit  believed  the  tumor  was 
simply  a  sarcoma  whose  cells  had  undergone  changes  in  appear- 
ance due  to  the  influences  of  pregnancy. 

Dr.  Vaughan  did  not  think  it  surprising  that  death  did  not 
always  follow  metastases  in  the  lung.  We  were  not  sure  that  all 
metastases  of  malignant  tumors  continued  to  grow. 

Dr.  Stone  said  that  microscopical  examination  of  tissues  ob- 
tained from  the  uterus  early  in  suspicious  cases  might  show  the 
presence  of  the  disease  when  cure  might  be  effected  by  an  opera- 
tion. He  believed  many  cases  escaped  notice  through  lack  of 
examination  of  tissues.  He  and  Dr.  Ashby  operated  on  a  case 
at  the  Columbia  Hospital  several  years  ago,  shortly  after  labor. 
The  uterus  and  soft  structures  of  the  pelvis  were  invaded  by  a 
growth,  the  nature  of  which  was  not  recognized  at  the  time,  but 
which  was  probably  chorioepithelioma. 


Meeting  of  May  17,  1907. 
The  President,  G.  N.  Acker,  M.D.,  in  the  Chair. 
Dr.  Fry  presented 

A   LARGE   FIBROID   TUMOR. 

Mrs.  M.,  aged  32,  married,  multipara,  had  suffered  from  a 
fibroid  of  the  uterus  for  some  years.  Eight  years  ago  she  was 
advised  to  have  it  removed.  Tried  electricity  for  a  time.  Dr.  Fry 
saw  the  patient  one  week  ago.  She  had  been  in  bed  six  weeks. 
Uterine  hemorrhage  prolonged  and  severe.  Patient  very  anemic. 
Hemoglobin,  50  per  cent. ;  red  cells,  3,000,000.  The  tumor  ex- 
tended to  above  the  umbilicus ;  surface  of  abdomen  sensitive ; 
pelvis  blocked  by  growth,  which  extended  to  within  an  inch  of 
the  vulva.  Dr.  Fry  advised  operation  immediately  before  the  time 
for  the  next  menstruation.  The  patient  was  fed  up  and  given  a 
saline  solution  in  the  rectum  morning  and  night.  May  16,  tumor 
removed.  Few  adhesions.  The  mass  in  the  vagina  was  an  out- 
growth from  the  body  of  the  uterus  and  the  cervix  was  pushed 
up  high  in  front.  An  intraligamentous  cyst  in  the  left  broad  1iga- 
ment  contained  about  250  c.c.  of  fluid.  The  intestines  were  ex- 
tensively adherent  to  the  sac,  which  was  opened  and  stitched  to  the 
abdominal  wall  with  a  drainage  tube  inserted.  Patient  reacted 
well  and  was  convalescing  nicely. 

Dr.  J.  T.  Johnson  said  that  the  symptoms  of  pressure  upon 
the  bladder  and  rectum  which  he  had  predicted  when  he  had 
treated  the  patient  a  number  of  years  ago  had  come  to  pass.  The 
patient  was  in  an  unfavorable  condition  for  the  operation  at  the 
time  it  was  performed,  but  she  had  accepted  her  physician's  ad- 
vice. The  lesson  to  be  drawn  from  the  case  was  that  the  opera- 
tion should  be  performed  before  the  tumors  became  so  large. 
When  removed  early  the  patients  escape  many  ill  effects  of  these 
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tumors,  a  fact  which  many  general  practitioners  did  not  appre- 
c'ate.  The  case  also  showed  that  these  tumors  were  not  benign 
since  they  might  undergo  various  degenerations.  Degenerations 
of  the  heart  also  occurred  which  made  the  operations  more  dan- 
gerous than  they  would  be  otherwise. 

Dr.  Frederick  of  Buffalo  said  that  he  had  seen  the  operation 
and  had  recognized  that  the  patient  was  in  an  unsatisfactory  con- 
dition for  operation.  For  fifteen  years  he  had  been  watching 
about  a  dozen  women  who  had  fibroid  tumors  and  who  had  re- 
fused operation.  He  had  become  convinced  that  except  in  small 
subperitoneal  tumors  which  were  not  growing  rapidly  we  should 
consider  fibroids  malign  in  character.  In  some  cases  there  was  no 
hemorrhage  and  he  expected  that  the  tumors  would  undergo 
atrophy  at  the  menopause.  All  went  five  to  seven  years  beyond 
the  usual  age  for  the  change  of  life.  One  case  died  of  pulmonary 
embolism,  another  of  sepsis  following  phlebitis.  He  had  recently 
seen  another  who,  at  55  years  of  age.  had  not  ceased  menstruating 
and  whose  general  health  was  very  poor.  Another  passed  the 
menopause  several  years  ago  and  there  had  been  no  subsequent 
decrease  in  size  of  the  tumor.  Such  was  the  general  trend  of  these 
patients.  Any  woman  with  a  growing  fibroid  should  be  operated 
upon. 

Dr.  Fry  said  the  reason  the  woman  had  deferred  being  oper- 
ated upon  so  long  was  because  an  aunt  had  carried  a  tumor  forty 
years.  The  case  was  reported  before  the  society  by  an  ex-mem- 
ber as  a  cure  by  the  Apostoli  method. 

Dr.  Stone  showed  a  specimen  of  gall  bladder  removed  for 

CHOLELITHIASIS. 

Mrs.  R.,  white,  aged  40,  was  admitted  to  Columbia  Hospital 
in  1907.  She  had  been  under  the  care  of  Dr.  Snowden  of  Alex- 
andria, Va.,  who  called  Dr.  Ruffin  of  this  city  in  consultation. 
They  made  a  diagnosis  of  distended  gall-bladder  and  advised  op- 
eration. The  speaker  found  the  liver  at  least  two  inches  below 
the  ribs  and  the  tumor  outline  about  on  a  level  with  the  umbilicus. 
It  was  freely  movable  between  the  fingers  of  the  left  hand  pressed 
in  the  right  loin  and  those  of  the  right  applied  over  the  tumor 
which  was  due  to  the  prolapse  of  the  liver.  The  condition  of  the 
patient's  heart  would,  under  ordinary  circumstances,  have  neg- 
atived operation,  but  the  condition  of  the  gall-bladder  appeared 
to  demand  prompt  attention.  The  pulse  was  very  irregular,  about 
75  per  minute  at  the  wrist,  and  the  actual  number  of  heart  conT 
tractions  numbered  anywhere  between  [20  and  [60.  Her  heart 
seemed  to  show  a  former  acute  endocarditis  but  there  was  every 
reason  to  fear  some  muscular  disease,  besides  the  evident  insuffi- 
ciency of  the  valves.  Xo  accident  happened  dining  the  opera- 
tion. Rubber-tube  drainage  was  provided  and  at  no  time  was 
there  apparent  any  complication  or  delay  in  the  healing  of  the 
wound.     The  tubes  were  removed  on  the  sixth  day.     At  i   a.m. 
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on  the  latter  half  of  the  third  day  she  told  the  house  physician, 
Dr.  Sullivan,  that  she  was  feeling  better  than  at  any  time  for 
weeks.  At  about  2.30  a.m.  she  had  a  convulsion  and  was  slightly 
delirious.  Soon  after  this  the  nurse  found  that  her  right  side 
was  paralyzed  and  that  she  was  unable  to  speak  so  as  to  be 
understood.  At  first  the  bladder  and  bowel  were  involved,  but 
during  her  stay  in  the  hospital  the  functions  of  both  improved, 
and  she  usually  avoided  soiling  the  bed.  The  speaker  thought 
her  condition  due  to  embolism  of  some  of  the  cerebral  arteries. 
The  patient  continued  in  much  the  same  condition  for  several 
days,  when  the  left  leg  was  found  to  have  lost  its  power  of  mo- 
tion. Her  mental  condition  was  excellent,  she  could  swallow  food 
safely  after  the  first  few  days  of  her  illness  and  other  functions 
had  improved.  Finally  discoloration  of  the  skin  of  both  legs 
above  the  ankle  and  on  the  soles  of  the  feet  was  observed.  The 
soles  of  the  feet  and  the  toes  were  most  involved,  but  the  legs 
were  both  cold  and  beginning  to  atrophy  about  half  way  between 
the  ankle  and  knee.  Her  loss  of  motion  was  more  marked  in  the 
right  leg;  she  could  still  move  the  left,  but  was  prevented  from 
doing  so  by  pain.  Sensation  was  diminished  in  both  legs  and,  of 
course,  absent  in  the  gangrenous  portions,  but  she  had  hyper- 
esthesia and  required  anodynes  for  pain  in  both  legs  which  was 
excruciating  when  her  limbs  were  moved.  Her  blood  showed 
a  high  leukocytosis  after  the  development  of  gangrene,  but  no 
other  special  change  was  observed. 

Dr.  Ruffin  said  that  the  diagnosis  of  gallstones  was  perfectly 
easy.  Following  a  dose  of  calomel  the  patient  developed  a  tumor 
in  the  region  of  the  gall-bladder  evidentlv  due  to  the  lodgment  of 
a  stone  in  the  cystic  duct.  She  had  pain,  fever,  leukocytosis  of 
16,000.  Her  heart  was  enlarged,  very  irregular  in  action,  and  its 
impulses  were  lacking  in  strength.  No  murmur  could  be  detected 
and  the  heart  trouble  was  thought  to  be  myocarditis.  The  opera- 
tion was  done  rapidly,  and  for  48  hours  the  patient  did  well.  She 
was  found  by  the  resident  about  10  o'clock  at  night  unconscious 
and  restless.  One  and  one-half  hours  later  there  was  a  partial 
paralysis  which  gradually  grew  into  a  complete  hemiplegia. 
Later  there  was  loss  of  motion  in  both  legs  and  the  pulse  in  them 
gradually  disappeared.  The  question  of  diagnosis  was  interest- 
ing as  to  whether  the  lesions  were  multiple  thrombi  or  emboli. 
They  seemed  to  him  to  be  thrombotic  in  character  as  the  paralysis 
came  on  gradually  and  increased  in  extent,  which  would  probably 
not  have  happened  had  they  been  embolic  in  character. 

Dr.  Miller  said  that  he  had  seen  the  patient  in  the  hospital. 
The  lesions  seemed  to  be  embolic  in  character.  The  points  in  favor 
of  embolism  were :  the  diseased  heart  as  a  source  of  the  emboli, 
the  multiple  character  of  the  lesions  occurring  as  they  did  in  the 
brain  and  both  legs,  and  the  fact  that  the  lesions  in  the  legs  were 
arterial  in  character.  The  youth  of  the  patient,  the  negative  his- 
tory as  regarded  svphilis  and  the  absence  of  anv  noticeable  arterio- 
sclerosis  would   favor   embolism    rather  than   thrombosis.     The 
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gradual  occurrence  of  the  paralysis  might  have  been  only  ap- 
parent, or  more  likely  the  full  effect  of  the  brain  embolus  was 
seen  only  after  some  time.  Since  the  process  of  softening  pro- 
ceeds gradually  and  the  nerve  fibers  degenerate  and  become  fatty, 
one  would  not  expect  to  see  the  full  effects  of  embolism  at  once. 
A  secondary  thrombus,  at  times,  is  the  result  of  embolism,  and 
this  condition  could  explain  the  increasing  paralysis.  The  weight 
of  evidence  in  his  opinion  was  in  favor  of  embolism  and  not  pri- 
mary thrombosis. 

Dr.  Stone  also  reported  a  case  of 

RETROPERITONEAL  APPENDICITIS. 

Mrs.  D.,  white,  aged  43  had  been  ill  for  eight  days  with  pain 
in  the  region  of  the  right  ovary,  accompanied  by  slight  rise  in 
temperature.  Her  physician,  Dr.  Lemon  of  this  city,  called  in 
consultation  the  reporter,  who  made  an  examination  under  anes- 
thesia. It  was  difficult  to  make  a  diagnosis  owing  to  the  unusual 
location  of  the  induration  which  was  easily  felt  from  the  ex- 
ternal surface  of  the  abdomen  just  above  Poupart's  ligament, 
and  reached  a  point  on  a  level  with  the  anterior  superior  spine 
■of  the  ilium.  Its  area  was  about  three  by  four  inches.  On  ex- 
amination under  anesthesia  it  was  possible  to  outline  the  lower 
surface  of  the  tumor,  which  in  every  respect  appeared  to  be  an 
ovary  and  tube,  or  the  appendix  vermiformis,  adherent  to  the 
parietes,  or  in  the  iliac  fossa.  Operation  was  performed  on 
April  20,  1907.  The  omentum  was  adherent  over  the  cecum  in 
the  iliac  fossa.  The  cecum  was  therefore  at  least  four  inches 
below  its  usual  position.  The  appendix  was  found  under  the 
peritoneal  cover  but  with  its  tip  or  distal  end  exposed.  About 
one-half  ounce  of  pus  escaped  when  the  appendix  and  cecum 
were  elevated  from  the  deep  fold  in  which  they  were  imbedded. 
The  appendix  was  necrotic  and  was  removed  in  shreds.  After 
treating  the  stump  an  independent  perforation  was  found  in  the 
cecum,  less  than  an  inch  from  the  base  of  the  appendix,  which  per- 
mitted the  passage  of  sound  into  the  bowel.  With  some  difficulty 
this  was  closed,  for  the  cecum  at  this  point  was  very  soft  and  its 
walls  were  easily  torn.  A  second  opening  was  made  through  the 
abdominal  wall  near  the  anterior  superior  spine  of  the  ilium,  and 
a  tube  was  introduced  outside  of  the  peritoneum  down  to  the  seat 
of  the  abscess  under  the  cecum.  The  broad  ligament  was  now 
drawn  over  the  end  of  the  cecum  and  sutured  there,  with  the 
intention  of  walling  off  the  infected  area.  The  omentum  was  also 
long  enough  to  be  used  in  the  same  way.  The  patient  recovered 
without  a  single  unfavorable  symptom. 

Dr.  J.  T.  Johnson  reported  a  case  of 

CRANIOTOMY. 

About    two    years    ago    he    was    called    to    the    assistance    "i 

two    physicians    who    had    been     in     attendance     upon    a    labor 
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case  for  about  thirty  hours,  a  primipara  thirty- 
six  years  of  age.  She  had  been  under  the  influence 
of  chloroform  for  several  hours,  during  which  time  nu- 
merous unsuccessful  efforts  at  forceps  delivery  had  been  made. 
Efforts  at  version  also  had  been  made,  but  as  the  bag  of  waters 
had  been  broken  many  hours  and  the  uterus  was  quite  firmly  con- 
tracted down  upon  the  body  of  the  child,  the  only  result  had  been 
to  partially  dislodge  the  head,  so  that  it  was  impossible  to  deter- 
mine the  original  presentation. 

As  the  condition  of  the  patient  was  bad  and  the  child  dead,  he 
recommended  craniotomy  and  with  much  difficulty  extracted  a 
child  weighing  about  ten  pounds. 

The  patient  made  a  normal  recovery.  About  a  month  ago, 
when  about  eight  months  pregnant,  she  came  to  engage  his  ser- 
vices, as  her  former  physicians  had  refused  to  attend  her.  They 
had  told  her  she.  ought  never  to  allow  herself  to  become  pregnant 
again,  as  she  could  never  give  birth  to  a  live  child  on  account  o£ 
her  abnormally  small  pelvis. 

She  asked  advice  as  to  what  could  be  done  under  the  cir- 
cumstances. Dr.  Johnson  suggested  three  methods  of 
procedure,  to  wit :  Induction  of  premature  labor  within 
the  next  week,  when  eight  months  and  a  week 
pregnant ;  or  the  primary  Cesarean  section  performed! 
just  before  her  labor  was  expected  to  begin;  or  to  let 
her  enter  upon  her  labor  and  be  governed  by  circumstances.  She 
decided  upon  a  primary  Cesarean  section,  after  reading  the  recent 
literature  upon  the  subject.  So  it  was  settled  that  she  should 
come  in  from  her  country  home  a  week  before  the  date  agreed 
upon  as  the  possible  end  of  pregnancy,  take  a  private  room  in  the 
hospital,  and  undergo  the  usual  preparation  for  a  deliberate  opera- 
tion. 

She  relied  absolutely  upon  the  opinions  of  her  former  attend- 
ants, that  she  could  never  give  birth  to  a  live  child  and  that  she 
herself  would  probably  perish  in  the  attempt. 

The  patient  entered  the  Georgetown  University  Hospital  on 
April  8  to  be  prepared  for  operation.  The  date  of  her  expected 
confinement  was  the  15th.  The  time  set  for  operating  was  2:30 
p.m.,  April  12.  On  the  previous  evening  she  had  an  antiseptic 
vaginal  douche,  the  abdomen  was  shaved,  and  at  night  she  was" 
given  an  unusually  large  dose  of  castor  oil. 

The  resident  physician  telephoned  about  2  o'clock  in  the 
morning  that  the  oil  was  causing  unusual  griping  pains  and  both 
he  and  the  patient  feared  that  if  they  were  not  arrested  her  labor 
might  be  started  up.  He  was  told  to  give  her  a  quarter  of  a  grain 
of  morphia  hypodermically  and  to  have  everything  prepared  for 
an  operation  at  6  a.m.  in  case  labor  pains  should  begin. 

Soon  after  his  message  the  bag  of  waters  broke  and  very  pow- 
erful and  almost  continuous  pains  soon  expelled  a  female  child 
which  weighed  about  eight  pounds.  Its  head  appeared  unusually 
small  and  was  compressible. 
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The  child  was  doing  well  when  a  week  old ;  so  was  the  mother, 
when  the  stitches  were  removed  from  her  ruptured  perineum. 

Dr.  Fry  said  that  three  valuable  lessons  ought  to  be  learned 
from  the  case :  ( i )  The  folly  of  a  patient  reading  up  her  own 
case  and  dictating  to  the  physician  what  should  be  done.  (2) 
Many  women  were  told  after  a  difficult  labor  that  they  could  not 
bear  a  child  without  surgical  aid.  The  explanation  of  this  was 
that  in  their  first  labor  the  difficulty  in  childbirth  was  due  in  a  large 
number  of  cases  to  posterior  occiput  position.  (3)  No  one  was 
in  a  position  to  outline  the  proper  treatment  in  any  case  of  obstet- 
rics without  a  thorough  examination  of  the  patient,  measuring  the 
pelvis,  and  the  adaptation  of  the  fetal  head. 

Dr.  Adams  said  that  the  most  valuable  lesson  to  be  learned  was 
that  we  should  never  accept  an  opinion  of  another,  but  should 
examine  the  patient  ourselves. 

Dr.  Wm.  Sprigg  read  the  essay  of  the  evening, 

INFLUENZAL    MENINGITIS.* 

Dr.  Adams  said  that  in  the  past  four  weeks  he  had  seen  six 
cases  of  meningitis  of  various  types,  i.e.  meningococcus,  tubercu- 
lous, and  one  case  of  simple  meningitis.  The  first  case  due  to  the 
meningococcus  was  of  extreme  severity.  The  parotid  and  sub- 
maxillary glands  were  involved,  showing  a  general  infection.  The 
case  reported  by  Dr.  Sprigg  was  the  most  rapidly  fatal  one  he  had 
ever  seen.  The  tetanic  convulsions  did  not  conform  to  any  case 
which  he  has  ever  seen,  nor  had  he  ever  before  seen  such  hyper- 
esthesia. He  thought  on  this  account  that  some  mistake  had  been 
made  in  the  medicine  which  had  been  given  the  child,  and  suspected 
strychnine  poisoning.  In  the  case  of  simple  meningitis  the  child 
became  sick  eleven  days  ago.  The  retraction  of  the  head  was 
marked,  yet  the  girl  was  still  conscious.  Her  physician  was  loath 
to  allow  lumbar  puncture  to  be  performed,  yet  it  was  done.  Only 
one-half  ounce  of  fluid  was  obtained,  and  it  would  probably  do  no 
good  toward  relieving  the  pressure  symptoms.  He  thought  we 
waited  too  long  before  doing  lumbar  puncture.  The  sooner  one 
could  make  the  diagnosis  of  the  form  the  more  efficient  should 
be  the  treatment.  The  mortality  in  all  cases  was  very  high,  75 
per  cent,  being  the  lowest.  Of  those  who  did  not  die  many  were 
left  blind  or  deaf. 

Dr.  Behrend  said  that  if  meningitis  due  to  the  influenza  bacil- 
lus occurred  frequently,  the  diagnosis  would  have  been  made  by 
means  of  lumbar  puncture.  The  failure  to  recognize  the  cause 
might  be  explained  bv  the  morphology  of  the  organism.  In  the 
majority  of  such  cases  cultures  were  not  made,  and  the  coccus- 
like form  would  naturally  make  one  think  of  the  more  common 
meningococcus.  The  influenza  bacillus  assumed  various  forms. 
In  a  recent  case  in  which  he  discovered  the  influenza  bacillus,  the 
shape  of  the  organism  made  him  think  of  the  meningococcus,  but 

*See  original  article,  page  467. 
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as  he  noticed  some  of  the  organisms  were  larger  than  this  bac- 
terium, he  made  cultures  where  he  found  that  it  grew  in  bacillus 
form.  The  apparent  diplococcus  form  was  due  to  polar  staining. 
Another  misleading  feature  was  that  the  organism  was  found  in 
the  pus  cells.  The  influenza  organism  and  the  bacillus  of  leprosy 
were  practically  the  only  two  bacilli  found  in  the  leukocytes,  and 
these  could  be  distinguished  by  cultural  tests.  The  colonies  of 
the  influenza  bacillus  were  very  small,  and,  under  the  low  power 
of  the  microscope  gave  the  appearance  of  frosted  glass,  or  dew 
drops  which  did  not  coalesce.  The  organism,  especially  after 
being  grown  on  culture  media,  differed  materially  from  the  de- 
scription usually  given  of  it.  It  might  grow  to  a  size  comparable 
to  the  anthrax  bacillus,  or  there  might  be  bulbous  or  pear-shaped 
involution  forms.  It  died  rapidly,  within  twenty-four  hours  at 
times,  so  that  special  care  should  be  taken  in  making  cultures. 
This  property  was  of  interest  in  connection  with  the  disease.  The 
infection  was  probably  conveyed  by  direct  contact  in  the  majority 
of  cases,  and  not  through  fomites.  Park  had  said  that  chronic 
influenza  might  exist  with  the  organisms  alive  in  the  nasal  and 
bronchial  secretions  for  months.  The  meninges  were  apparently 
very  susceptible  to  the  disease  and  had  not  the  relative  immunity 
that  other  tissues  seem  to  possess.  It  was  thought  for  some  time 
not  to  be  a  pus-producing  organism,  but  this  had  been  disproved. 
The  disease  must  produce  a  considerable  amount  of  opsonins,  as 
the  bacteria  were  found  in  the  leukocytes. 

Dr.  Wilkinson  said  that  he  made  the  diagnosis  of  influenza 
after  making  cultures.  Dr.  Behrend's  case  was  the  first  to  be 
diagnosed  as  such  in  this  country,  and  this  one  was  the  fifth. 
The  inoculation  of  animals  was  interesting.  The  guinea-pig  was 
the  only  laboratory  animal  which  was  susceptible,  and  the  one 
which  he  inoculated  showed  signs  of  infection,  but  was  apparently 
recovering. 

Dr.  Fremont-Smith  said  that  it  was  well  known  that  the 
influenza  bacillus  did  invade  serous  cavities.  He  had  seen  accounts 
of  several  cases  of  meningitis  caused  by  influenza.  The  work  of 
several  men  showed  also  that  the  organism  might  invade  the  media 
of  arteries. 

Dr.  Sothoron  said  that  he  had  seen  a  case  of  meningitis  on 
the  previous  Saturday  morning.  The  child  was  taken  ill  on  Fri- 
day. On  Saturday  the  temperature  was  ioi°  F.,  pulse  114  to  120. 
There  were  rigidity  of  neck,  semicomatose  condition  and  twitch- 
ing of  the  muscles.  He  gave  bromide  of  soda.  On  Sunday, 
marked  rigidity  of  neck ;  Monday,  same  condition ;  Tuesday,  a 
relaxation  of  the  neck  condition,  but  still  semicomatose.  On 
Friday  full  consciousness,  and  the  child  would  apparently  recover. 
The  grandmother  had  bronchitis  and  her  room  was  adjacent  to 
that  of  the  child. 

Dr.  Thomas  said  that  he  had  recently  had  a  case  of  meningitis 
in  an  adult  who  was  suffering  with  typhoid  fever  where  meningeal 
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symptoms  developed.  Lumbar  puncture  was  done,  which  relieved 
symptoms  and  showed  a  bacillus  which  was  not  found  in  pus  cells, 
but  which  would  not  grow.  The  case  was  probably  a  typhoid 
meningitis,  but  the  diagnosis  was  in  doubt.  The  use  of  diphtheria 
antitoxin  in  cases  of  meningitis  had  been  tried  in  New  York  and 
Boston,  but  had  been  abandoned. 

Dr.  Fry  asked  if  the  mental  symptoms  (delirium)  would  not 
have  excluded  strychnine  poisoning. 

Dr.  Sprigg  said  the  symptoms  were  not  typical  of  strychnine 
poisoning,  but  simulated  them.  The  mental  inactivity  should 
have  excluded  poisoning  by  strychnine.  The  type  showed  it  to  be 
something  unusual.  Lumbar  puncture  was  a  wise  procedure,  and 
if  it  did  no  good  it  would  at  least  do  no  harm,  and  establish  the 
diagnosis. 
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Meeting  of  July  3,  1907. 
The  President,  Dr.  Herbert  R.  Spencer,  in  the  Chair. 
Dr.  Frank  E.  Taylor  read  a  short  communication  on 

SUPPURATION     IX     AN     OVARIAN     CYST     CAUSED     BY    THE     BACILLUS 

l  YPHOSUS. 

A    [V-para,  aged  37,  was  admitted  into  Chelsea   Hospital   for 
Women  in  April,  1907.     She  had  lived  in  India  for  the  last  fifteen 

years,  and  had  enjoyed  g 1  health  until  April,   1906,  when  she 

had  an  attack  of  typhoid  fever.  During  convalescence  a  freely 
movable  abdominal  tumor  was  discovered.  This  gradually  in- 
creased in  size,  but  caused  no  further  signs  or  symptoms.  On 
opening  the  abdomen  the  tumor  was  found  to  be  a  cyst  of  the  left 
ovary  deeply  congested  or  inflamed.  There  were  some  adhesions 
to  the  omentum  only.  The  cyst  was  easily  removed  entire.  Re- 
covery was  ideal.  The  tumor  was  a  unilocular  cyst,  size  of  a  man's 
head,  and  held  2  [-2  pints  of  greenish-yellow  pus  free  from  odor. 
A  pure  culture  of  Bacillus  typhosus  was  obtained  from  the  pus. 
!  he  organism  was  very  thoroughly  investigated  and  gave  char- 
acteristic reactions.  It  agglutinated  the  serum  of  an  immunized 
rabbit  in  dilutions  of  1  in  4,000.  A  Widal  with  the  patient's  serum 
gave  a  positive  reaction  with  1  in  i,<x><>  in  one  hour.  The  writer 
considers  that  infection  reached  the  cyst  by  way  of  the  blood 
stream,  and  that  this  case  demonstrates  the  pyogenetic  properties 
<>f  the  typhoid  bacillus.  Bacteriologically,  he  classes  post-typhoid 
suppuration  under  three  headings,  viz.:     <  1  i  A  mixed  infe  I 
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where  both  pyogenic  cocci  and  the  typhoid  bacilli  are  present.  (2) 
A  secondary  infection,  caused  by  invasion  of  pyogenic  cocci  into 
an  organ  whose  resisting  power  has  been  lessened  as  the  result  of 
the  typhoid  fever.  (3)  A  pure  infection,  caused  by  the  Bacillus 
typhosus  alone,  which  undoubtedly  possesses  pyogenic  properties 
under  suitable  conditions. 

Dr.  Spencer  asked  Dr.  Taylor  whether  Widal's  reaction  was 
considered  positive  proof  of  the  presence  of  typhoid  fever.  He 
knew  that  physicians  did  not  regard  it  as  such  a  few  years  ago. 
He  was  surprised  to  hear  that  the  Bacillus  typhosus  could  survive 
in  ovarian  fluid  for  twelve  months. 

Mr.  Alban  Doran  referred  to  his  case  of  perforating  ulcers 
of  the  ileum  from  obstruction  after  ovariotomy,  published  in  the 
thirtieth  volume  of  the  Transactions  of  the  Pathological  Society. 

Dr.  Taylor,  in  reply,  said  that  the  value  of  Widal's  reaction  in 
diagnosis  greatly  depended  upon  the  technique  of  its  performance, 
especially  with  regard  to  the  dilution  and  time  limit  employed. 
The  reaction  was  not  absolutely  infallible. 

The  following  specimens  were  shown : 

Dr.  Frank  E.  Taylor. — Two  uteri  showing  a  fundal  ligament 
after  hysteropexy. 

Mr.  Targett. — Hemorrhage  into  the  substance  of  a  uterine 
fibroid. 

Miss  Aldrich-Blake. — Skeleton  of  an  extrauterine  fetus  from 
a  woman  in  whom  there  was  no  history  suggestive  of  such  a  ges- 
tation ;  carcinoma  of  cervix  in  a  uterus,  one  horn  of  which  was 
developed. 

Dr.  Lewers. — Two  specimens  of  fibroid  associated  with  bleed- 
ing after  the  menopause. 

The  President. — A  calcified  fibroid  enucleated  for  bleeding 
fifteen  years  after  oophorectomy. 

Dr.  Longridge. —  (i)  A  baby's  breast.  (2)  Diaphragmatic 
hernia. 

Mrs.  Scharlieb.- — A  myxomatous  fibroid,  weighing  23  1-2 
pounds,  removed  by  abdominal  hysterectomy. 
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Treatment  oe  the  Diseases  of  Children.  By  Charles  Gil- 
more  Kerley,  M.I)..  Professor  of  Diseases  of  Children.  New 
York  Polyclinic  Medical  School  and  Hospital,  etc.  Pp.  507, 
illustrated.  Philadelphia  and  London  :  W.  B.  Saunders  Com- 
pany, 1907. 

The  keynote  of  this  volume  is  attention  to  details  and  the 
treatment  of  each  child  as  an  individual  and  not  by  inflexible 
routine  measures.  In  many  places  the  text  seems  unnecessarily 
protracted,  but  often  an  apparently  unnecessary  digression  serves 
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to  impress  an  important  fact.  In  pediatrics  it  is  the  little  points 
that  count.  The  book  is  devoted  chiefly  to  treatment,  but  this 
is  prefaced  in  most  cases  by  a  satisfactory  synopsis  of  the  symp- 
toms and  of  such  etiological  factors  and  complications  as  furnish 
therapeutic  indications.  Illustrative  cases  and  personal  experi- 
ences are  freely  interspersed.  The  general  therapy  is  most  ra- 
tional ;  such  treatment  with  drugs  as  is  recommended  is  usually 
thoroughly  up-to-date. 

In  the  section,  General  Considerations,  the  education  of  the 
mother  and  nurse  and  the  treatment  of  each  child  as  an  indi- 
vidual case  are  the  points  chiefly  emphasized.  Much  sensible 
advice  is  given,  extending  even  to  such  matters  as  the  interdiction 
of  kissing.  The  author  is  not  in  favor  of  indiscriminate  airing 
of  children  out  of  doors  in  unfavorable  weather.  The  weight 
chart  with  its  "normal"  line  is  omitted  from  this  work  and  phy- 
sicians are  advised  against  its  use,  as  mothers  will  often  make 
children  ill  by  efforts  to  keep  them  up  to  this  standard.  For 
premature  infants  the  writer  prefers  the  use  of  an  electric  heat- 
ing pad  between  blankets  under  the  child  to  that  of  an  incubator, 
which  is  liable  to  be  imperfectly  supplied  with  fresh  air.  Diseases 
of  the  new-born  are  briefly  discussed.  Under  Nutrition  and 
Growths  is  an  excellent  exposition  of  the  subject  of  infant  feed- 
ing, clear  yet  extremely  thorough  in  the  consideration  of  details. 
For  the  nursing  mother  the  author  advises  the  same  diet  as 
was  usual  before  pregnancy.  After  nursing  is  well  established 
he  gives  one  bottle  feeding  daily,  so  that  the  child  may  be  pro- 
vided for  in  case  of  the  temporary  illness  or  absence  of  the  mother, 
and  particularly  when  a  wet-nurse  is  employed,  so  that  her 
services  will  not  be  indispensable.  He  speaks  most  favorably 
of  the  use  of  cereals,  which  he  begins  at  the  fifth  to  the  seventh 
month  as  a  diluent.  He  gives  his  own  proofs  of  the  infant's 
capacity  for  starch  digestion  which  have  been  published  recently. 

This  is  followed  by  a  section  on  gastroenteric  diseases,  in 
which  the  infrequent  recommendation  of  the  use  of  drugs  is  a 
most  commendable  feature.  In  the  treatment  of  intussusception 
the  writer  advocates  one  attempt  at  reduction  by  water  pressure 
before  resorting  to  surgery.  For  fissure  of  the  anus  he  does 
not  stretch  the  sphincter,  but  cauterizes  with  silver  nitrate.  Under 
"Diseases  of  the  Mouth,  Throat,  and  Nose"  he  describes  catar- 
rhal, aphthous  and  ulcerative  stomatitis  under  one  heading  as 
being  different  stages  of  the  same  affection.  In  acute  inflamma- 
tory conditions  of  the  mouth  and  pharynx  he  relies  chiefly  upon 
chlorate  of  potassium.  Under  "Diseases  of  the  Respiratory 
Tract"  he  says  that  while  many  speak  of  "stomach  cough,"  "ner- 
vous cough,"  etc.,  he  has  never  seen  a  case  in  which  the  cough 
was  not  connected  with  the  respiratory  tract.  The  oiled-silk 
jacket  is  not  used  by  the  author.  Under  "Diseases  of  the  Heart" 
and  elsewhere  the  writer  shows  great  partiality  to  tincture  of 
strophanthus  in  cases  with  rapid  heart  action. 
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A  section  on  contagious  diseases  follows.  The  writer  advises 
against  the  serum  treatment  of  scarlet  fever.  Attention  to  de- 
tails is  particularly  evident  in  this  section.  In  that  on  "The 
Urine"  the  value  of  colon  flushings  for  suppression  of  urine  is 
repeatedly  mentioned,  especially  for  acute  nephritis.  Pyelitis  is 
considered  by  the  writer  to  be  a  rare  disease  in  children.  Circum- 
cision in  the  second  week  of  life  is  advocated  as  a  routine  meas- 
ure. In  the  section  on  the  "Female  Genitals"  the  writer  favors, 
for  the  treatment  of  gonorrheal  vulvo-vaginitis,  douching  four 
times  a  day,  with  the  addition  of  boric  acid  to  the  water  chiefly 
as  a  placebo,  followed  by  the  use  of  a  dusting  powder  of  boric 
acid,  starch  and  zinc  oxide.  In  the  section  on  "Nervous  Diseases" 
we  note  that  in  view  of  the  association  of  chorea  and  rheuma- 
tism the  writer  gives  sodium  salicylate  or  aspirin  in  every  case  of 
chorea,  at  the  same  time  beginning  the  administration  of  increas- 
ing doses  of  Fowler's  solution.  In  the  treatment  of  primary 
hereditary  syphilis  he  relies  upon  bichloride  of  mercury  inter- 
nally. Under  the  heading  "Deformities"  he  describes  the  treat- 
ment of  umbilical  hernia.  For  this  he  advises  reduction  and 
the  application  of  a  strip  of  zinc  oxide  plaster  so  as  to  hold  a 
fold  of  skin  at  each  side  of  the  umbilicus  together  in  the  median 
line.  Cleft  palate  should  be  operated  upon  between  the  first 
and  second  years,  the  child  being  fed  regularly  by  gavage  until 
that  time.  A  useful  section  is  that  on  "Diseases  of  the  Skin." 
"Diseases  of  the  Ear"  are  briefly  discussed,  as  are  "Glandular 
Diseases."  For  all  cases  of  tuberculous  adenitis,  surgical  treat- 
ment is  advised.  The  correction  of  bad  habits  is  described  in 
the  following  section.  Under  the  heading  "Constitutional  Dis- 
eases" the  author  groups  obstructive  jaundice,  obesity,  anemias, 
rachitis,  scorbutus,  cretinism,  status  lymphaticus,  purpura  and 
hemophilia.  In  the  treatment  of  obstructive  jaundice  he  opposes 
the  use  of  calomel  and  milk  diet  as  being  likely  to  cause  gastric 
disturbance,  and  favors  the  administration  of  rhubarb  and  soda, 
with  water  only  unless  food  is  desired,  in  which  case  he  allows 
chicken  or  mutton  broth  and  toast,  with  gradual  return  to  regu- 
lar diet.  In  anemias  he  relies  chiefly  upon  fresh  air  and  food, 
trusting  little  in  iron  except  in  chlorosis.  In  rachitis  he  has  seen 
no  value  in  phosphorus  and  none  in  any  drug  except  as  increas- 
ing the  appetite  and  capacity  for  proper  food. 

Under  "Infectious  Diseases"  the  size  of  the  dose  of  quinine 
recommended  by  the  writer  for  malarial  fever  is  noteworthv, 
considering  that  five  grains  three  times  a  day  usually  proves  suc- 
cessful in  adults,  especially  if  thev  are  kept  in  bed.  He  some- 
times gives  as  much  as  grs.  xv.  to  xxx.  to  children  from  two  to 
six  years  of  age.  In  typhoid  he  gives  little  or  no  milk,  and  de- 
pends largely  upon  gruels  until  the  terrmerature  begins  to  fall, 
when  he  adds  kumyss,  matzoon,  skimmed  milk,  scraped  beef,  and 
soft-boiled  eg°;s.  He  favors  the  cold  pack  rather  than  the  bath, 
as  being  less  likely  to  excite  and  fatigue.  Erysipelas  is  mentioned 
as  the  only  disease  in  which  it  is  wise  to  use  alcohol  as  an  early 
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and  oftentimes  as  the  only  stimulant.  Asthmatic  bronchitis  is 
said  to  be  usually  dependent  upon  the  rheumatic  state.  These 
patients  generally  give  a  family  history  of  rheumatism  and  subsist 
largely  on  red  meats  and  sugars.  The  writer  has  been  most 
successful  in  these  cases  by  cutting  out  these  articles  of  diet  and 
giving  sodium  bicarbonate  and  sodium  salicylate.  In  the  treat- 
ment of  acute  articular  rheumatism  he  does  not  recognize  the 
value  of  local  applications  of  methyl  salicylate  and  the  use  of 
aspirin,  although  he  emphasizes  the  disadvantages  of  the  inter- 
nal administration  of  sodium  salicylate.  Cyclic  vomiting  he 
considers  and  treats,  dietetically  and  medicinally,  as  though  of 
rheumatic  origin. 

"Temperature  in  Children"  is  the  subject  of  interesting  re- 
marks, and  those  on  "Instructions  for  the  Summer"  are  most 
important.  The  section  on  "Therapeutic  Measures"  contains 
many  useful  suggestions.  A  long  section  on  "Gymnastic  Thera- 
peutics," illustrated,  and  a  table  of  "Drugs  and  Drug  Dosage" 
terminate  the  volume,  which  is  well  worthy  of  perusal  and  a 
valuable  reference  work  in  time  of  need.  h.  d. 

Atlas  and  Epitome  of  Diseases  of  Children.     By  Dr.   R. 
Hecker  and  Dr.   J.   Trumpp  of  the  University  of   Munich. 
Edited,    with    additions,   by   Isaac    A.    Abt,    M.D.,    Assistant 
Professor  of  the  Diseases  of  Children  in  Rush  Medical  Col- 
lege, in  affiliation  with  the  University  of  Chicago.     Pp.  453. 
With   48   colored    plates,    147   black   and   white     illustrations. 
Philadelphia  and  London  :     W.   B.  Saunders  Company,   1907. 
The  character  of  this  little  volume  is  exactly  described  by  its 
title,  it  being  an  epitome  of  diseases  of  children,  more  profusely 
illustrated  than  the  average  text-book,  rather  than  a  mere  collec- 
tion of  cuts  and  plates  with  a  rambling  text  interspersed.     Natu- 
rally, especial  prominence  is  given  to  those  features  best  adapted 
to  illustration,   namely   the   pathology  and   symptomatology  and 
methods  of  examination.     The  work  opens  with  a  consideration 
of  the  development  of  the  infant.    The  author  ascribes  to  teething 
a   multitude   of   symptoms.      It    is   satisfactory   to   note   that   the 
American   editor. adds  the  comment  that  it   is  doubtful   whether 
dentition  is  really  the  cause  of  these  symptoms,  which  are  really 
those  of  acute  conditions  and  disappear  under  appropriate  treat- 
ment while  dentition  continues.     Infant  feeding  i-  discussed  very 
summarily.     A   number  of  practical  points  are  contained  in  the 
chapter  on  history  taking  and  in  the  description  of  methods  of 
physical    examination.      (  In    page    66    the    printer    has    evidenth 
entirely   changed   the   translator's   meaning   by   substituting   the 
word  "impossible"  for  "advisable"  in  the  phrase  "it  is  impossible 
to  always  percuss  both  sides  during  at  least  one  whole  respiratory 
period."     Under  the  heading  of  "Dietetic  Treatment  of  Disease" 
we  note  the  advice  to  use  veal,  ham  and  sausage  in  chronic  di^- 
eases  where  strength  is  needed,  while  caviar  is  recommended  for 
children  requiring  an  appetizer.     Under  "Hydrotherapy"  is  given 
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a  brief  resume  of  its  modes  of  application,  including  a  list  of  "the 
most  useful  additions  to  baths,"  with  very  incomplete  indications 
for  their  use.  Mustard  poultices  are  directed  to  be  made  with 
boiling-  water,  one  liter  poured  on  one-half  pound  of  mustard 
and  stirred.  A  cloth  is  soaked  in  the  supernatant  liquid  and 
applied  for  a  half  hour.  Naturally  a  liberal  amount  of  mustard 
is  required  when  its  oil  is  volatilized  by  the  use  of  boiling  water. 
On  page  71  the  word  "after"  has  evidently  been  omitted  from  the 
second  line  of  the  description  of  cold  sprays,  which  should  read 
"usually  [after]  a  warm  or  cold  bath."  Fortunately  the  editor 
has  inserted  a  number  of  additions  in  the  sections  on  therapy. 
These  are  often  justified  not  only  by  the  different  climatic  and 
other  conditions  in  this  country,  but  by  the  character  of  the 
original  advice  as  well.  On  page  95  the  author  advises  aspiration 
or  "incision  of  cephalhematoma,  but  the  editor  recommends  ex- 
pectant treatment  only.  Among  the  constitutional  diseases, 
rachitis  is  described  and  illustrated  quite  extensively,  with  espe- 
cial reference  to  the  pathological  features  as  contrasted  with 
normal  ossification.  Hereditary  syphilis  and  tuberculosis  also 
receive  much  attention.  In  the  article  on  cerebrospinal  meningi- 
tis, on  page  205,  line  5,  nystagmus  is  referred  to  as  Kernig's 
symptom.  The  illustrations  are  particularly  useful  in  the  discus- 
sion of  the  exanthemata,  and  cutaneous  diseases,  and  in  the 
■description  of  the  anatomy  of  tracheotomy  and  the  technique  of 
intubation  and  other  manipulations.  The  writer  describes  cap- 
illary bronchitis  and  bronchopneumonia  as  pathological  entities 
capable  of  clinical  differentiation,  though  he  acknowledges  that 
this  is  often  difficult.  Under  intestinal  diseases  are  given  good 
colored  plates  of  normal  and  abnormal  stools.  Fig.  128,  intended 
to  illustrate  a  urinal  for  children,  shows  chiefly  the  universally 
condemned  "pacifier"  in  the  subject's  mouth.  Miliaria  and  im- 
petigo contagiosa  are  classified  as  forms  of  eczema.  Aside  from 
these  criticisms  it  may  be  said  that  as  an  epitome  the  volume  is 
useful  and  reliable  as  far  as  pathology  and  symptomatology  and 
to  a  lesser  degree  diagnosis  are  concerned,  but  incomplete  and 
sometimes  unsatisfactory  from  the  standpoint  of  therapy.  The 
plates  and  illustrations  are  excellent,  and  only  four  temperature 
charts  are  duplicated  among  the  147  cuts  which  the  title  page 
claims.  H-  D- 

Lehrbuch     der     Gynakologischen     Diagxostik.      Von     Dr. 
Georg  Winter,  O.O.,  Professor  und  Direktor  der  kgl.  Uni- 
versitats-Frauenklinik  in  Konigsberg   i.   Pr.     Unter  mitarbeit 
von  Prof.  Carl  Ruge  in  Berlin.     Mit.  4  Tafeln  und  334  zum 
teil  farbigen  text  abbildungen.     Dritte,  ganzlieh  umgearbeitete 
auflage.    Leipzig :    Yerlag  von  T.  Herzel,  1907,  647  pages. 
Winter's  "Gynecological  Diagnosis"  has  been  one  of  the  prized 
possessions  of  the  gynecologist  ever  since  its  first  appearance  in 
1896.     The  publication  of  a  third  edition,  after  an  interval  of  ten 
years,  has  essentially  necessitated  an  almost  entire  revision.    The 
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chapters  in  which  most  alterations  have  been  made  are  those  on 
general  diagnosis,  ectopic  pregnancy,  retroflexion,  myoma,  carci- 
noma of  the  uterus,  diseases  of  the  vulva  and  vagina  and  diseases 
of  the  urinary  tract.  The  vast  and  important  changes  in  our 
knowledge  of  gynecological  pathological  histology  have  been  ably 
attended  to,  as  in  previous  editions,  by  Prof.  Ruge. 

The  work  is  divided  into  three  main  sections.  The  first  is 
headed  "General  Diagnosis,"  and  discusses  the  various  methods 
of  examination,  the  use  of  instruments,  cystoscopy,  microscopic, 
and  bacteriological  examinations  and  .r-ray.  This  part  concludes 
with  a  short  summarizing  chapter  on  "The  Building  Up  of  a 
Gynecological  Diagnosis."  This  is  a  masterpiece  and  should  be 
read  by  everyone.  In  it  we  are  pleased  to  note  that  the  author 
deprecates  with  fitting  emphasis  the  still  too  prevalent  tendency 
of  "watching,"  in  a  patient  suspected  of  malignant  disease.  The 
second  section,  on  "Special  Diagnosis,"  naturally  covers  the 
largest  part  of  the  book.  In  this  part  are  also  included  the  normal 
anatomy  and  histology  of  the  female  pelvic  organs  and  the  diag- 
nosis of  pregnancy.  The  final  section  is  devoted  to  "Analytical 
Diagnosis,"  and  treats  of  the  etiology  of  hemorrhages,  amenor- 
rhea, dysmenorrhea,  sterility,  and  the  diagnosis  of  abdominal 
tumors. 

It  need  hardly  be  said  that  the  author's  exposition  of  gyneco- 
logical diagnosis  is  very  thorough.  Every  phase  of  the  subject 
is  discussed  with  one  exception ;  we  are  surprised  to  find  no  men- 
tion of  the  value  of  blood  examinations.  An  especial  feature  is 
the  importance  paid  to  cystoscopic  and  pathological  examinations, 
particularly  the  latter.  Indeed,  we  can  say  that  the  scope  of  this 
volume  is  larger  than  the  title  indicates.  Even  were  the  text 
entirely  stripped  of  the  clinical  side,  the  work  would  still  form 
a  complete  and  up-to-date  monograph  on  the  normal  and  pa- 
thological gross  and  microscopic  anatomy  of  the  female  genital 
organs. 

Another  feature  is  the  large  number  and  excellence  of  the 
illustrations,  most  of  which  are  original.  The  colored  illustra- 
tions are  well  done,  especially  the  cystoscopic  pictures.  The 
author  reveals  his  experience  as  a  teacher  by  the  introduction  01 
numerous  schematic  drawings.  The  pictures  of  microscopical 
specimens  cannot  be  passed  without  a  word  of  commendation. 
We  know  of  no  text-book  in  which  the  natural  outlines  are  more 
truly  represented.  The  text  is  very  clear  and  is  remarkably  free 
from  the  unfortunate  Teutonic  tendency  of  overburdening  the 
text  with  quotations  that  give  one  the  feeling  of  reading  a  dic- 
tionary. This,  in  other  words,  means  that  the  author  has  relied 
largely  on  his  own  observations.  The  German  should  prove  easy, 
even  to  one  whose  attainments  in  this  language  are  not  very 
extensive.  Indeed,  we  are  surprised  that  no  translation  of  this 
splendid  book  has  thus  far  been  attempted.  It  is  more  worthy 
of  this  honor  than  many  that  have  attained  this  distinction. 
Altogether  it  has  been  a  pleasure  to  review  this  book.  E.  m. 
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Gynecology  and  Abdominal  Surgery.  Edited  by  Howard  A. 
Kelly,  M.D.,  F.R.C.S.  (Hon.  Edinb.),  Professor  of  Gynecol- 
ogy Surgery  at  the  Johns  Hopkins  University;  Gynecologist 
to  the  Johns  Hopkins  Hospital,  Baltimore,  and  Charles  P. 
Noble,  M.D.,  Clinical  Professor  of  Gynecology  at  the  Woman's 
Medical  College,  Philadelphia;  Surgeon-in-Chief,  Kensington 
Hospital  for  Women,  Philadelphia.  Illustrated  by  Hermann 
Becker,  Max  Brodel,  and  others.  In  two  volumes.  Volume  L, 
pp.  850.  $8  per  volume.  W.  B.  Saunders  Company:  Phila- 
delphia and  London,  .1907. 

The  names  of  its  distinguished  editors,  Kelly  and  Noble,  guar- 
antee the  character  of  this  work,  the  first  in  which  gynecology  and 
abdominal  surgery  have  been  recognized  as  practically  inseparable, 
and  where  an  attempt  has  been  made  to  cover  both  fields.  This 
broadening  of  the  subject  makes  the  work  unique  in  its  presenta- 
tion and  enhances  the  interest  with  which  one  must  consider  it. 

In  presenting  their  finished  work  the  editors  say :  "Our  asso- 
ciates, competitors,  and  generous  critics,  the  general  surgeons,  will 
not  deny  that  the  great  advances  made  in  the  gynecological  field 
have  constituted  the  very  backbone  and  marrow  of  the  abdominal 
surgery  of  to-day,  and  that  pari-passu  with  the  labors  of  the  gyne- 
cologists have  gone  the  developments  of  the  surgery  of  the  ab- 
domen at  large.  These  volumes  are  living  witnesses  of  the  unity 
of  gynecology  and  abdominal  surgery  in  the  practical  field,  which 
it  is  our  pleasure  to  proclaim,  as  we  thus  once  more  assert  the 
unity  of  our  art  and  the  fraternity  of  those  who  practice  it." 

In  making  up  the  work  the  usual  classification  has  been  set 
aside  to  substitute  one  that  the  editors  believe  of  great  practical 
value.  To  meet  the  needs  of  the  general  practitioner,  a  section  is 
devoted  to  medical  gynecology.  Certain  obstetric  or  gyneco- 
obstetric  subjects  have  been  included,  such  as  the  puerperal  in- 
juries and  infections,  the  treatment  of  incomplete  abortion,  ectopic 
pregnancv,  and  the  Cesarean  operations.  This  is  done  in  the 
belief  that  it  will  prove  of  practical  value  to  the  physician,  and 
will  give  the  general  surgeon  practicing  abdominal  surgery  with- 
out an  obstetric  training  a  broader  and  fuller  view  of  the  subject. 
In  general  the  subjects  of  the  work  are  dealt  with  in  a  broad  and 
liberal  manner.  Especial  attention  is  devoted  to  modern  surgical 
technique. 

The  illustrations  are  a  very  important  and  noticeable  feature. 
They  have  nearly  all  been  done  by,  or  under  the  supervision  of 
Hermann  Becker,  who  has  devoted  more  than  four  years  to  this 
work.  A  few  were  made  by  Max  Brodel  and  others.  They  are 
fresh  and  graphic  and  fully  up  to  the  ideal  of  beautv,  clearness, 
and  accuracy  which  has  made  the  work  of  those  artists  a  world 
standard. 

In  type,  paper,  and  general  appearance  these  volumes  are  sim- 
ilar to' well-known  books  by  Dr.  Kelly  already  published. 

The  scope  and  arrangement  of  the  work  can  be  shown  by  a  list 
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of  the  chapter  headings  and  the  names  of  the  authors,  all  men  of 
the  first  authority  in  their  departments. 

The  opening  chapter,  on  the  very  important  subject,  "Gyneco- 
logical Technique,"  by  Howard  Kelly,  is  a  mirror  of  modern 
practice.  His  style  is  well  shown  by  the  following  paragraphs 
on  the  use  of  rubber  gloves:  "When  the  hands  have  been  con- 
scientiously kept  free  from  known  infectious  material,  and  have 
been  disinfected  after  one  of  the  methods  described  above,  they 
are  not  liable  to  prove  a  source  of  infection.  Since,  however,  the 
conscience  is  not  equally  acute  in  all,  and  since  the  surgeon  who 
bears  the  responsibility  cannot  always  know  where  the  hands  of 
his  assistants  have  been,  it  is  safer  to  adopt  the  use  of  rubber 
gloves  as  a  routine  practice  for  every  one  who  handles  the  sutures, 

ligatures,  dressings,  instruments,  and  tissues" 

He  who  thinks  that  he  can  sterilize  his  hands  by  scrubbing  with 
soap  and  water,  and  soaking  them  in  chemicals  after  contact  with 
virulent,  resistant  bacteria,  is  sooner  or  later  destined  to  cause  the 
wound  infection  and,  perhaps,  the  death  of  his  patient.  "The 
operator  or  assistant  who  examines  cases  of  puerperal  infection, 
ulcerating  carcinomata,  or  infected  fibroids,  or  who  brings  his 
hands  in  contact  with  suppurating  wounds,  is  a  constant  menace 
to  the  safety  of  his  patients.  The  use  of  rubber  gloves  to  protect 
the  hands,  while  of  the  greatest  value,  has  in  certain  ways  served 
to  break  down  the  technique  of  aseptic  surgery.  The  hands 
should  be  washed  as  carefully  and  sterilized  as  faithfully  as  if 
the  gloves  were  not  worn,  for  holes  are  frequently  made  by 
needle  puncture  during  operation,  and  sometimes  a  glove  must 
be  taken  off  to  aid  the  tactile  sense  during  the  operation ;  then  the 
hands  which  have  not  been  conscientiously  prepared  are  liable  to 
infect  the  patient.  The  operator  may  also  imagine  that,  because 
of  this  protection,  he  can  safely  step  from  an  infected  case  to  a 
clean  operation,  while  here  a  little  hole  in  a  glove  may  constitute 
a  serious  lapse  in  the  technique.  The  use  of  thin  gloves  should 
form  a  part  of  the  technique  of  the  bimanual  examination  of  every 
case  suspected  of  being  infected,  in  dressing  those  wounds  where 
the  hands  come  in  contact  with  suppurating  surfaces,  in  giving 
enemata  by  an  assistant,  and  in  the  examination  of  pathological 
tissues." 

Chapter  II.,  on  "Bacteriology,"  by  W'm.  \Y.  Ford,  is  excellently 
concise,  yet  covers  the  ground  most  fully. 

Chapter  III.,  on  "Pathology  of  the  Reproductive  Organ-,"  by 
Elizabeth  Ilurdon,  is  more  complete  than  any  monograph  on  the 
subject  which  has  yet  appeared  in  the  English  language.  It  is 
also  remarkable  for  the  beauty  of  its  illustrations. 

Chapter  IV.,  on  "Medical  Gynecology,"  by  Chas.  P.  Noble 
and  Brooke  M.  Anspach,  is  very  practical  and  commendable,  and 
yet  is  chiefly  remarkable  on  showing  how  small  a  part  pure  medi- 
cine plays  in  purely  gynecological  affections. 

Chapter  V.,  on  "Non-Plastic  Operations  of  the  Vulva  and 
Vagina,"  by  Anna  M.  Fullerton.  includes  inflammatory  affections 
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of  the  vulva  and  vagina,  traumata,  ulcerative  processes,  hyper- 
trophy, atrophy  and  tumors  of  the  vulva,  vaginismus, 'vaginal 
cysts  and  abscesses,  and  neoplasms  of  the  vagina. 

Chapter  VI.,  by  Noble,  on  "Plastic  Operations  on  the  Perineum, 
Vagina,  and  Cervix ;  Curettage  of  the  Uterus,  and  Inversion  of 
the  Uterus,"  includes  a  discussion  of  the  general  principles  in- 
volved in  plastic  operations,  the  technique  of  dilatation,  curettage, 
trachelorrhapy,  cervical  amputations,  anterior  colporrhaphy,' 
perineorrhaphy,  and  operations  for  prolapse  and  inversion. 

Chapter  VII.,  by  Edebohls,  discusses  the  advisability  of  per- 
forming a  number  of  gynecological  operations  at  one  sitting. 

Chapter  VIII.,  by  G.  L.  Hunner,  discusses  "Diseases  of  the 
Bladder  and  Urethra." 

Chapter  IX.,  by  Kelly,  treats  of  "Vesical  Fistulse." 

Chapters  X.,  XI.,  XII.,  and  XIII.,  by  Noble,  discuss  the  "Pre- 
paratory Treatment,"  the  "After-Treatment,"  and  the  "Treat- 
ment of  the  Incision  in  Celiotomy  Cases,"  and  "Operations  for 
Retrodisplacement  and  Prolapse  of  the  Uterus." 

Chapter  XIV.,  on  "Ovariotomy,"  is  by  A.  J.  C.  Skene. 

Chapter  XV.,  on  "Vaginal  Section  for  Diseased  Ovaries  ana* 
Tubes,"  is  by  H.  T.  Byford. 

Chapter  XVI.,  on  "Removal  of  the  Uterine  Appendage,"  is  by 
J.  Clarence  Webster. 

Chapter  XVII.,  on  "Abdominal  Hysterectomy  for  Inflamma- 
tion of  the  Uterine  Appendages,"  is  by  J.  M.  Baldy. 

Chapter  XVIII.,  on  "Vaginal  Drainage  for  Pelvic  Abscess,"  is 
by  Kelly. 

Chapters  XIX.  and  XX.,  on  "Abdominal  Hysteromyomectorny" 
and  "Vaginal  Myomectomy,"  are  by  Noble. 

Chapter  XXL,  on  "Radical  Abdominal  Hvsterectomy  for  Can- 
cer of  the  Uterus,"  is  by  J.  G.  Clark. 

Chapter  XXII.,  on  "The  Byrne  Method  of  Treatment  of  Car- 
cinoma of  the  Uterus,"  is  by  X.  O.  Werder,  and  contains  im- 
portant suggestions  of  advance  over  the  method  so  urgently 
advocated  by  Byrne. 

Chapter  XXIII. ,  on  "Vaginal  Hysterectomy,"-  is  the  last  work 
of  the  late  Fernand  Henrotin. 

Chapters  XXIV.  and  XXV.,  on  "Conservative  Operations  on 
the  Ovaries  and  Tubes,"  and  "Operations  Before  Puberty,"  are 
by  Kelly. 

American  Practice  of  Surgery.  A  complete  system  of  the 
Science  and  Art  of  Surgery,  by  Representative  Surgeons  of  the 
United  States  and  Canada.  Editors,  Joseph  D.  Bryant,  M.D., 
•  LL.D.,  and  Albert  H.  Buck,  M.D.,  of  New  York  City/  Com- 
plete in  eight  volumes.  Profusely  illustrated.  Volume  III , 
pp.  775.  New  York :  William  Wood  &  Co.,  1907. 
The  third  volume  of  this  series  begins  with  an  interesting  chap- 
ter on  poisoned  wounds  caused  by  the  bites  and  stings  of  animals 
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and  insects,  by  Chas.  Field  Mason,  Surgeon,  U.  S.  A.  This  is 
followed  by  a  chapter  on  "Rabies,"  by  George  Gibier  Rambaud, 
Director  of  the  Pasteur  Institute,  New  York.  These  small  sub- 
jects fill  only  the  first  sixty  pages,  and  the  balance  of  the  book, 
over  700  pages,  is  devoted  to  the  very  important  divisions  of  the 
injuries  and  surgical  diseases  of  bone  and  the  diseases  and  in- 
juries of  joints. 

These  subjects  are  treated  in  a  most  comprehensive  manner 
and  with  a  remarkably  high  average  of  value  in  the  contributions 
of  the  various  authors.  Duncan  Eve  of  Nashville  writes  of  frac- 
tures ;  T.  Turner  Thomas  of  Philadelphia  of  pseudoarthrosis ; 
George  A.  Peters  of  Toronto  of  inflammatory  affections  of  bone ; 
Roswell  Park  of  Buffalo  of  non-inflammatory  affections  of  bone ; 
Shelton  Horsley  of  Richmond  of  syphilitic  disease  of  bones ; 
Channing  C.  Simmonds  of  Boston  of  tumors  originating  in  bone ; 
Charles  F.  Painter  of  Boston  of  chronic  non-tuberculous  and  non- 
traumatic inflammations  of  joints;  Alexander  Primrose  of  To- 
ronto of  tuberculous  disease  of  the  bones  and  joints,  and  John 
Chadwick  Oliver  of  Cincinnati  of  wounds  of  joints. 

Elements  d'Obstetrique.     Par  le  Dr.  V.  Wallich,   Profes- 
seur  Agrege  a  la  faculte  de  Medecine  de  Paris.     660  page^, 
with  88  illustrations.     Paris :  G.  Steinheil,    1907. 
This  little  volume  is  divided  into  four  parts.     The  first  treats 
of  normal  obstetrics,  the  second  of  pathological  conditions,  the 
third  of  operative  measures,  and  the  last  is  a  so-called  atlas.    The 
subject   is  well  condensed,  and  on  the  whole  the  opinions  are 
sound.     The  book,  however,  is  of  little  more  value  than  a  "quiz 
compend."     The  atlas  is  composed  of  88  poorly  executed  illus- 
trations, mostly  from  the  older  authors.  e.  m. 

GlNECOLOGlA.     Vol.  II.,  Tart  4.     ALA.  Fargas. 

Part  4  of  the  second  volume  of  this  Spanish  work  discusses 
the  inflammatory  and  neoplastic  conditions  of  the  uterine  adnexa. 
The  pathology,  especially  the  microscopic,  is  described  in  great 
detail,  and  elucidated  by  numerous  illustrations.  The  author  is  in 
favor  of  conservative  measures  in  gonorrheal  infections,  limiting 
surgical  intervention  strictly  to  very  chronic  cases.  The  compli- 
cated knots,  described  in  the  technique  of  ovariotomy,  used  lor 
ligation  of  the  pedicle,  have  been  generally  abandoned.  Foreign 
literature  has  been  carefully  studied. 

Untersuchungen  uber  den  Bau  der  men sch lichen  Tube 
zur  Klarung  der  Divertikelfrage  mittels  Modell-rekon- 
struktion  nacii  Born.  Dr.  Paul  Kroemer,  Privatdozent 
fiir  Gynakologie  und  Geburtshilfe  an  der  Universitat  Giessen. 

Pages  31;  26  illustrations.     Leipzig:    S.  Ilirzel,  1906. 

This  short  monograph  describes  the  plastic  reconstruction  of  a 
normal  Fallopian  tube  of  a  multipara.  Three  diverticula  were 
found,  one  with  its  opening  pointing  toward  the  uterus,  and  two 
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directed  toward  the  ampullary  end.  From  these  findings  it  would 
appear  that  diverticula  are  not  uncommon.  The  author  concludes 
that  as  long  as  the  ciliary  action  is  unimpeded  the  descending 
ovum  does  not  enter  false  passages,  but  that  if  inflammation  or 
distortion  interferes  with  the  ciliary  activity  the  ovum  is  likely 
to  be  arrested,  and,  if  impregnated,  will  give  rise  to  an  ectopic 
pregnancy. 
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OBSTETRICS. 

Epilepsy  and  Pregnancy. — Maximilian  Xeu  (  Monatsschr.  f. 
Geb.  it.  Gyn.,  July,  1907)  records  the  case  of  a  young  servant  of 
peculiar  mental  condition  who  became  pregnant,  and  during  preg- 
nancy developed  epilepsy.  She  had  previously  had  signs  of  sexual 
perversity  and  petit  mal.  The  attacks  became  so  violent  that  she 
developed  a  status  epilepticus  and  was  taken  to  the  hospital  in  a 
condition  of  coma,  where,  after  having  had  twenty-six  attacks  in 
twenty-three  hours,  she  died  without  regaining  consciousness. 
No  albumin  was  found  in  the  urine ;  the  attacks  were  typical  of 
epilepsy,  not  of  eclampsia,  and  there  was  little  change  in  the  pulse 
and  no  rise  of  temperature.  The  question  is  raised  whether 
epilepsy  was  a  result  of  the  coming  pregnancy,  and  the  author 
finds  little  reason  to  believe  that  pregnancy  can  be  a  cause  of 
epilepsy.  He  believes  that  an  epileptic  condition  was  present  in 
his  patient  before  pregnancy  supervened.  Possibly  pregnancy 
was  a  sufficient  source  of  irritation  of  an  unstable  nervous  system 
10  produce  a  fully  developed  epileptic  condition  in  one  previously 
affected  only  by  petit  mal.  As  a  general  thing  pregnancy  has  no 
evil  effect  on  epileptics.  Neither  do  epileptic  attacks  interfere  with 
pregnancy. 

Absolute  Indications  for  Widening  of  the  Pelvis  in  Preg- 
nancy.—  Z.  J.  Gauss  (Zcnt.  f.  Gyn.,  July  13,  1907)  believes  that 
widening  of  the  pelvis  by  operation  may  be  a  prophylactic  pro- 
cedure of  value  when  there  is  reason  to  believe  that  spontaneous 
delivery  is  impossible  without  it.  The  size  of  the  child,  strength  of 
the  contractions,  and  degree  of  pelvic  contraction  must  all  be  con- 
sidered in  deciding  whether  birth  can  take  place  naturally.  When 
there  is  danger  to  mother  or  child  or  both,  a  widening  of  the  pelvis 
is  indicated  in  order  that  labor  may  be  terminated  either  by  forceps 
or  by  version.  It  then  loses  its  prophylactic  quality,  however.  We 
must  know  the  smallest  dimensions  of  the  pelvis  that  will  allow 
of  spontaneous  delivery.  It  is  impossible  to  learn  the  exact  diam- 
eters of  the  pelvis  except  by  precise  measurements  of  the  external 
pelvis.  At  Freiburg,  careful  measurements  of  the  conjugates  has 
been  made  in  every  case  for  two  and  one-half  years.    Of  230  preg- 
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nant  women  with  contracted  pelves,  none  having-  flat  pelves  with 
a  conjugata  vera  of  less  than  7.25  cm.,  or  having  generally  con- 
tracted pelves  of  less  than  7.75  cm.,  had  a  mature  child  delivered 
spontaneously.  We  may  then  consider  that  spontaneous  delivery 
is  impossible  with  a  conjugate  of  less  than  7.25  to  7.75  cm.,  ac- 
cording to  the  variety  of  contraction.  Below  this  limit  widening 
of  the  pelvis  is  absolutely  indicated.  In  such  cases  the  operation 
may  be  done  early  as  a  prophylactic  measure.  The  author  goes 
a  step  further.  It  is  well  known  that  in  primiparse  whose  soft 
parts  have  never  been  stretched,  the  use  of  forceps  after  hebotomy 
may  cause  serious  lesions  of  the  soft  parts.  If  we  perform  the 
operation  before  labor  begins  and  allow  of  the  healing  of  the 
wound  before  labor  comes  on,  we  need  not  dread  infection  by 
such  tearing  of  the  soft  parts.  Abortion  does  not  result  from 
the  operative  procedure.  The  operation  should  not  be  done  earlier 
than  the  thirty-fifth  week  of  pregnancy.  We  need  not  fear  hem- 
orrhage for  the  mother  if  we  have  a  care  not  to  rotate  the  legs 
outward  during  the  operation.  There  is  little  danger  of  a  renewed 
contraction  of  the  pelvic  ring  taking  place  during  the  few  weeks 
before  delivery.  The  author  records  a  successful  case  of  prophy- 
lactic widening  of  the  pelvis.  Below  the  limit  of  7.25  cm.  conju- 
gate down  to  6.5  cm.,  widening  of  the  pelvis  is  absolutely  indi- 
cated, although  Cesarean  section  may  be  used  instead. 

Face  Presentations. — J.  Thies  (Zent.  f.  Gyn.,  July  13,  1907) 
says  that  the  maternal  mortality  in  face  presentations  is  one-half 
per  cent.,  that  of  the  children  13  to  17  per  cent.  The  prognosis  for 
spontaneous  delivery  is  bad.  The  indication  is  to  convert  these 
cases  into  vertex  presentations.  This  may  be  done  by  the  combined 
method  of  Thorn.  The  inner  hand  seeks  the  occiput  or  a  point  to 
grasp  upon  the  face,  and  pushes  it  backward,  while  the  outer  hand 
seeks  to  seize  the  shoulders  and  an  assistant  steadies  the  head. 
This  maneuver  is  successful  in  a  large  proportion  of  cases.  De- 
livery occurs  in  a  half  hour  after  the  version  in  many  instances. 
The  child  must  be  freely  movable  for  the  operation  to  succeed; 
and  the  cervix  must  be  dilated  sufficiently  to  admit  half  the  hand. 
It  must  be  done  after  the  rupture  of  the  membranes.  This  pro- 
cedure is  indicated  when  we  have  dilatation,  rupture  of  mem- 
branes, weak  pains  and  delayed  delivery.  The  use  of  forceps 
would  be  dangerous  for  the  mother,  as  well  as  for  the  child.  This 
procedure  may  be  made  use  of  as  a  prophylactic  measure,  the  cor- 
rection of  position  being  made  early  in  labor.  It  is  contraindicated 
in  threatened  uterine  rupture,  placenta  previa,  prolapse  of  the 
cord,  and  descent  of  the  arm. 

Indications  for  Operation  for  Increasing  the  Width  of  the 
Pelvis. — Menge (Milnch.  med.  IVoch.,  July  23.  1007)  gives  pre- 
cise indications  for  the  different  operations  for  delivering  the  child 
in  contracted  pelvis  of  various  degree.     In  pelves  with  a  conjugata 
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vera  of  5.5  cm.  and  under,  delivery  through  the  pelvis  is  impos- 
sible. In  such  cases,  whether  the  child  is  dead  or  alive,  a  Cesarean 
section  can  be  the  means  of  delivery.  In  such  pelves,  if  the  child 
be  dead,  delivery  may  be  accomplished  by  craniotomy.  Unless  the 
conjugate  is  at  least  6.5  cm.,  with  middle-sized  children  good  re- 
sults cannot  be  obtained  by  operations  for  widening  the  pelvis.  In 
a  pelvis  whose  diameter  varies  between  5.5  and  6.5  cm.,  with  a 
living  medium-sized  child  the  relative  indication  is  for  Cesarean 
section.  When  hebotomy  is  done  it  is  best  to  await  a  natural 
evolution  of  the  delivery  to  obtain  good  results.  The  nearer  we 
<;ome  to  6.5  cm.  the  better  is  the  outcome.  In  pelves  with  a  con- 
jugate of  6.5  to  7.5  cm.  the  best  results  are  to  be  obtained  by 
hebotomy  in  head  presentations.  In  face,  breech,  and  arm  pres- 
entations Cesarean  section  is  obligatory  in  the  interest  of  the 
mother,  or  to  secure  rapid  delivery  of  the  child  when  the  cord  or 
small  parts  of  the  child  have  descended.  Spontaneous  delivery 
can  occur  only  when  the  conjugata  vera  is  over  7.5  cm.  and  when 
the  child  is  of  medium  size  and  with  the  head  presenting.  Hebot- 
omy is  to  be  done  only  when  it  is  certain  that  a  spontaneous  birth 
is  not  possible ;  that  is,  after  the  rupture  of  the  membranes  and  the 
attempt  of  the  head  to  mold  to  the  pelvis.  It  is  desirable  to  delay 
operation  until  the  cervix  is  fully  dilated.  When  the  membranes 
have  ruptured  the  operation  should  be  done  as  soon  as  possible, 
since  only  the  descent  of  the  head  will  complete  dilatation.  With 
diameters  over  7.5  cm.  eighty  per  cent,  of  deliveries  are  spon- 
taneous, without  injury  to  the  mother.  With  a  diameter  of  over 
7.5  cm.  it  is  always  advisable  to  attempt  delivery  by  version  or 
forceps.  If  it  is  too  late  to  perform  version,  the  membranes  hav- 
ing ruptured,  hebotomy  is  necessary  in  order  to  deliver  a  living 
child.  With  a  medium-sized  child  the  pressure  of  the  head  forcibly 
brought  down  is  dangerous  under  8  cm.  Hebotomy  is  indicated 
in  diameters  of  from  7.5  to  8  cm.  with  breech  presentation,  pro- 
lapsus of  cord  or  limbs,  or  shoulder  presentation.  Hebotomy  is 
to  be  done  only  when  there  is  danger  to  mother  or  child.  Be- 
tween 6.5  and  7.5  cm.  Cesarean  section  as  an  alternative  to  hebot- 
omy has  a  great  role.  It  is  often  necessary  when  delivery  is  pos- 
sible by  no  other  means.  The  aftercoming  head  is  often  brought 
down  with  difficulty  even  in  pelves  with  a  conjugate  between  7.8 
and  8  cm. 

Cesarean  Section  in  Cases  of  Infection. — Veit  (Monats- 
schr.  f.  Geb.  11.  Gyn.,  July,  1907)  describes  the  procedure  to  be 
undertaken  in  Cesarean  section  in  cases  of  infection  of  the  uterus. 
Here  it  is  necessary  to  close  the  peritoneal  cavity  lest  some  infec- 
tion should  reach  it  from  the  fluids  contained  in  the  uterus,  while 
under  ordinary  conditions  the  uterine  contents  are  sterile.  The 
incision  is  made  in  the  abdominal  wall  as  usual ;  the  uterine  wall 
is  then  sewn  to  the  edges  of  the  abdominal  incision,  and  thus  the 
peritoneal  cavity  is  closed  off  before  the  incision  is  made  that  opens 
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the  uterus  itself.  The  operation  is  somewhat  slower  than  the 
classical  Cesarean  section,  but  is  without  danger  to  mother  or 
child.    The  author  uses  no  drainage. 

Pathogeny  of  Phlegmasia  Alba  Dolens. — M.  G.  Keim  (La 
Presse  Medicate,  July  17,  1907)  believes  that  there  are  cases  of 
phlegmasia  alba  dolens  that  are  not  the  result  of  infections  from 
without.  It  may  follow  a  perfectly  normal  puerperal  state,  and  is 
rare  in  serious  infections  as  well  as  in  abortions,  which  are  fre- 
quently accompanied  by  infection.  After  delivery  coagulation 
may  result  from  an  abnormal  blood  condition  due  to  imperfect 
function  of  the  liver.  During  pregnancy  these  functions  are 
altered  and  the  blood  becomes  more  coagulable  than  normal. 
There  is  an  excess  of  fibrin.  Injections  of  plain  water  or  sublimate 
render  coagulation  easier.  The  treatment  of  this  condition  should 
aim  to  stimulate  uterine  contraction  and  increase  the  anticoagu- 
lating  function  of  the  liver.  Intrauterine  douches  should  not  be 
given,  and  all  clots  and  placental  remains  should  be  removed.  At 
the  end  of  pregnancy  intestinal  affections  aid  in  producing 
toxemia.  There  are  internal  coagulations  in  the  abdominal  veins 
from  pressure,  which  after  the  traumatism  of  labor  are  propagated 
to  the  veins  of  the  leg.  Intestinal  toxins  act  upon  the  liver  again 
and  lessen  coagulating  power.  1  'ractical  deductions  are  that  intes- 
tinal conditions  should  be  carefully  watched  during  pregnancy, 
constipation  and  enteritis  treated  at  once,  and  intestinal  lavage 
made  with  alkaline  solutions  and  peroxide  of  hydrogen.  The 
venous  system  is  at  the  same  time  treated  by  giving  hamamelis 
virginica  and  strychnine.  After  delivery  the  uterus  should  be 
carefully  emptied  and  contraction  hastened  by  hot  vaginal  douches 
and  ergot. 

Placental  Retention  After  Abortion. —  A.  Bonnet-Labordiere 
(Jour,  des  Sci.  Med.  de  Lille,  August  17,  1907)  divides  the  treat- 
ment of  abortions  in  which  it  is  impossible  to  ascertain  positively 
whether  the  placenta  and  membranes  have  been  entirely  removed, 
into  two  heads,  expectant  treatment,  and  immediate  operative 
treatment.  Some  accoucheurs,  among  whom  is  Tarnier,  believe 
that  by  awaiting  the  evolution  of  nature  the  case  may  be  finished 
without  submitting  the  patient  to  a  disagreeable  operation.  Others 
believe  that  such  waiting  exposes  the  patient  to  the  great  dangers 
of  hemorrhage  and  infection.  If  a  waiting  policy  is  to  be  carried 
out,  the  patient  should  be  in  a  hospital  under  constant  super- 
vision. She  must  also  remain  in  bed  for  some  time.  Therefore 
the  operative  policy  lias  many  advocate-.  In  many  cases  it  is  im- 
possible to  tell  absolutely  whether  the  whole  secundines  have  been 
removed.  The  use  of  the  curette  will  not  decide  the  matter,  since 
it  is  possible  for  a  cotyledon  of  the  placenta  to  remain  hidden  in 
a  horn  of  the  uterus.  Again  the  curette  may  so  mutilate  the 
placenta  and  open  the  uterine  vessels  by  tearing  the  mucous  mem- 
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brane  that  infection  is  rendered  easy.  Severe  hemorrhage  may 
also  follow  curetting.  The  author  inclines  to  the  belief  that  the 
immediate  removal  of  the  placenta  is  the  best  policy. 

GYNECOLOGY   AND  ABDOMINAL   SURGERY. 

Vaginal  Lesions  the  Result  of  Coitus. — Heinrich  Rotter 
(Gyn.  Rund.,  Bd.  I.,  H.  II.,  1907)  cites  three  cases  observed  by 
himself  in  which  such  severe  lesions  of  the  vagina  occurred  that 
the  patient  applied  for  treatment  for  hemorrhage.  Serious  in- 
fections may  result  from  these  injuries.  Neugebauer  has  col- 
lected 157  cases  from  literature,  22  of  which  resulted  fatally 
from  septic  processes  or  hemorrhage.  Retroflexion  of  the 
uterus,  senile  involution,  and  coitus  a  tcrgo  were  responsible 
for  most  of  the  injuries.  Exaggerated  sexual  feeling  on  the 
part  of  the  woman,  abstinence  from  coitus  for  a  long  time 
before  the  one  causing  the  injury  and  violence  on  the  part  of 
the  man  were  the  immediate  causes  in  most  cases.  In  a  few  cases 
vaginismus  was  a  factor  in  the  injury. 

Effects  of  Experimental  Injections  of  Extract  of  the  Corpus 
Luteum. — E.  Ferroni  (Ann.  di  Ostet.  c.  Gin.,  May,  1907)  has 
made  a  study  of  the  effect  of  injections  of  a  solution  of  the  cor- 
pora lutea  of  the  ovary  of  non-pregnant  females  into  animals.  He 
also  extracted  the  ovarian  substance  without  any  corpora  lutea  in 
it  and  injected  this  alone,  as  a  control  series  of  experiments.  The 
corpora  lutea  used  were  from  healthy  cows.  The  author  at  first 
established  the  lethal  dose  of  extract  of  corpora  lutea.  The  imme- 
diate results  of  the  injections  were  profound  depression  alternated- 
with  short  periods  of  excitement.  Permanent  depression  followed, 
with  dyspnea,  aversion  to  food,  scanty  urine  and  diarrhea.  In 
the  abdomen  there  were  found  residua  of  the  ovaries,  with  hyper- 
emia of  the  intestines.  The  spleen  was  congested,  and  the  kidneys 
were  in  a  condition  of  acute  nephritis.  In  the  injections  of  ovarian 
tissue  alone  none  of  these  symptoms  were  observed.  The  author 
then  estimated  the  metabolism  of  the  animals  which  had  received 
the  injections  in  terms  of  nitrogen.  The  metabolic  changes  were 
reduced  in  amount,  and  the  author  believes  this  was  not  due  to 
inanition.  He  also  estimated  the  effects  of  injections  of  the  other 
internal  organs,  such  as  liver,  spleen,  and  thyroid  gland.  He 
found  no  important  effects  except  from  thyroid  extract,  in  which 
the  effects  were  much  the  same  as  with  extract  of  corpus  luteum. 
The  author  believes  that  the  function  of  the  corpus  luteum  is 
cyclic  and  that  this  tissue  should  be  further  studied. 

Primary  Double  Paoillary  Tumor  of  the  Fallopian  Tubes. — 
M.  Danel  (Jour,  dcs  Sci.  Med.  dc  Lille,  August  10,  1907)  says  that 
primary  epithelial  neoplasms  of  the  tubes  are  not  very  common. 
Recurrences  after  some  months  when  apparent  cure  has  taken 
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place  shows  how  reserved  should  be  the  prognosis  in  such  cases. 
The  author  has  observed  four  such  cases  in  the  last  seven  years. 
He  illustrates  the  subject  by  presenting  the  case  of  a  woman  who 
had  had  only  one  normal  pregnancy,  and  no  marked  tubal  catarrh, 
in  whom  an  abdominal  operation  was  performed  for  enlargement 
of  the  tubes  on  both  sides.  The  operation  was  apparently  suc- 
cessful for  some  eight  months,  when  the  patient  appeared  with  a 
generalized  papillary  growth  affecting  the  pelvic  cavity,  peri- 
toneum, and  intestine.  The  histological  examination  of  such  pri- 
marv  growths  gives  very  few  data  for  an  accurate  diagnosis 
between  malignant  and  benign  growths,  while  the  macroscopic  ap- 
pearances are  almost  identical.  The  originally  benign  growth, 
which  could  not  be  entirely  removed,  may  have  undergone  malig- 
nant degeneration.  These  tumors  should  be  classed  among  those 
of  very  uncertain  prognosis. 

Cysts  of  the  Ovary. — O.  Laurent  {Rev.  Medico-Sociale,  June 
25,  1907)  says  that  the  complexity  of  the  ovarian  structure  gives 
rise  to  many  varieties  of  tumors.  The  dominant  form  is  the  cyst. 
This  may  be  dermoid  or  mucoid.  The  dermoid  cyst  results  from 
an  inclusion  of  the  intrablastoderm ;  the  parovarian  cyst  comes 
from  the  remains  of  the  Wolffian  bodies  or  accessory  ovaries. 
Mucoid  cysts  may  be  very  large ;  they  are  dark  in  color,  covered 
with  enlarged  veins ;  they  are  unilocular  or  multilocular  and  con- 
tain a  serous  fluid,  with  mucoid  flocculi.  Paralbumin  is  constant 
in  these  cysts.  They  may  be  sessile  or  pedunculated.  The  tube 
may  be  adherent  to  the  cyst  and  give  a  double  cord.  The  cysts 
may  be  between  the  layers  of  the  broad  ligament,  or  retroperi- 
toneal. If  they  are  vegetating,  the  epithelium  lining  the  cysts 
proliferates  markedly,  forming  granular  or  villous  projections  into 
the  cyst  cavity.  Rupture  of  vegetating  cysts  causes  peritoneal 
grafted  cysts,  or  pseudomyxedema  of  the  peritoneum.  There  may 
be  sarcomatous  or  epitheliomatous  degeneration.  If  non-vege- 
tating, the  lining  is  cylindrical,  ciliated,  or  mucous  epithelium  in 
a  single  layer.  The  dermoid  cyst  contains  sebum  and  hair,  and 
its  wall  may  contain  teeth  tixed  to  a  rudimentary  jawbone.  These 
cysts  are  teratomata.  The  theories  of  pathogenesis  are  two : 
ectodermic  inclusion  and  parthenogenesis.  Parovarian  cysts  arise 
from  debris  of  the  Wolffian  body.  Cysts  occur  at  from  20  to  75 
years  of  age.  There  is  a  period  of  latency  characterized  by  vague 
pains,  weight,  and  pelvic  neuralgia.  A  pelvic  tumor  follows  this. 
The  duration  is  from  two  to  three  years.  Ascites  indicates  can- 
cerous degeneration.  Complications  are  adhesions,  ascites,  in- 
flammation, torsion  of  the  pedicle,  intracystic  apoplexy,  and  rup- 
ture of  the  cvst.     The  treatment  is  removal. 

Tubal  False  Pregnancies. — R.  Pichevin  {Prog.  Med.,  June 
29,  1907)  contends  that  other  pelvic  conditions,  especially  sal- 
pingitis,  simulate  tubal   pregnancy   and   render  the   diagnosis   ex- 
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ceedingly  difficult.  We  make  the  diagnosis  of  tubal  pregnancy 
when,  after  non-appearance  of  the  menses,  there  occurs  a  sudden 
attack  of  pain  in  the  abdomen  with  hemorrhage  from  the  vagina. 
The  author  describes  two  cases  with  symptoms  that  might  lead 
to  the  diagnosis  of  tubal  pregnancy,  occurring  in  young  women, 
in  whom  the  classical  symptoms  of  tubal  abortion  appeared.  In 
such  cases  the  uterus  is  not  very  large,  but  may  be  somewhat  so, 
especially  when  parenchymatous  metritis  exists.  In  some  cases  it  is 
crowded  upward  and  forward  as  by  a  pyosalpinx.  Again,  a  uterus 
in  a  normal  position  is  not  freely  movable.  In  Douglas'  cul-de-sac 
is  felt  a  resistant,  elastic  tumor.  There  is  neither  nausea  nor  vom- 
iting, and  there  is  at  the  time  of  the  pain  and  hemorrhage  no 
syncope  or  coldness  of  the  extremities,  and  the  face  is  not  pale. 
It  is  found  that  the  patient  has  felt  hot  rather  than  cold,  and  the 
taking  of  the  temperature  reveals  a  moderate  rise  of  temperature 
for  several  days.  The  tumor  in  the  cul-de-sac  resembles  hema- 
tocele. Generally  the  uterus  has  an  elastic  mass  behind  it. 
Sometimes  it  may  be  felt  that  there  are  two  adnexal  masses.  The 
elevation  of  temperature  arises  from  the  eruption  of  a  small 
amount  of  septic  material  into  the  Douglas'  cul-de-sac  which  pro- 
duces a  reaction.  Exact  diagnosis  depends  on  the  finding  of  a 
lateral  mass,  tender  to  touch,  accompanied  by  a  rise  of  tempera- 
ture. A  small  ovarian  tumor  which  has  become  twisted,  and  is 
coexistent  with  a  pregnancy  will  give  the  same  symptoms. 

Genital  Prolapse. — E.  Deanglade  (Ann.  de  Gyn.  et  d'Obst., 
June,  1907)  says  that  the  cause  of  prolapsus  is  the  weakening  of 
the  pelvic  floor  combined  with  the  stretching  of  the  ligaments. 
The  object  of  treatment  is  to  relieve  the  complications  due  to  the 
lesions  produced  in  the  pelvic  organs  and  those  that  result  from 
general  malnutrition  and  nervous  conditions.  The  circulation  of 
the  uterus,  ovaries,  and  tubes  is  interfered  with,  while  the  organs 
are  submitted  to  numerous  irritations  from  without;  the  cervix 
becomes  ulcerated  and  hypertrophied.  Histological  examination 
shows  the  microscopic  lesions  of  metritis  which  may  be  propagated 
to  the  adnexa.  When  adhesions  occur  the  prolapsus  becomes  irre- 
ducible. Troubles  of  micturition,  cystocele,  and  calculus  may 
occur,  as  well  as  kidney  diseases.  General  symptoms  are  of  the 
order  of  neurasthenia.  The  author  believes  that  prolapsus  occurs 
only  in  those  persons  who  are  predisposed  to  it.  In  such  persons 
there  may  be  deformities  of  different  kinds.  The  immediate  causes 
are  conditions  that  favor  relaxation  of  the  pelvic  floor,  such  as 
labor,  especially  if  frequently  repeated.  The  author  does  not  be- 
lieve that  tearing  of  the  perineum  is  of  as  much  importance  as  has 
been  supposed,  but  that  this  is  the  secondary,  not  the  primary 
lesion,  since  prolapsus  exists  in  nulliparae  in  whom  the  perineum 
has  never  been  torn.  In  some  subjects  there  is  a  failure  of  gen- 
eral nutrition,  as  in  rachitic  subjects,  combined  with  increased  ab- 
dominal pressure,  from  increased  weight  or  effort.  In  general 
prolapsus  is  insidious  in  appearance.    As  to  therapeutic  measures 
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for  the  correction  of  prolapse,  pessaries  are  discarded  by  the 
author  as  only  palliative,  and  massage  as  not  generally  useful. 
Injections  of  parafhne  and  of  quinine  have  been  proposed,  but  are 
of  little  value.  The  author  rejects  the  Alexander  operation  as 
giving  no  permanent  results.  Abdominal  hysteropexy  does  not 
give  lasting  results,  and  may  produce  complications  should  labor 
occur.  Shortening  of  the  uterosacral  ligaments,  to  be  of  value, 
must  be  supplemented  by  perineorrhaphy  and  shortening  of  the 
round  ligaments.  Abdominal  hysterectomy  is  in  most  cases  a 
more  severe  operation  than  is  necessary.  Anterior  colporrhaphy 
is  useless  without  perineorraphy.  Amputation  of  the  cervix  is 
unnecessary  since  its  increased  length  is  a  result,  not  a  cause  of 
prolapsus.  Vaginal  hysterectomy  is  to  be  used  only  under  par- 
ticular conditions  when  there  are  lesions  of  the  uterus  that  demand 
its  removal,  such  as  fibroids.  The  author  has  employed  with  suc- 
cess a  new  procedure  that  originated  in  France.  It  consists 
of  a  resection  of  nearly  all  of  the  vagina  and  the  ex- 
clusion of  the  uterus,  which  is  crowded  backward  behind 
the  line  of  sutures  into  the  pelvic  cavity.  The  uterus 
is  then  supported  by  a  cicatricial  column.  A  large  lozenge  is  cut 
from  the  vaginal  tissue  with  its  long  axis  directed  toward  the 
meatus  and  perineum.  The  enclosed  mucous  membrane  is  then 
dissected  out  and  extirpated.  The  operation  is  short,  simple,  and 
successful.  There  remains  a  vaginal  cul-de-sac  about  three  centi- 
meters deep.  The  only  disadvantage  is  the  impossibility  of  sexual 
intercourse,  hence  the  operation  is  appropriate  only  in  old  women. 
The  exclusion  of  a  mucous  cavity  within  the  pelvic  cavity  has  not 
the  disadvantage  that  might  be  expected,  since  the  organ  becomes 
atrophied.  If  necessary  the  uterus  may  be  curetted  first.  An- 
terior myorrhaphy  is  a  useful  operation  which  leaves  a  firm  pelvic 
diaphragm,  which  does  not  permit  of  cystocele  or  rectocele  and 
leaves  the  uterus  high  up  and  in  a  condition  of  normal  ante- 
version. 

Non-Infectious  Pathological  Processes  in  the  Female  Pelvis. 
— J.  A.  Doleris  and  II.  Rouland  (Ann.  de  Gyn.  ei  d'Obst.,  July, 
1907)  say  that  not  all  adnexal  inflammations  are  of  infectious 
origin.  There  is  a  subacute  type  winch  has  no  relation  to  the 
infectious  forms.  Simple  catarrhal  salpingitis  and  hydrosalpinx, 
as  well  as  ovarian  and  parametria!  inflammations  may  be  of  this 
character.  The  cause  is  hereditary  or  acquired  predisposition, 
which  leads  to  a  deviation  of  structure.  Excessive  hyperemia  and 
sclerotic  degeneration  cause  pain,  hypertrophy,  and  hydrops. 
Blood  cysts  arc  thus  produced.  The  immediate  cause  is  obscure; 
thev  are  the  result  of  erations,  neuropathy,  or  hereditary 

syphilis.  The,  are  lesions  of  mechanical  hypostasis.  Exudative  or 
adhesive  inflammations  affect  the  peritoneum  and  pro  luce  primary 
alterations  of  the  adnexa.  Thus  there  ari-e  peritubal  periovarial! 
and  tuboovarian  adhesion-  which  become  converted  into  organ- 
ized plastic  cords,  cellular  bridges,  and  filaments.     They  occur  in 
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healthy  multipara  and  in  virgins,  and  result  in  sterility.  Nothing 
is  easier  than  to  establish  the  difference  of  etiology  between  these 
and  infectious  processes  by  examination  of  the  secretions.  The 
habitual  cause  is  a  vascular  traumatism  in  which  excessive  hyper- 
emia is  the  direct  factor  in  producing  the  flow.  The  authors  have, 
by  experiments  on  animals,  established  the  results  of  these  proc- 
esses. They  have  produced  permanent  adhesions  agglutinating 
the  organs  by  causing  aseptic  injuries  of  these  organs  in  rab- 
bits. These  are  the  persistent  remains  of  coagulated  blood,  and 
last  for  some  time.  They  produce  deformities,  deviations,  ectopv, 
compression,  and  abnormal  fixation  of  the  tubes,  ovaries,  and 
uterus.  Obliteration  of  the  tubes  is  frequent,  as  well  as  sacto- 
salpinx.  There  probably  exists  a  normal  tubal  secretion  which 
may  accumulate  and  form  a  cyst  in  an  occluded  tube.  The  abund- 
ance of  this  exudation  has  been  demonstrated  in  animals  by  the 
authors.  The  tubes  have  been  shown  to  become  rapidly  thinned 
by  distention,  the  epithelium  flattened,  and  the  muscular  fibers 
dissociated. 

Why  Must  the  Appendix  Be  Removed  in  Gynecological  Op- 
erations?— Pankow  {Munch,  med.  Woch.,  July  22,  1907)  dis- 
cusses the  necessity  of  a  routine  removal  of  the  appendix  whenever 
the  abdomen  is  opened  for  a  gynecological  operation.  The  author 
has  made  systematic  histological  examination  of  the  appendices 
removed  from  patients  operated  upon  for  gynecological  lesions 
in  150  cases.  He  finds  that  the  appendix  is  affected  more  often 
in  the  female  than  in  the  male,  and  that  lesions  occur  in  60  per 
cent,  of  gynecological  cases.  Appendicitis  plays  a  much  wider 
role  in  gynecological  cases  than  has  been  supposed.  It  is  fre- 
quently the  cause  of  closure  of  the  tube  and  resulting  sterility. 
Many  cases  of  pain  in  the  right  side  referred  to  the  ovary  result 
from  appendicitis.  The  inflammation  of  the  appendix  is  frequently 
unobserved  by  the  patient,  yet  it  leaves  its  marks  behind  in  ad- 
hesions, and  chronic  inflammatory  conditions.  Hence  the  author 
believes  that  when  we  have  opened  the  abdomen  for  another 
operation  we  should  at  the  same  time  remove  the  appendix. 

Indications  for,  and  Results  of,  Bier's  Method  of  Treatment. 

— H.  Duclaux  (Le  Prog.  Med.,  July  15.  1907)  says  that  this  treat- 
ment is  of  two  kinds,  giving  active  hyperemia  produced  by  local 
applications  of  heat,  and  passive,  or  venous  hyperemia,  produced 
by  the  withdrawal  of  air  in  a  closed  apparatus,  or  by  enclosing 
the  limb  in  a  rubber  band,  that  should  not  be  too  tight  or  kept  on 
too  long.  It  should  not  produce  pain,  anesthesia,  or  coldness  of  the 
limb,  but  simple,  moderate  edema.  The  band  remains  in  place 
from  three-quarters  of  an  hour  to  an  hour  for  acute  affections 
and  20  to  22  hours  for  the  chronic  ones.  The  edema  results  from 
dilatation  of  the  veins,  and  it  is  claimed  that  it  has  bactericidal 
properties,  is  antitoxic,  and  improves  the  nutrition  of  the  tissues. 
According  to  Bier  it  is  the  best  treatment,  used  entirely  alone,  for 
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tuberculosis  of  the  joints.  An  early  mobilization  of  the  joint  is 
permitted,  and  normal  motion  soon  returns.  A  speculum  has  been 
devised  by  Ferguson  in  which  air  can  be  exhausted,  and  thus  good 
results  are  claimed  in  metritis  and  dysmenorrhea.  These  good 
results  are  not  confirmed  by  all  observers,  and  in  France  it  is 
believed  that  some  of  them  are  still  to  be  proven.  There  have 
been  produced  sensory  complications,  vascular  troubles,  chronic 
edemas,  and  consecutive  infections,  such  as  lymphangitis,  ery- 
sipelas, adenitis,  and  fistulae  from  tubercular  processes  that  had 
been  closed  heretofore.  At  the  same  time  it  is  of  great  value  in 
gonorrheal  arthritis,  in  hydrarthrosis,  and  some  articular  inflam- 
matory processes.  Great  prudence  is  necessary  in  the  use  of  the 
method  and  it  is  of  most  value  in  early  cases. 

Scopolamin  and  Spinal  Anesthesia  in  Gynecological  Opera- 
tions.— Gustav  Klein  (Zent.  f.  Gyn.,  July  6,  1907)  says  that  most 
of  the  statistics  of  results  of  anesthesia  take  no  account  of  the 
deaths  that  occur  from  two  to  six  days  after  the  narcosis,  from 
shock,  from  pneumonia,  and  from  ether  bronchitis.  Chloroform 
acts  on  a  degenerated  heart  muscle  as  well  as  on  the  muscles  of 
the  general  system  and  the  central  nervous  system.  In  anemic  and 
cachectic  persons  the  sleep  obtained  by  scopolamin  is  most  useful 
for  operations  of  moderate  intensity.  Also  in  cases  where  ether 
narcosis  is  contraindicated  scopolamin  narcosis  is  of  value  to  per- 
mit operations  that  could  not  otherwise  be  done  at  all.  Scopolamin 
and  spinal  anesthesia  are  indicated  in  combination  with  chloro- 
form or  ether  in  some  cases  where  less  of  the  anesthetic  can  be 
given  through  their  aid.  Spinal  anesthesia  alone  may  be  used 
in  operations  on  the  perineum,  vagina,  and  vulva,  as  well  as  in 
celiotomy  when  no  great  pulling  or  tearing  of  the  organs  will  be 
necessary,  or  there  are  no  tumors  of  uterus  or  adnexa.  In  nerv- 
ous patients  spinal  anesthesia  combined  with  scopolamin  is  most 
useful  for  all  slight  operations  where  it  is  not  desirable  for  the 
patient  to  be  at  all  conscious  of  her  surroundings.  When  there  is 
necessary  pulling  on  the  uterus  or  adnexa  or  total  vaginal  extir- 
pation of  either  or  these  organs,  and  in  abdominal  operations  with 
strongly  adherent  adnexa  inhalation  narcosis  becomes  necessary, 
but  bv  the  use  of  scopolamin  combined  with  spinal  anesthesia 
very  little  of  the  general  anesthetic  need  be  given.  In  the  cases 
treated  by  the  author  no  bad  effects  followed  the  use  of  these  com- 
binations. 

The  Uterine  Endoscope. — Ch.  David  (La  Tribune  Medicate, 
July  18,  1907)  has  adapted  an  instrument  for  the  visual  inspec- 
tion of  the  interior  of  the  uterus,  using  the  principle  of  the  urethro- 
scope of  Luys.  It  consists  of  a  tube  with  an  apparatus  for  light- 
ing it,  and  end  tubes  of  various  shapes  for  examination  of  dif- 
ferent portions  of  the  uterine  canal.  The  tube  is  closed  at  the 
uterine  end  by  glass  and  the  end  is  removable  and  can  be  cleaned 
and  sterilized.  The  outside  of  the  tube  is  graduated  in  centimeters 
so  as  to  tell  how   far  it  has  entered.     The  genitals  are  carefully 
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disinfected  and  dilated  as  much  as  is  needed.  The  introduction 
of  the  tube  gives  no  pain  to  the  patient  and  is  easy  for  the  oper- 
ator. Diagnosis  is  aided  by  this  procedure  and  indications  for 
treatment  are  given  that  cannot  be  reached  otherwise.  It  is  indi- 
cated in  all  conditions  of  the  uterine  canal  where  an  exact  diag- 
nosis cannot  be  arrived  at  by  other  means,  such  as  chronic  metritis, 
tumors  and  placental  remains  after  labor  or  abortion.  It  enables 
local  treatment  to  be  applied  accurately,  and  the  result  of  opera- 
tions to  be  seen.  It  is  contraindicated  in  marked  displacements 
that  are  irreducible  and  fixed;  in  periuterine  lesions,  and  acute 
pelvic  peritonitis.  The  author  has  used  it  in  about  twenty  cases 
with  success. 

Use  of  Nucleinic  Acid  in  Laparotomy.— Delassus  (Jour,  des 
Set.  de  Lille,  August  3,  1907)  gives  an  account  of  the  use  of 
nucleinic  acid  in  a  series  of  twelve  cases  of  laparotomy  done  for 
various  causes,  and  says  that  the  procedure  is  of  use,  although  he 
does  not  employ  it  as  a  routine  measure  in  all  laparotomies  on 
account  of  certain  inconveniences  of  its  use.  All  of  the  cases 
recovered  and  some  had  abscesses  at  the  site  of  the  injec- 
tions, although  none  of  the  patients  had  symptoms  of  peritonitis. 
It  is  used  to  increase  the  resistance  of  the  peritoneum  by  giving 
an  injection  15  hours  before  operation.  The  writer  used  one  gram 
of  the  powdered  acid  dissolved  in  alkaline  water  and  injected  under 
the  skin.  It  causes  considerable  pain  and  lessens  the  sleep  of  the 
patient,  thus  making  her  unfit  for  operation  in  some  cases.  The 
use  of  cocaine  with  it  is  of  advantage.  The  temperature  rises  and 
the  pulse  is  generally  increased.  The  color  of  the  peritoneum  is 
not  changed.    The  drug  has  no  bad  effect  on  the  kidneys. 

Albuminuria  in  the  Course  of  Uterine  Fibroids.— A.  Venot 
(Rev.  Fran,  de  Med.  et  de  Chir.,  August  10,  1907)  says  that  albu- 
minuria may  coexist  with  fibroids  in  the  uterus.  The  amount  is 
very  variable,  from  traces  to  a  large  proportion  being  present. 
When  it  is  abundant  the  urine  is  lessened  in  quantity.  Most  fibroid 
cases  that  die  after  operation  succumb  as  a  result  of  kidney  com- 
plications. In  successful  cases  the  albumin  disappears  promptly 
from  the  urine  after  operation.  On  the  other  hand,  some  recover 
with  persistent  albuminuria.  Three  groups  of  cases  may  be 
distinguished.  In  the  first  the  kidney  condition  is  independent  of 
the  fibroid,  and  the  result  of  preexisting  nephritis  from  other 
causes.  In  these  cases  the  operation  will  hasten  the  progress  of 
the  nephritis  and  albuminuria  will  persist  after  it.  In  the  second 
group  the  fibroma  causes  the  renal  lesion  or  aggravates  an  exist- 
ing nephritis.  Here  removal  of  the  tumor  will  be  followed  by  an 
amelioration  of  the  kidney  trouble.  The  third  group  includes  the 
cases  in  which  the  fibroma  causes  the  persistent  or  transient  renal 
lesion  and  the  resulting  albuminuria.  These  are  the  most  interest- 
ing types  as  well  as  the  most  frequent.  The  tumor  compresses  the 
ureter  and  produces  congestion  of  the  kidney.  When  pressure  is 
relieved   the   albumin   disappears.      Such   a  kidney   may   become 
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sclerotic,  but  this  generally  takes  place  very  slowly.  In  cases  of 
true  nephritis  operation  is  contraindicated.  If  the  condition  is 
somewhat  acute,  with  fever  and  much  albumin,  it  is  generally  due 
to  compression,  and  operation  is  urgently  demanded  to  relieve  the 
pressure  of  the  tumor  on  the  ureter. 

Syphilitic  Metrorrhagia. — A.  A.  Muratow  (Zent.  f.  Gyn.,  July 
6,  1907)  describes  two  cases  of  obstinate  uterine  bleeding  which 
resisted  all  treatment  until  mercury  was  administered,  when  they 
recovered.  The  author  believes  that  syphilitic  conditions  of  the 
uterus  are  more  frequent  than  is  generally  believed.  There  is 
very  little  available  literature  on  this  subject,  and  no  autopsies  on 
such  cases  have  been  recorded.  In  all  probability  the  condition  of 
the  uterus  is  similar  to  that  found  in  syphilitic  affections  of  the 
stomach  in  which  hemorrhage  occurs.  Here  the  mucous  mem- 
brane is  affected,  and  especially  the  bloodvessels,  and  erosions 
and  ulcerations  of  the  surface  occur  with  erosions  of  bloodvessels 
that  perforate  and  allow  of  hemorrhage.  There  are  no  specific 
symptoms  of  such  metrorrhagia,  there  being  no  cachexia,  and  the 
uterus  being  an  organ  from  which  bleeding  is  easily  tolerated. 
Such  bleeding  has  been  observed  in  young  maidens  the  subjects 
of  inherited  syphilis,  and  in  the  puerperal  state  in  women  who 
suffered  from  syphilis.  Hemophilia  has  even  been  suspected,  so 
profuse  and  persistent  was  the  bleeding.  Cystic  ovaritis  has  re- 
sulted in  some  cases.  In  all  cases  of  obstinate  bleeding  from  the 
uterus  without  clear  etiological  elements  it  is  desirable  to  inquire 
carefully  for  a  syphilitic  history  in  the  patient,  her  husband,  or  her 
parents,  and  make  use  of  syphilitic  treatment  before  giving  up  the 
treatment  of  the  case  to  operative  procedure.  Most  of  these 
patients  have  gone  the  rounds  of  specialists  and  had  all  sorts  of 
treatment  without  any  benefit,  but  are  promptly  relieved  by  mer- 
cury and  iodides. 

Indications  and  Operative  Procedures  for  the  Treatment  of 
Hematometra. — Pierre  Sikora  (La  Prcssc  Med.,  August  10, 
1907)  says  that  the  external  os  is  generally  the  seat  of  the  oblit- 
eration of  the  uterine  canal  that  causes  hematometra.  It  may  be 
congenital  or  acquired.  In  the  latter  case  the  occlusion  is  by  the 
formation  of  fibrous  tissue  or  adhesion  of  the  mucous  surfaces. 
Congenital  atresia  is  much  less  frequent.  The  causes  of  acquired 
atresia  are  labor,  gangrene,  ulcerations,  cauterization,  tumors  in 
the  uterus,  and  uterine  prolapse.  It  is  most  common  after  fifty 
years  of  age.  The  contraction  may  occur  at  the  external  os,  when 
the  entire  uterus  is  dilated  ;  at  the  internal  os,  when  only  the  body 
and  perhaps  the  tubes  are  dilated;  at  some  other  point,  as  in  the 
congenital  form.  The  method  of  operation  in  doubtful  cases 
should  include  a  laparotomy,  which  will  aid  in  diagnosis.  The 
uterus  may  be  single  or  didelphous.  If  the  cavity  be  single,  the 
collection  easily  accessible,  and  the  uterus  healthy,  operation  by 
way  of  the  vagina  is  indicated.  If  congenital,  it  is  sufficient  to 
puncture,  drain   slowly,  and   suture  the  edges  of  the  opening  to 
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the  vaginal  walls  so  as  to  keep  it  open.  If  acquired,  the  normal 
cervical  opening  should  be  slowly  dilated  or  punctured  at  the 
nearest  possible  point  to  the  os.  When  the  body  alone  is  dilated, 
one  should  dilate  the  cervix  with  laminaria  tents,  introduce  a 
sound,  or  puncture  the  internal  os,  wash  out,  drain,  and  curette. 
If  situated  in  a  rudimentary  horn,  or  if  there  is  a  hematosalpinx, 
laparotomy  is  indicated.  Rupture  of  the  dilated  tube  is  to  be 
feared.  If  there  is  a  uterine  tumor,  a  fibroid,  or  a  malignant 
tumor,  the  extent  and  nature  of  the  tumor  will  dictate  the  treat- 
ment. In  a  uterus  didelphys  a  conservative  operation  is  indicated 
and  its  selection  depends  on  the  degree  of  deformity.  In  all  cases 
conservatism  should  dictate  the  operative  procedures.  If  the 
uterus  is  diseased  it  should  be  removed  or  if  the  adnexa  are  badly 
dilated. 

The  Menopause  in  Thyroid  Cases. — Ch.  Vinay  (Le  Bull. 
Med.,  August  24,  1907)  says  that  although  normally  the  meno- 
pause is  accompanied  by  atrophy  of  the  thyroid  gland,  in  some 
cases  an  increase  of  size  takes  place  instead,  and  we  have  mani- 
fested the  symptoms  of  Basedow's  disease.  The  ovarian  function 
seems  to  be  supplemented  by  the  thyroid  gland.  The  gland  hyper- 
tropries  during  pregnancy,  and  atrophies  at  the  menopause,  and 
the  greater  frequency  of  Basedow's  disease  in  women  is  an  argu- 
ment for  the  antagonism  of  the  thyroid  and  the  ovarian  secre- 
tions in  their  influence  on  the  genital  organs.  Goiter  seldom 
occurs  as  a  new  disease  after  the  establishment  of  the  menopause, 
though  it  frequently  occurs  for  the  first  time  at  the  meno- 
pause. The  condition  of  the  genital  organs,  especially  the  ovary, 
has  a  marked  effect  on  the  appearance,  development  and  prognosis 
of  exophthalmic  goiter.  The  most  common  factors  in  the  produc- 
tion of  this  disease  are  the  overfeeding,  the  emotions,  and  the 
anxieties  of  this  period,  and  many  of  the  symptoms  are  of  nerv- 
ous character.  Mild  forms  of  the  disease  may  be  accounted  for 
by  the  removal  of  the  ovaries  or  their  atrophy.  The  thyroid  theory 
of  this  disease  is  that  the  hyperthvroidization  results  "from  excess 
of  internal  secretion  of  the  gland.  Heredity  is  a  factor  in  this 
form  of  goiter,  as  is  genital  change  at  any  period,  whether  it  be 
the  climacteric  or  pregnancy.  There  may  appear  simply  a  change 
of  character,  agitation,  a  fixed  look,  insomnia,  tachycardia,  and 
trembling,  with  very  little  enlargement  of  the  gland.  All  these 
symptoms  appear  in  crises.  There  is  a  certain  relation  among  the 
different  forms  of  goiter;  pregnancy  produces  the  simple  form, 
while  the  menopause  causes  the  ophthalmic  form.  In  general  this 
form  is  not  extremely  grave,  but  yields  to  treatment,  which  should 
not  be  by  means  of  thyroid  extract,  but  of  ovarine,  which  gives 
much  better  results. 

Kocher's  Work  in  Abdominal  Surgery. — Alexis  Thomson 
(Edinb.  Med.  Jour.,  Sept.),  in  a  brilliant  resume  of  the  work  of 
this  surgeon,  abstracted  from  the  fifth  edition  of  Kocher's  "Oper- 
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ationslehre,"  says :  It  is  in  the  field  of  abdominal  surgery  that 
the  operating  surgeon  now  achieves  the  most  brilliant  results 
from  his  labors.  In  marked  contrast  with  the  former  fear  of 
opening  the  peritoneal  cavity  on  account  of  infection,  we  now 
know  that  the  healthy  peritoneum  possesses  a  greater  tolerance 
for  infection  than  the  majority  of  the  other  tissues  of  the  body. 
In  order  to  be  successful  in  the  practice  of  abdominal  surgery, 
the  following  points  must  be  attended  to.  In  the  preparation  of 
the  patient  the  stomach  and  intestine  must  be  emptied  two  days 
before  the  operation,  and  kept  empty,  and  the  blood  pressure  im- 
proved by  the  introduction  of  salt  solution.  It  is  held  to  be  a 
mistake  to  give  laxatives  the  day  before,  and  still  more  on  the 
morning  of  the  operation,  because  one  is  then  operating  in  a 
period  when  the  number  of  bacteria  in  the  intestine  is  increased, 
such  increase  being  an  invariable  accompaniment  of  diarrhea.  The 
bowel  should  be  emptied  two  days  before,  while  for  twenty-four 
hours  before  the  operation  small  doses  of  bismuth  are  given 
in  order  to  diminish  the  formation  of  gas.  In  operations  in  the 
lower  part  of  the  abdomen  and  pelvis  the  lower  part  of  the  trunk 
is  to  be  raised,  while  in  operations  on  the  stomach  and  liver  the 
epigastric  portion  should  be  elevated.  In  all  cases  in  which  it  is 
impossible  to  bring  the  affected  organ  outside  the  wound,  as  is 
so  readily  done  in  the  case  of  the  appendix  and  in  ovarian  tumors, 
the  incision  must  be  large  enough  to  afford  free  access  to  the 
organ  with  the  object  of  rendering  it  movable,  and  during  these 
manipulations  the  surrounding  parts  of  the  peritoneal  cavity 
must  be  suitably  protected.  As  soon  as  the  abdomen  is  opened, 
the  healthy  areas  of  the  peritoneal  cavity  and  the  healthy  organs 
must  be  shut  off  by  packing  with  abundant  gauze  wrung  out  of 
hot  salt  solution.  The  peritoneum  must  sustain  the  minimum  of 
damage,  and  must  not  be  irritated  by  antiseptics  or  have  its  vital- 
ity lowered  by  cooling  or  drying,  and  therefore  all  exposed  peri- 
toneal surfaces  must  be  kept  moist  with  gauze  wrung  out  of  salt 
solution.  All  areas  of  infection  must  be  removed,  or.  where  this 
is  impossible,  must  be  opened  into  and  packed  with  zeroform 
gauze,  iodoform  being  regarded  as  too  poisonous  for  this  pur- 
pose. Any  collection  of  blood  or  wound  secretion  is  to  be  avoided 
by  the  arrest  of  every  bleeding  point,  and  the  covering  over  of 
raw  surfaces  by  suturing  the  peritoneum  over  them.  The  wound 
in  the  abdominal  wall  must  be  completely  and  reliably  closed  ex- 
cept at  the  point  of  emergence  of  the  drain,  where  this  is  em- 
ployed, and  if  gauze  packing  has  been  inserted  it  should  be  sur- 
rounded by  guttapercha  tissue — the  "cigarette-drain"  of  M'Cosh. 
In  the  after-treatment  attempts  should  he  made  to  secure  free 
respiratory  movements,  and  if  those  are  restrained  by  pain,  mor- 
phine should  not  he  withheld.  Attempts  also  should  be  made  to 
encourage  peristalsis  and  favor  the  escape  of  intestinal  gases. 
while  at  the  same  time  the  blood  pressure  is  maintained  by  the 
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introduction  of  salt  solution  in  abundance  by  one  or  other  of  the 
approved  routes. 

The  question  of  hernia  after  abdominal  operations  is  intimately- 
connected  with  that  of  asepsis  and  the  materials  employed  for 
suture.  He  who  is  not  sure  of  his  asepsis  is  obliged  to  use  catgut 
for  buried  sutures.  Kocher  asks,  "How  can  people  go  on  using 
catgut  for  suturing  the  wall  of  the  abdomen,  when  Madelung  has 
recorded  over  a  hundred  cases  where  the  wound  has  burst  open 
because  of  it?"  For  the  union  of  layers  of  fascia,  aponeurosis, 
or  muscle,  the  suture  material  must  not  be  absorbable,  and  must 
therefore  consist  of  silk  boiled  in  corrosive  sublimate. 

In  the  planning  of  incisions  in  the  abdominal  wall,  it  is  essential 
that  the  nerve  supply  of  the  muscles  should  not  be  interfered 
with ;  incisions  made  at  the  outer  border  of  the  rectus  are  very 
liable  to  interfere  with  its  nerve  supply  and  result  in  atrophy  of 
the  muscle.  If  the  incision  must  be  made  near  the  middle  line, 
it  should  be  carried  through  the  sheath  of  the  rectus,  the  un- 
injured muscle  is  then  displaced  bodily  outwards;  when  the 
operation  is  completed,  the  peritoneum  and  posterior  sheath  of 
the  muscle  are  stitched  in  one  layer,  the  rectus  is  brought  into 
place  and  fixed  in  the  middle  line,  and  finally  the  anterior  layer 
of  the  sheath  is  sutured.  Where  necessary,  one  need  not  hesitate, 
however,  to  cut  the  rectus  across,  because  its  different  segments 
are  innervated  separately.  In  all  lateral  incisions  the  muscles 
must  be  separated  in  the  line  of  their  fibers,  so  as  to  avoid  injury 
of  their  nerves. 

The  most  important  complications  after  abdominal  operations 
are  paralysis  of  the  stomach  and  intestine,  pneumonia,  peritonitis, 
thrombosis,  and  embolism  of  abdominal  bloodvessels,  and  hem- 
orrhage from  the  stomach  and  intestine. 

Acute  dilatation  of  the  stomach  becomes  dangerous  if  it  is  not 
at  once  recognized,  and  the  viscus  emptied  with  the  tube. 

Paralytic  distension  of  the  bowels  is  very  common,  and  is  partlv 
due.  in  the  first  instance  at  any  rate,  to  the  arrest  of  the  passage 
of  flatus,  while  later  it  is  due  to  disturbances  of  the  circulation 
in  the  wall  of  the  bowel  and  stagnation  and  decomposition  of  the 
contents.  Kocher  has  obtained  "wonderful"  results  from  the 
administration  of  physostigmin  for  promoting  the  return  of  peri- 
stalsis. The  stagnation  and  decomposition  of  bowel  contents  must 
be  remedied  by  injections  and  irrigations  of  the  bowel  from  below, 
and  when  the  tract  is  cleared  bv  the  administration  of  laxatives 
by  the  mouth.  Lung  complications  occur  most  frequently  after 
laparotomies  in  the  upper  half  of  the  abdomen,  probablv  because 
of  the  disturbance  of  respiration  through  the  pain  caused  bv  con- 
traction of  the  diaphragm.  He  distinguishes  three  forms — the  in- 
halation pneumonia,  the  hypostatic,  and  the  infective — and  he 
gives  directions  how  these  may  be  best  prevented.  Hemorrhages 
from  the  stomach  and  intestine  are  possibly  due  to  retrograde  em- 
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bolism  from  the  veins,  and  he  thinks  it  important  to  avoid  any- 
thing which  will  disturb  the  circulation  in  the  bowels  during  the 
operation,  as  by  squeezing  and  clamping,  and  in  resections  em- 
ploying segments  of  bowel  whose  vitality  has  been  lowered.  Parts 
of  the  intestine  or  omentum  the  vitality  of  which  is  at  all  open  to 
suspicion,  should  be  removed.  The  measures  to  be  employed  in 
operating  in  the  presence  of  peritonitis  are  more  appropriately 
discussed  in  relation  to  appendicitis. 

In  abdominal  tuberculosis  the  object  of  a  laparotomy  is  not 
only  to  get  rid  of  the  exudate  but  to  discover  the  source  of  the 
disease,  and  if  possible  remove  this,  as  may  be  done  when  it  arises 
in  the  tubes,  in  the  intestine,  or  in  the  appendix.  An  extensive 
incision  is  made  in  the  middle  line,  the  fluid  drained  off,  and  the 
peritoneal  cavity  thoroughly  irrigated  with  salt  solution,  especial 
care  being  taken  that  no  additional  infection  is  introduced,  as 
thereby  the  whole  complexion  of  the  case  may  be  altered ;  for  the 
same  reason  it  is  better  to  avoid  drainage.  In  cases  in  which 
the  primary  seat  of  the  tuberculosis  has  been  removed,  and  it  has 
been  necessary  to  pack,  iodoform  gauze  wrung  out  of  5  per  cent, 
carbolic  lotion  should  be  employed  wrapped  up  in  guttapercha 
tissue ;  when  this  packing  is  removed,  iodoform  glycerine  should 
be  inserted  in  its  place. 

In  the  chapters  on  "Hernia"  there  is  little  that  is  new,  but 
it  is  interesting  to  find  that,  with  increased  experience,  Kocher 
believes  that  in  the  radical  cure  of  inguinal  hernia  his  method 
gives  the  best  final  results.  He  affirms  that  in  his  own  clinic  it 
has  been  found  to  yield  97.7  per  cent,  of  cures.  With  regard  to 
Bassini's  method,  he  regards  the  free  exposure  of  the  inguinal 
canal  by  dividing  the  external  oblique  aponeurosis  as  the  most 
important  part  of  the  operation,  and  he  therefore  employs  it  in 
all  complicated  hernias,  but  he  regards  the  deep  suture  of  the 
walls  of  the  canal  as  unnecessary.  The  invagination  and  dis- 
placement of  the  neck  of  the  sac  is  the  essential  part  of  his  own 
operation,  and  is  to  be  employed  whenever  possible.  Where  in- 
vagination is  not  practicable  on  account  of  the  condition  of  the 
sac,  the  lateral  displacement  alone  is  found  to  be  reliable. 
Tn  closing  the  canal  he  merely  invaginates  the  yielding  an- 
terior wall  by  a  series  of  sutures,  and  docs  not  stitch  the  deeper 
parts. 

Bad  results  are  stated  to  be  due  to  failure  in  asepsis  and  the 
use  of  catgut.  In  very  large  hernias,  in  which  difficulties  are  met 
with  due  to  adhesions  and  to  insufficiency  of  room  within  the 
abdomen  for  the  protruded  viscera,  one  is  better  to  abstain  from 
operation  unless  one  is  forced  to  it  by  threaten  ings  of  strangula- 
tion, as  the  operation  mav  be  complicated  by  the  necessity  of 
performing  entero-anastomosis  or  a  resection,  and  the  large  open- 
ing in  the  abdomen  mav  require  to  be  closed  by  means  of  flaps 
such  as  one  taken  from  the  rectus,  and  it  mav  be  further  advisable 
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to  remove  the  testis.  The  radical  operation  for  femoral  hernia 
has  yielded  only  71.6  per  cent,  of  radical  cures,  and  yet  Kocher 
appears  to  be  satisfied  by  the  invagination  and  displacement 
method,  with  the  addition  that  Poupart's  ligament  is  tacked  down 
to  the  pectoneal  fascia.  He  does  not  appear  to  favor  Roux' 
method,  nor  does  he  appear  to  be  aware  of  the  admirable  method 
introduced  by  Battle.  In  operating  for  large  umbilical  hernias, 
he  lays  stress  on  the  danger  of  thrombosis  of  the  veins  of  the 
omentum  and  mesentery,  and  advises  rather  the  retention  of  por- 
tions of  adherent  sac  upon  the  omentum  or  intestine  than  any  at- 
tempt to  remove  the  adherent  sac  completely.  He  does  not  ap- 
pear to  have  any  knowledge  of  the  overlapping  method  described 
by  Mayo. 

In  introducing  the  surgery  of  the  gall-bladder  and  bile  ducts, 
Kocher  explains  that  while  his  experience  may  not  be  so  extensive 
as  that  of  Kehr,  of  Robson,  or  of  Mayo,  his  mortality  is  less  than 
any  one  of  these,  so  that  he  feels  justified  in  recommending  those 
methods  of  operation  which  he  himself  has  tested.     With  regard 
to  the  incision  employed,  while  no  single  one  will  suffice  for  all 
cases,  he  gives  the  preference  to  his  own  oblique  incision,  wTiich 
commences  at  the  apex  of  the  ensiform  cartilage  and  runs  down- 
wards  two  fingers'  breadth  below  and  parallel  with  the  costal 
margin,  lower  down  tending  further  from  the  costal  margin,  and 
terminates   over  the  convexity   of   the   abdominal  muscles;   the 
rectus  is  cut  across  in  its  whole  breadth,  while  the  nerves  passing 
to  it  are  drawn  aside.     Access  is   still  better  with  the  angular 
incision  of  Czerny,  one  limb  of  which  extends  from  the  ensiform 
to_  the  umbilicus,  while  the  other  passes  out  at  right  angles  to 
this,  dividing  the  rectus  completely  but  sparing  its  nerves;   he 
has  found  that  Mayo  Robson's  incision  does  not  give  quite  so 
good  access  as  either  of  these.     After  referring  to  the  projec- 
tion of  the  lower  thorax  by  a  large  sandbag,  and  the  rotation 
of  the  liver  upon  itself,  he  regards  the  method  which  he  intro- 
duced of  mobilizing  the  duodenum  as  capable  of  rendering  great 
service  in  operations  upon  the  bile  ducts.     In  exceptional  cases, 
more  room  may  be  obtained  by  breaking  the  seventh  and  eighth 
cartilages  at  their  junction  with  the  ribs  in  order  to  raise  the 
costal  margin  sufficiently.    In  discussing  operations  upon  the  gall- 
bladder, he  expresses  decided  opinions  on  the   merits  of  what 
has  been  called  ideal  cholecystotomy.     He  has  never  seen  any 
trouble  following  it;  it  assures  the  most  rapid  healing  and  the 
least  trouble  from  adhesions.     It  must  be  performed  only  in  suit- 
able cases  when  the  biliary  passages  are  free,  when  there  are  no 
marked  inflammatory  changes  in  the  wall  of  the  gall-bladder,  and 
when  there  are  no  changes  in  the  cvstic  duct  associated  with  an 
impacted  stone.     If  these  conditions  be  excluded,  the  ideal  opera- 
tion is  a  simple  and  valuable  one,  and  especiallv  suitable  in  earlv 
cases  of  cholelithiasis.     It  has  usually  been  objected  to  by  other 
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surgeons  because  it  does  not  afford  the  free  drainage  which  chole- 
cystostomy  provides,  but  Kocher  maintains  that  when  the  inflam- 
matory products  of  the  gall-bladder  are  catarrhal  in  character  the 
natural  drainage  into  the  intestine  is  quite  sufficient. 

The  technique  in  cholecystostomy  does  not  call  for  special 
mention ;  it  may  be  noted,  however,  that  the  water-tight  fixation 
of  the  drain  tube  in  the  gall-bladder  devised  by  Poppert  is  an 
important  addition  to  our  technique,  as  it  enables  us  to  dispense 
altogether  with  the  attachment  of  the  gall-bladder  to  the  parietal 
peritoneum.  In  discussing  cholecystectomy,  he  describes  himself 
as  not  among  those  who  regard  the  gall-bladder  as  of  as  little  im- 
portance as  the  appendix,  and  he  enters  a  protest  against  the 
routine  practice  of  removing  the  gall-bladder  in  all  cases  of 
cholelithiasis.  His  argument  is  shortly  as  follows:  If  stones  re- 
form at  some  future  time,  which  is  quite  possible,  the  operative 
treatment  therefor  is  rendered  much  more  difficult,  and  is  at- 
tended with  greater  danger.  Moreover,  the  removal  of  a  thick- 
ened and  adherent  gall-bladder  is  often  a  difficult  operation, 
having  a  distinct  mortality — a  little  over  3  per  cent,  in  the  best 
hands — and,  further,  being  attended  with  hemorrhage,  is  more 
liable  to  be  followed  by  adhesions  and  after-trouble  from  these. 
He  regards  the  following  as  indications  for  the  removal  of  the 
gall-bladder.  In  malignant  disease  or  well-founded  suspicion  of 
the  same ;  when  there  are  marked  inflammatory  changes  in  the 
gall-bladder,  whether  of  the  acute  variety  corresponding  to  those 
in  acute  appendicitis,  or  of  the  chronic  type  associated  with 
thickening  and  contraction  or  distension  in  the  form  of  empyema 
or  hydrops ;  also  in  chronic  thickening  of  the  cystic  duct,  for  the 
obvious  reason  that  unless  the  cystic  duct  is  permeable  the 
function  of  the  gall-bladder  is  lost.  At  the  same  time  he  agrees 
with  Mayo  Robson  that  the  duct  may  appear  obstructed  at  the 
time  of  the  operation,  and  yet  at  the  end  of  it,  or  a  few  hours  or 
days  later,  it  may  again  become  permeable.  In  performing 
cholecystectomy,  when  it  is  possible  he  divides  the  cystic  duct  and 
artery  in  the  first  instance,  and  then  shells  out  the  bladder  from 
its  bed,  but  if  the  access  to  the  duct  is  not  good  it  is  better  to 
split  the  peritoneum  over  the  fundus  in  the  first  instance.  If  a 
cholecystectomy  is  intended  and  it  is  impossible  to  be  certain 
of  the  condition  of  the  biliary  passages,  or  if  these  are  known 
to  be  diseased,  the  gall-bladder  is  laid  open  throughout  from  an 
opening  in  the  fundus  through  the  cystic  duct  as  far  as  its  junc- 
tion with  the  hepatic,  a  drainage  tube  being  inserted  into  the 
hepatic  duct  and  retained  there  by  suture.  As  a  rule,  however. 
he  thinks  it  better,  if  possible,  to  preserve  the  gall-bladder,  and 
perform  a  cholecystostomv  at  the  same  time  as  the  hepatic  duct 
is  drained.  When  it  is  proposed  to  make  a  communication  be- 
tween  the  gall-bladder  and  the  intestine,  he  thinks  the  duodenum 
is  the  portion  to  be  preferred,  and  the  anastomosis  is  rendered 
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easier  if  the  duodenum  be  mobilized.  In  performing  the  opera- 
tion— cholecystenterostomy — the  gall-bladder  is  opened  at  the 
fundus  and  emptied,  and,  having  made  certain  that  the  cystic  duct 
is  patent,  a  lateral  anastomosis  is  effected  between  the  gall-bladder 
and  the  duodenum,  while  the  opening  made  in  the  fundus  is  made 
use  of  for  drainage  by  means  of  a  tube  inserted  in  a  water-tight 
manner,  the  object  being  to  divert  the  bile  externally  until  the 
anastomosis  is  soundly  healed.  In  discussing  the  relative  merits 
of  an  internal  and  external  biliary  fistula,  he  thinks  that  in  much 
reduced  individuals  an  external  fistula  should  be  preferred  as 
being  the  simpler,  and  if  the  contents  of  the  bladder  are  infective, 
especially  when  there  is  suppuration,  it  is  much  more  satisfactory 
to  provide  for  their  escape  externally. 

The  various  operations  upon  the  common  duct  have  been  ren- 
dered easier  by  the  mobilization  of  the  duodenum ;  in  the  very 
difficult  cases  with  extensive  adhesions  the  access  to  the  common 
duct  is  rendered  easier  by  splitting  the  gall-bladder  and  cystic 
duct  down  to  the  junction  of  the  latter  with  hepatic  duct,  and,  hav- 
ing dealt  with  the  common  duct,  the  gall-bladder  is  afterwards 
removed.  Unless  there  is  an  accumulation  of  infective  secretion 
in  the  duct  above,  he  prefers  to  close  the  wound  in  the  common 
duct  by  suture,  provided  the  entrance  into  the  duodenum  is 
patent ;  if,  on  the  other  hand,  there  is  an  accumulation  of  infective 
secretion,  he  inserts  a  drain  into  the  hepatic  duct,  and  closes  the 
remainder  of  the  wound  in  the  common  duct  by  means  of  sutures. 
Another  alternative  is  to  open  the  gall-bladder  and  pass  the 
drainage  tube  into  the  hepatic  duct  through  the  cystic  duct. 
With  regard  to  the  question  of  crushing  stones  in  situ,  he  thinks 
the  procedure  quite  a  good  one  when  the  stones  are  soft  enough  to 
permit  of  it. 

Access  to  the  hepatic  duct  is  often  difficult,  and  it  is  here  that 
the  extensive  angular  incision  may  be  required,  and  it  may  also 
be  necessary  to  break  the  cartilages  at  their  junction  with  the 
ribs.  Further,  if  the  access  is  rendered  very  difficult  by  the 
presence  of  adhesions,  one  may  reach  it  most  certainly  by  split- 
ting the  gall-bladder  and  cystic  duct  throughout  their  whole 
extent. 

Under  the  heading  of  "Hepato-Cholangiostomy''  he  describes 
the  opening  of  the  dilated  bile  ducts  which  project  upon  the 
surface  of  the  liver  in  cases  of  biliary  obstruction.  By  cutting 
down  on  these  and  incising  them,  an  outlet  for  the  bile  may  be 
afforded  until  the  obstruction  relieves  itself,  or  is  relieved  bv  a 
second  operation.  In  the  surgical  treatment  of  cirrhosis,  the 
opinion  is  expressed  that  the  Talma  operation  has  established 
itself  as  one  of  great  value ;  in  performing  it  the  omentum  should 
be  dealt  with  in  the  first  instance,  but  when  the  fixation  of  the 
omentum  has  failed  or  is  not  practicable,  the  spleen  should  be 
drawn  out  and  fixed  in  a  pocket  between  the  parietal  peritoneum 
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and  the  muscles.  Considerable  benefit  also  has  resulted  in  cases 
of  hepatic  cirrhosis  attended  with  jaundice,  by  performing  chole- 
cystostomy  at  the  same  time,  and  draining  away  the  bile  ex- 
ternally. In  operating  for  ascites,  the  fluid  in  the  peritoneum 
should  be  drained  away  by  means  of  tubes  for  twenty-four  or 
forty-eight  hours,  but  the  prolonged  use  of  tubes  is  to  be  avoided, 
as  it  is  inevitably  followed  by  infection — a  statement  which  we 
can  confirm  from  our  own  experience. 

There  is  little  that  is  noteworthy  in  the  description  of  the  other 
operations  upon  the  liver,  and  the  same  may  be  said  with  regard 
to  those  on  the  spleen ;  in  operations  upon  the  pancreas,  the 
mobilization  of  the  duodenum  is  again  referred  to  as  greatly  im- 
proving the  access  in  difficult  cases.  A  great  deal  of  space  is  de- 
voted to  the  surgery  of  the  stomach,  and  it  is  pointed  out  that  it 
is  a  matter  for  congratulation  that  practitioners  are  coming  to 
recognize  more  and  more  that  a  large  proportion  of  stomach 
affections  can  only  be  cured  by  surgical  means.  The  operation 
of  gastroenterostomy  is  referred  to  as  having  rendered  invaluable 
service,  and  the  technique  is  so  improved  that  there  is  no  danger 
in  the  operation  itself  nowadays,  but  only  in  the  accompanying 
complications.  It  is  held  as  proved  that  the  entrance  of  bile  into 
the  stomach  does  not  cause  disturbance  so  long  as  the  outflow 
from  the  stomach  is  quite  free.  If  the  method  of  operation  se- 
cures a  certain  outflow,  then  it  does  not  matter  whether  the  union 
is  made  in  front  of  or  behind  the  transverse  colon.  It  is  more 
important  that  the  opening  should  be  made  at  a  point  in  the 
stomach  where  it  will  be  emptied  with  the  greatest  certainty,  and 
this  is  in  the  great  curvature  in  the  region  of  the  antrum  of  the 
pylorus,  because  when  the  stomach  empties  itself  the  antrum 
forms  the  lowest  point,  and  in  it  the  peristalsis  is  greatest.  He 
agrees  with  Mayo  in  saying  that  the  vicious  circle  is  more  apt 
to  occur  with  an  open  pylorus  ;  the  inference  is  obvious,  there- 
fore, that  when  the  pylorus  is  open  one  must  be  very  careful  as  to 
the  method  of  operation  selected.  When  the  pylorus  is  narrowed 
or  blocked,  any  method  will  do.  He  describes  as  the  normal 
method  the  antecolic  gastrojejunostomy  of  Wolfler,  improved  in 
the  sense  that  the  intestine  is  to  be  attached  to  the  stomach  over 
a  greater  extent,  so  as  to  prevent  kinking  at  the  junction,  ;>n<l.  in 
the  second  place,  by  making  a  much  larger  opening — 6  to  8  cms. 
in  diameter.  The  loop  of  jejunum  selected  for  anastomosis  i? 
some  40  ems.  below  the  duodenal  junction,  while  in  the  stomach 
he  selects  the  lowest  part  of  the  pyloric  antrum,  and  at  this 
point  he  detaches  the  gastrocolic  ligament  from  the  greater  curva- 
ture. Where  the  wall  of  the  intestine  is  thick  enough,  he  em- 
ploys three  tiers  of  sutures. 

In  the  retrocolic  operation  associated  with  1  lie  name  of  von 
Hacker,  the  same  portion  of  stomach  is  selected  for  anastomosis. 
and  to  it  die  jejunum  is  applied  in  a  vertical  direction.     ]\r  does 
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not  describe  the  operation  which  we  now  associate  with  the  name 
of  Mayo.  Braun's  addition  of  an  enteroanastomosis  to  the  an- 
terior operation  and  Roux'  Y-method  are  also  described.  He 
draws  attention  to  the  fact  that  Roux,  who  discovered  the  Y- 
method,  has  come  back  to  the  simple  operation  when  operating 
for  ulcer  of  the  stomach,  because  in  the  simple  operation  the 
contents  of  the  intestine  regurgitate  into  the  stomach  and  neu- 
tralize its  acid  contents,  thus  favoring  the  healing  of  the  ulcer, 
whereas  with  the  Y-method  such  regurgitation  is  impossible. 
Gastroduodenostomy  is  especially  indicated  in  preference  to 
gastrojejunostomy  when  the  pylorus  is  permeable;  and  now  that 
it  is  so  easy  to  mobilize  the  duodenum,  the  operation  is  no  longer 
a  difficult  one,  and  the  results  are  extremely  good,  as,  of  course, 
there  is  no  question  of  a  vicious  circle.  He  does  not  refer  to 
Mayo's  objection  to  gastroduodenostomy,  namely,  that  the  gastric 
contents  continue  to  pass  through  that  portion  of  the  stomach 
which  is  most  exposed  to  trauma  and  is  most  frequently  the  seat 
of  ulcer.  Kocher  does  not  think  there  is  any  risk  of  narrowing  of 
the  new  opening  in  gastroenterostomy  except  in  cases  where  the 
Murphy  button  or  one  of  its  substitutes  has  been  employed.  He 
does  not  believe  in  resecting  the  stomach  for  simple  ulcer  unless 
in  the  belief  that  it  is  undergoing  transformation  into  cancer, 
because  the  operation  is  a  difficult  one,  and  is  attended  with  a 
much  higher  mortality  than  gastroenterostomy. 

The  chapter  on  the  treatment  of  carcinoma  of  the  stomach  has 
been  largely  rewritten.  Kocher  has  resected  the  stomach  for 
cancer  in  120  cases,  and  in  the  last  recorded  series  the  mortality 
was  reduced  to  17  per  cent.  In  uncomplicated  cases  he  thinks 
the  operation  should  be  described  as  "not  a  dangerous  one"  when 
it  has  been  performed  by  his  own  method.  He  does  not  at  all 
approve  of  the  somewhat  general  adoption  of  Billroth's  second 
method  as  the  operation  of  choice  in  cancer  of  the  stomach.  The 
closure  of  the  duodenum  is  very  properly  described  as  the 
dangerous  part  of  the  operation.  The  objection  made  against 
Kocher's  method,  that  one  endeavors  to  leave  more  duodenum 
than  in  other  methods,  so  as  to  diminish  the  difficulty  of  bringing 
it  into  contact  with  the  posterior  wall  of  the  stomach,  he  does 
not  think  is  valid,  because  no  more  duodenum  is  required  for  the 
anastomosis  than  for  its  efficient  closure.  Since  the  duodenum 
can  be  so  easily  mobilized,  he  does  not  think  there  should  be  any 
objection  to  his  method  of  gastroduodenostomy,  and  that  it 
should  be  regarded  as  the  normal,  because  it  has  all  the  advan- 
tages of  Billroth's  second  method  without  its  disadvantages. 
Two  different  kinds  of  clamps  should  be  used  in  resecting  the 
stomach.  Ones  for  crushing  are  to  be  used  when  the  viscus  is 
to  be  cut  across  immediately  beyond  the  clamp,  and  the  crushed 
edge  invaginated  :  closure  clamps,  on  the  other  hand,  are  apolid 
at  a  distance  merely  to  control  the  contents  of  the  viscus.     The 
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details  of  the  Kocher  operation  must  be  studied  along  with  the 
excellent  figures  which  illustrate  the  steps  of  the  operation. 

Billroth's  second  method  is  described,  but  on  account  of  the 
risk  of  the  vicious  circle  distending  the  duodenum  and  endanger- 
ing the  occluding  suture  of  this  viscus,  an  enteroanastomosis  must 
be  added.  Inasmuch  as  this  implies  two  occlusions  and  two 
anastomoses,  the  operation  is  a  very  prolonged  one.  Billroth's 
first  method  has  been  given  up,  because  of  the  weak  point  at 
the  junction  of  the  two  sets  of  sutures.  One  of  the  most  un- 
favorable complications  of  cancer  of  the  stomach  is  met  with  in 
cases  where  the  cancer  is  adherent  to  the  mesocolon  and  trans- 
verse colon;  the  great  danger  when  the  mesocolon  is  implicated 
is  that  gangrene  of  the  bowel  may  take  place ;  in  operating,  there- 
fore, in  such  cases,  it  is  of  great  importance  to  determine  the 
viability  of  the  colon,  and  the  most  reliable  guide  to  this  is  the 
pulsation  of  the  vessels  in  the  mesocolon.  If  these  do  not  dis- 
tinctly pulsate,  the  colon  should  be  resected  straight  away.  Under 
these  conditions  it  is  better  to  close  both  ends  of  the  colon  after 
resecting  it,  and  re-establish  the  continuity  of  the  canal  by  making 
an  anastomosis  between  the  lower  end  of  the  ileum  and  the  de- 
scending or  sigmoid  colon  ;  in  performing  this,  the  ileum  should 
be  cut  across,  the  lower  end  closed,  and  the  proximal  inserted 
end-to-side  into  the  colon.  , 

The  criticism  is  made  of  the  forty-six  cases  recorded  of  total 
gastrectomy  for  cancer,  that  the  majority  of  them,  including 
Schlatter's  well-known  case,  were  not  really  complete  excisions. 
This  makes  all  the  difference,  because  the  leaving  of  a  small 
portion  of  the  stomach  at  the  cardiac  end  makes  it  possible  to 
have  reliable  stitching  whereas,  when  the  sutures  are  passed 
through  the  esophagus  without  any  peritoneal  investment,  they 
are  apt  to  tear  through.  He  describes  two  operations  for  total 
gastrectomy ;  in  one  method  the  duodenum  is  joined  to  the 
esophagus;  in  the  other,  a  loop  of  jejunum. 

Kocher  is  a  firm  believer  in  the  benefits  of  gastrostomy  for 
cancer  of  the  gullet,  because  patients  who  are  nigh  unto  death 
through  starvation  mav  be  restored  for  several  months  to  a  bear- 
able life,  and  even  to  capacity  for  work.  The  operation  should 
not  be  too  long  delayed,  because  in  advanced  cases  there  is  much 
greater  risk;  the  patient  being  run  down  with  septic  poisoning,  he 
is  much  more  liable  to  pneumonia,  heart  failure,  and  periesophag- 
eal cellulitis  with  perforation  into  the  pleura.  The  operation 
described  is  a  modification  of  Witzel's.  It  is  Kocher's  experience 
that  gastrostomy  is  not  of  much  advantage  in  cancer  of  the  cardiac 
end  of  the  stomach,  and,  as  a  rule,  a  icjunostomv  is  to  lie  pre- 
ferred. He  does  not  practice  gastroplication  or  gastropexy,  as 
the  results  from  gastroenterostomy  are  very  much  better. 

The  surgery  of  the  intestines  is  introduced  with  remark>  on  the 
essential  differences  between  the  large  and  small  bowel.  <  hving  to 
the  decomposition  changes  in  the  large  intestine,  the  least  contact 
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of  the  contents  with  the  surroundings  almost  inevitably  causes 
infection,  and  the  sutures  are  more  liable  to  become  infected,  so 
that  even  in  the  hands  of  experienced  surgeons  the  sutures  do  not 
always  hold.  As  compared  with  the  small  intestine,  in  which  the 
fluid  contents  can  easily  pass  through  a  narrow  segment  whose 
capacity  for  peristalsis  may  have  momentarily  suffered,  the  con- 
tents of  the  large  intestine  easily  stagnate  when  the  lumen  has  been 
narrowed  and  the  peristalsis  disturbed  by  resection,  and  there  is, 
therefore,  greater  strain  on  the  sutures  and  on  the  raw  surfaces,' 
and,  apart  from  perforation  and  peritonitis,  necrosis  of  the  mucous 
membrane  may  take  place  and  lead  to  metastatic  infections,  espe- 
cially in  the  form  of  pneumonia  in  elderly  people.  In  order, 
therefore,  to  resect  the  colon  with  perfect  safety,  one  must  ar- 
range for  the  escape  of  the  feces  above  the  site  of  suture,  either 
by  means  of  an  artificial  anus  or  by  anastomosis  between  the  bowel 
above  and  the  bowel  below,  e.g.  ileosigmoidostomy. 

In  patients  reduced  by  a  neglected  obstruction  of  the  bowels, 
one  should  be  satisfied  in  the  first  instance  with  emptying  the 
contents  of  the  bowel  by  means  of  an  artificial  anus.  In  patients 
who  are  not  so  reduced,  and  who  can  stand  a  laparotomy,  it  is 
often  wise  to  make  an  anastomosis  between  the  ileum  and  the 
large  intestine  below  the  block,  and  leave  the  resection  of  the  colon 
for  a  second  operation.  The  anastomosis  should  be  made  by  the 
method  in  which  the  ileum  is  cut  across,  the  lower  end  closed',  and 
the  proximal  end  inserted  into  the  colon  end-to-side.  In  patients 
in  good  condition  even,  it  is  probably  better  in  the  majority  to 
adopt  the  two-stage  method.  Although  Bloch  appears  to  have 
introduced  the  two-stage  method,  Mikulicz  is  given  the  chief  credit 
in  furthering  its  acceptance,  and  there  can  be  no  doubt  that  since 
it  has  been  adopted  the  mortality  of  colon  resections  has  dimin- 
ished. In  this,  as  in  other  resections  of  the  intestine,  the  opera- 
tion has  been  greatly  simplified  by  Doyen's  crushing  forceps,  and 
the  risk  of  infection  has  been  diminished  by  the  use  of  rubber 
gloves.  In  contrast  to  the  two  or  three-stage  operation,  which  is 
performed  in  other  parts  of  the  colon,  a  one-stage  method  is 
generally  practiced  in  resection  of  the  ileocecal  segment.  It 
should  be  noted  that  the  ileum  must  not  be  divided  at  its  lowest 
part,  because  there  the  mesentery  is  too  short ;  it  should  be  divided 
at  a  higher  level,  so  as  to  allow  of  the  divided  end  being  brought 
without  tension  into  contact  with  the  ascending  or  with  the  trans- 
verse colon.  In  all  resections  of  the  colon  the  raw  surfaces  in  the 
posterior  abdominal  wall  are  to  be  covered  in  by  bringing  the 
edges  of  the  peritoneum  together,  and,  in  addition  to  the  Ion? 
glass  drain,  which  is  inserted  down  to  the  line  of  suture,  two 
short  drains  are  placed  in  the  wound  in  the  parietes,  as  suppura- 
tion not  infrequently  takes  place  in  the  abdominal  wall. 

There  is  nothing-  characteristic  in  the  surgery  0f  the  vermiform 
appendix  except  the  usual  thoroughness  which  we  associate  with 
every  department  of  Kocher's  work.     He  agrees  with  Roux  and 
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others  that  the  radical  operation  ought  to  be  performed  in  every 
patient  who  has  had  one  attack  of  appendicitis,  and  he  lays  great 
stress  on  the  necessity,  where  one  has  the  choice,  of  not  perform- 
ing- the  operation  until  the  inflammatory  phenomena  have  entirely 
disappeared,  that  is  to  say,  on  an  average  three  months  after  an 
acute  attack.  In  performing  the  interval  operation,  MacBurney's 
method  is  that  selected,  as  by  it  the  abdominal  wall  is  most  per- 
fectly reconstituted,  and  the  patient  can  leave  his  bed  in  eight 
days.  With  regard  to  the  question  of  operation  in  the  course  of  an 
acute  appendicitis,  Kocher  associates  himself  with  those  who 
believe  in  the  routine  early  operation.  He  lays  down  the  law  that 
it  is  the  duty  of  the  doctor  in  attendance  to  consider  the  question 
of  early  operation  in  every  case,  that  this  should  take  place  in  the 
first  twenty-four  hours,  if  possible  in  the  first  six  to  twelve  hours, 
and  that  it  is  better  in  a  clinic  than  in  a  private  house.  At  the 
end  of  twenty-four  hours  it  may  be  said  that  on  the  average 
the  most  favorable  time  for  operation  has  passed.  In  operating 
for  acute  appendicitis,  a  larger  incision  is  required  than  in  interval 
cases,  so  as  to  afford  better  access,  not  only  to  the  region  of  the 
appendix,  but  for  the  removal  of  the  inflammatory  exudate.  It 
is  better  not  to  crush  the  root  of  the  appendix,  as  is  done  in  interval 
cases,  because  the  appendix  is  thickened  and  friable ;  it  is  simply 
tied  off  with  catgut,  or  a  portion  of  cecum  may  be  removed  at  the 
same  time  so  as  to  be  able  to  close  the  bowel  more  accurately  by 
means  of  sutures. 

In  cases  where  there  is  diffuse  peritonitis,  such  as  those  from 
infection  with  the  colon  bacillus  or  streptococci  in  adults  and  by 
pneumococci  in  children,  he  makes  an  incision  above  Poupart's 
ligament  on  either  side,  and,  having  rapidly  removed  the  appendix, 
there  follows  a  thorough  evacuation  of  the  exudate  by  irrigation 
with  salt  solution,  a  long  curved  glass  tube  being  used,  shaped 
like  the  glans  penis  at  its  extremity,  and  washing  out  in  succession 
the  pouch  of  Douglas,  the  region  above  and  below  the  liver,  the 
stomach,  spleen,  etc.,  until  the  fluid  returns  quite  clear.  Long, 
wide  drainage  tubes  are  inserted  from  both  incisions  downwards 
into  the  pouch  of  Douglas,  and  upwards  along  the  colon,  and 
warm,  moist,  frequently  changed  compresses  are  applied.  If  there 
is  paralytic  distension  of  the  bowel  with  accumulation  of  intestinal 
contents,  the  opening  in  the  cecum  where  the  appendix  has  been 
removed  may  be  used  for  draining  the  bowel,  or  one  or  more 
fecal  fistulas  are  made  in  the  small  intestine  as  advocated  especially 
by  Lennander.  He  believes  also  in  the  Fowler  position,  the  lib- 
eral administration  of  strychnine  hypodermically,  and  in  the  con- 
tinuous introduction  of  salt  solution  into  the  rectum  as  recom- 
mended by  Murphy.  Itc  further  insists  on  the  necessity  of  wash- 
ing out  the  stomach  and  the  early  administration  of  laxatives. 
When  a  patient  first  comes  under  observation  with  an  already 
diagnosahle  abscess,  be  dues  not  think  there  is  any  hurry  in  open- 
ing the  abscess,  but  is  inclined  rather  t"  have  the  patient  carefully 
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watched,  with  rest  and  restricted  diet,  but  without  opium;  at  the 
same  time  he  confesses  that,  if  the  abscess  is  readily  accessible, 
convalescence  is  hastened  by  opening  it.  If  the  abscess  is  to  be 
subjected  to  operation,  it  must  be  clearly  understood  that  the 
removal  of  the  appendix  is  of  very  secondary  importance.  It  is 
often  a  much  better  plan  to  proceed  to  the  removal  of  the  appen- 
dix twenty-four  hours  or  a  few  days  after  opening  the  abscess, 
employing  an  incision  quite  distinct  from,  and  as  far  as  possible 
away  from  the  incision  for  opening  the  abscess.  In  this  way 
patients  may  be  discharged  from  hospital  in  a  couple  of  weeks,  in 
spite  of  their  having  had  a  large  appendicular  abscess. 

Great  interest  attaches  to  the  chapter  dealing  with  the  surgery 
of  the  rectum,  as  we  have  always  regarded  Kocher  as  the  most 
reliable  guide  in  this  field.  The  sphere  of  surgery  in  rectal  cancer 
has  been  considerably  extended  within  recent  years,  and  although 
a  considerable  mortality  is  still  recorded,  the  prospects  of  radical 
cure  are  approaching  those  obtained  in  other  parts  of  the  body. 
The  mortality  would  appear  to  range  from  3  to  4  per  cent,  in  the 
easy  cases,  up  to  50  per  cent,  in  the  most  difficult  cases,  where 
nothing  but  a  combined — abdominoperineal — operation  affords 
any  chance  of  cure.  He  quotes  Mayo's  statistics  for  the  combined 
method,  which  record  a  mortality  of  26.3  per  cent.,  and  agrees 
with  Gross  that  the  mortality  from  the  combined  operation  is 
higher  in  men  than  in  women.  So  far  as  the  permanent  results 
are  concerned,  an  analysis  of  eighty-three  cases  operated  on  by 
Kocher  showed  that  there  were  25  per  cent,  of  radical  cures.  In 
preparing  patients  for  operations  on  the  rectum,  stress  is  again 
laid  as  in  former  editions,  on  two  whole  days  being  devoted^  to 
clearing  out  the  bowels,  while  for  two  days  before  the  operation 
they  are  kept  absolutely  quiet  by  bismuth  and  opium,  and  during 
this  time  the  patient  only  receives  fluid  nourishment  from  which 
milk  is  rigorouslv  excluded. 

Although  Kraske  has  the  credit  of  having  first  directed  atten- 
tion to  the  posterior  route,  Kocher's  own  method,  by  the  posterior 
median  incision  with  resection  of  the  coccyx,  is  regarded  as  the 
best  It  affords  good  access,  it  allows  one  to  go  high  enough  and 
remove  everything  and  it  has  the  advantage  of  sparing  the  nerves 
and  muscles  of  the  anal  canal.  The  operation  is  specially  intended 
for  carcinomata  which  do  not  implicate  the  anal  canal,  and  as  the 
majority  of  cancers  affect  the  ampulla  only,  it  is  the  operation 
which  is  most  often  required.  When  on  account  of  perirectal  in- 
filtration and  extensive  ulceration  in  the  bowel  itself  there  is 
danger  of  the  rectum  tearing  in  the  course  of  the  operation,  it  is 
better  at  once  to  split  the  rectum  posteriorly  in  the  middle  line 
throughout  the  whole  extent  of  the  diseased  portion.  The  vaginal 
incision  is  to  be  selected  when  the  rectal  carcinoma  is  fused  with 
the  vagina  or  uterus,  and  it  will  usuallv  be  advisable  to  remove 
the  uterus  at  the  same  time.  The  combined  or  abdommopermea 
method    which  has  been  chieflv  developed  by  Quenu,  is  indicated 
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in  very  highly  situated  tumors,  in  which  the  extent  of  the  disease 
and  its  mobility  cannot  be  learned  for  certain  by  examination  from 
below ;  further  advantages  are  that  suspicious  perirectal  tissues 
and  glands  are  more  efficiently  removed  than  by  any  other  method, 
and  that  in  commencing  the  operation  from  the  abdominal  aspect 
one  may,  at  an  early  stage  in  the  operation,  tie  the  chief  arteries 
concerned,  especiallv  the  superior  hemorrhoidal.  In  spite  of  the 
very  high  mortality,  of  which  Mayo's  26  per  cent,  would  appear  to 
be  the  lowest,  and  in  spite  of  its  occasionally  leaving  a  perma- 
nent paralysis  of  the  bladder,  the  combined  operation  gives  results 
which  are  not  obtained  by  any  other  method.  The  details  of  the 
operation  described  by  Kocher  are  very  similar  to  those  given  by 
Ouenu  and  by  Mayo. 

In  operating  for  hemorrhoids,  he  prefers  the  ligature  method, 
and  recommends  the  use  of  bismuth  suppositories,  these  being 
inserted  thrice  daily;  he  has  given  up  Whitehead's  operation  in 
spite  of  its  "elegance,"  because  of  the  occasional  production  of 
stricture.  In  the  treatment  of  aggravated  cases  of  prolapse  of  the 
rectum  he  has  found  colopexy  a  satisfactory  operation,  especially 
when  it  is  combined  with  a  plastic  operation  on  the  perineum ;  in- 
cisions being  made  in  front  of  and  behind  the  anus  through  which 
the  muscles  are  shortened.  In  performing  colopexy,  he  gives  the 
useful  hint  that  when  the  pelvic  colon  is  pulled  upwards,  an  as- 
sistant should  observe  the  effects  of  this  traction  upon  the  rectum' 
from  below,  and  it  is  only  in  cases  in  which  the  rectum  is  drawn 
up  and  becomes  tense  that  one  should  proceed  to  fixation  of  the 
colon. 

DISEASES   OF    CHILDREN. 

Scurvy  in  Infants. — M.  A.  Broca  {Gaz.  des  Hop.,  Aprl  23, 
1907)  states  that  infantile  scurvy  is  rarer  in  France  than  in  Amer- 
ica or  England  because  the  children  are  generally  nursed  or  fed 
on  sterilized  milk  rather  than  on  prepared  foods.  Sterilized  milk 
will  sometime  result  in  scurvy,  however.  It  appears  rather  sud- 
denlv  in  a  child  that  is  fairly  well  nourished,  and  the  first  symp- 
tom that  is  usually  noticed  is  swelling  of  one  or  both  of  the  legs ; 
the  limb  becomes  tender  to  pressure  and  painful  on  motion, and  that 
causes  temporary  pseudoparalysis.  Osteosarcoma,  tuberculosis, 
and  osteomyelitis  must  be  differentiated.  In  infants  that 
have  no  teeth  there  will  not  be  any  symptoms  referred  to  the 
gums,  but  when  the  teeth  have  appeared  there  will  be  a  swollen 
condition  of  the  crums  about  the  roots  of  the  teeth.  Later  come 
multiple  lesions  of  the  bones.  The  treatment  consists  of  substi- 
tuting for  dead,  preserved  foods,  fruits  in  the  form  of  orange  and 
lemon  iuicc.  and  vegetables.  Puree  of  potatoes  is  well  borne. 
The  relief  from  the  change  of  diet  is  immediate. 

Enteritis  and  Appendicitis  in  Children. — J.  Comby  {Arch,  dr 
Med.  des  Enf.,  April.  1007)  says  that  the  appendix  in  children 
may  have  been  swollen,  indurated,  obliterated,  or  profoundly  dis- 
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eased,  without  any  characteristic  symptoms  having  been  noted 
other  than  those  of  an  ordinary  severe  enteritis.  A  considerable 
number  of  these  appendicitis  cases  are  cured  spontaneously,  with- 
out the  diagnosis  having  been  made.  The  appendix  is  not  tender. 
Anemia,  loss  of  flesh,  and  dyspepsia  do  not  suggest  appendicitis, 
but  rather  enteritis.  Appendicitis  is  essentially  chronic  in  chil- 
dren. Enterocolitis  of  the  membranous  type  especially  predisposes 
to  appendicitis  for  two  reasons  :  the  appendix  is  a  part  of  the  colon 
with  the  same  structure,  and  the  lymphoid  tissues  of  the  large 
intestine  are  especially  involved.  Enterocolitis  and  appendicitis 
are  generally  preceded  by  rhinopharyngitis  and  adenitis  in  chil- 
dren, which  seems  to  mark  a  first  stage  of  the  intestinal  infection. 
Appendicitis  is  in  reality  a  sequel  of  gastrointestinal  infection,  a 
special  localization  of  the  infective  process  of  the  digestive  tube. 
In  order  to  prevent  these  diseases  we  must  regulate  the  child's 
diet,  treat  enteritis  as  soon  as  it  exists,  and  not  neglect  rhino- 
pharyngitis when  it  appears  in  early  life,  since  it  may  precede  intes- 
tinal troubles  ending  in  appendicitis. 

Living  Lactic  Acid  Bacilli  for  Intestinal  Fermentation  in 
Infancy. — Following  Tissiers  suggestion  as  to  the  adminis- 
tration of  lactic  acid  bacilli  in  cases  of  fermental  diarrhea,  C.  H. 
Dunn  (Arch,  of  Pcd.,  April,  1907)  selected  buttermilk  as  a 
vehicle  as  this  would  combine  medicine  and  food.  The  milk  was 
first  pasteurized,  then  inoculated  with  a  pure  culture  of  lactic  acid 
bacilli,  and  ripened  until  the  development  of  the  organism  had 
brought  about  the  proper  acidity  and  precipitation  of  the  casein. 
The  results  proved  exceedingly  striking.  The  unpasteurized  but- 
termilk was  tried  on  35  selected  cases.  Of  these  there  was  evidence 
of  a  favorable  result,  as  shown  by  a  change  in  the  character  of  the 
dejecta  and  by  gain  in  weight,  in  23.  In  three  there  was  imme- 
diate cessation  of  diarrhea  and  favorable  change  in  the  character 
of  the  dejecta,  without  gain  in  weight.  In  nine  cases  the  lactic 
acid  bacilli  produced  no  effect.  Only  two  of  the  cases  of  failure 
were  frankly  of  the  fermental  type.  In  the  majority  of  the  cases 
the  buttermilk  was  begun  only  after  all  ordinary  and  routine 
measures  had  failed. 

To  justify  the  conclusion  that  these  favorable  results  were  due 
to  the  action  of  the  living  lactic  acid  bacilli,  and  not  merely  to  the 
chemical  qualities  of  buttermilk  as  a  food,  the  buttermilk  was 
first  given  in  a  pasteurized  form  in  fourteen  resistant  cases  of  the 
fermental  type,  and  after  a  sufficient  trial  had  demonstrated  a 
failure  to  improve,  the  pasteurization  was  omitted.  Immediate 
improvement  followed  this  in  every  case.  Buttermilk  as  a  food 
is  not  always  adapted  to  the  caloric  needs  of  individual  infants, 
for  whom  a  certain  amount  of  fat  may  be  necessary,  the  existence 
of  fermental  diarrhea  not  implying  the  existence  of  fat  intolerance. 
In  such  cases  any  desired  percentage  mixture  may  be  ripened  with 
lactic  acid  bacilli.  The  value  of  this  method  of  treatment  lies 
chieflv  in  its  being  an  additional  resource  in  difficult  cases. 
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Chemistry  of  Milk.— L.  L.  Van  Slyke  (N.  Y.  Med.  Jour., 
May  25,  1907)  says  that  in  milking,  the  first  portion  drawn  is 
fairly  good  skim  milk.  Each  successive  portion  increases  in  fat, 
the  last  portion,  or  strippings,  being  extremely  rich.  This  fact 
suggests  that,  in  obtaining  samples  of  breast-milk  for  analysis,  the 
breast  should  be  allowed  to  become  fairly  full,  and  should  then  be 
exhausted  as  completely  as  possible  to  furnish  a  proper  sample. 
Again,  milk  from  different  quarters  of  a  cow's  udder  varies  quite 
materially  in  composition.  It  would  seem  desirable  that,  in  taking 
samples  of  breast  milk  for  analysis  that  from  each  breast  should 
be  obtained  and  examined  separately.  The  writer  also  calls  atten- 
tion to  the  fact  that  the  casein  increases  with  the  advance  of  lacta- 
tion more  rapidly  in  proportion  than  does  fat.  Therefore,  it  may 
easily  happen  that,  owing  to  this  change,  cow's  milk  which  at  one 
time  agrees  with  a  child,  may  later  fail  to  do  so,  even  though 
healthful  in  every  other  respect.  The  average  of  about  5,500 
American  analyses,  mostly  made  at  the  Agricultural  Experiment 
Stations,  and,  under  known  conditions  of  production,  gives  ap- 
proximately the  following  figures:  Water,  87.10;  solids,  12.90; 
fat,  3.90;  casein,  2.50;  albumin,  etc.,  0.70;  sugar,  5.10;  ash,  0.70. 
The  statement  is  current  that  casein  and  albumin  are  present  in 
cow's  milk  in  very  constant  relative  proportions,  the  amount  of 
casein  being  five  times  that  of  albumin.  Taking  the  amount  of 
albumin  as  one,  casein  varies  all  the  way  from  2.6  to  5.6,  the 
average  being  only  about  3.6  parts  of  casein  to  one  of  albumin. 

The  Composition  of  Human  Milk  and  Its  Chemical  Analysis. 
— H.  Lescceur  (Le  Nord  Med.,  July,  1907)  says  that  the  apparent 
lack  of  total  solids  in  some  specimens  of  human  milk  that  are 
analyzed  to  ascertain  their  powers  of  nutrition,  is  due  to  the 
absence  of  a  sufficient  amount  of  cream.  Now,  it  is  noticeable 
that  specimens  of  cow's  milk  taken  at  different  times  during  milk- 
ing will  varv  in  the  amount  of  cream,  especially  if  taken  in  the 
beginning  of  milking,  the  most  cream  appearing  in  the  last  por- 
tion of  the  milk.  The  samples  of  human  milk  are  always  small 
in  amount,  and  are  not  drawn  so  as  to  give,  a  sample  from  the 
whole  of  the  milking.  Thus  the  amount  of  cream  is  not  a  true 
index  of  the  richness  of  the  milk.  The  examination  of  the  whey 
of  the  milk  bears  out  this  conclusion.  Woman's  milk  coagulates 
without  separating  like  cow's  milk,  and  when  filtered  properly  it 
separates  into  a  precipitate  and  an  opaline  liquid.  The  density  of 
this  liquid  is  of  great  importance.  If  normal  the  density  will  be 
1,036;  if  below  par  the  density  will  fall  below  that  figure.  In 
different  nurses  the  quantity  varies,  while  the  quality  does  not 
vary  materially.  The  density  of  milk  is  exactly  proportional  to 
the  amount  of  solid  matter  contained.  The  chemical  examination 
of  human  milk.  then,  is  inexact  and  deceiving.  Test  of  the  whey, 
and  determination  of  its  density,  is  of  value.  The  density,  which 
varies  between  [,026  and  1.033,  serves  as  a  practical  basis  for  the 
classification  of  milk  and  its  nutritive  value.     Variations  depend 
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on  age  of  the  milk,  return  of  the  menses,  pregnancy,  and  sickness, 
and  these  affect  especially  the  quantity  and  not  the  quality  of  the 
milk.  In  case  of  defective  nutrition,  substances  may  pass  into  the 
milk  which  will  affect  the  health  of  the  child,  but  these  cannot  be 
discovered  by  chemical  analysis. 

Amount  of  the  Ration  in  Nursing  and  Artificial  Feeding. 

F.  Siegert  calls  our  attention  to  the  fact  (Ann.  de  Med.  et  Chir. 
Inf.,  May  I,  1907)  that  the  ration  of  the  infant  was  long  propor- 
tioned to  considerations  of  little  real  importance.  The  quantity 
of  milk  taken  at  each  nursing  varies  with  the  individual  needs  of 
the  child,  its  age,  weight,  vigor,  hunger,  intervals  between  feed- 
ings, and  ability  to  empty  the  breast.  The  fact  of  most  importance 
is  the  length,  not  of  the  stomach  but  of  intestinal  digestion,  which 
is  not  a  negligible  quantity,  and  which  has  never  been  considered 
in  arranging  the  length  of  time  between  nursings.  The  intestinal 
digestion  lasts  from  three  and  a  half  hours  to  four  hours,  and  the 
intestine  should  not  functionate  without  rest.  Hence  such  should 
be  the  intervals  between  the  feedings,  and  any  infant  will  easily 
become  accustomed  to  such  an  interval.  The  author  has  recorded 
the  development  of  two  infants  brought  up  on  such  intervals,  only 
four  feedings  being  given  in  twenty-four  hours.  The  amount 
taken  at  each  feeding  should  be  greater  under  such  a  system  than 
when  food  is  taken  more  frequently. 

Overfeeding  of  Infants.— According  to  Joseph  Breunemann 
{Jour.  Amer.  Med.  Assn.,  April  20,  1907),  overfeeding  is  so  prev- 
alent in  this  country  that  it  is  the  rule.  It  is  second  to  no  other 
factor  in  the  pathogenesis  of  infant  feeding,  and  presents  an  easily 
recognizable,  definite  symptom-complex.  The  percentage  method 
is  inadequate  to  prevent  overfeeding,  the  well-known  feeding 
"schedules  for  an  average  healthy  infant''  of  a  given  age  fostering 
it  by  recommending  excessive  amounts;  and,  moreover,  mere 
percentage  leaves  undetermined  the  amount  of  food  the  baby  gets. 
To  feed  rationally,  and  especially  to  prevent  overfeeding,  it  is 
necessary  to  know  how  much  food  the  baby  is  getting  in  propor- 
tion to  its  bodv  weight,  best  expressed  in  terms  of  energy  quo- 
tient. The  disturbing  element  in  overfeeding  with  cow's  milk  is 
the  fat,  which  in  excessive  amounts  regularly  produces  constipa- 
tion ;  proteids  never  do  so.  It  is  never  necessarv  to  give  more  fat 
than  proteids  of  cow's  milk.  The  interval  between  feedings  should 
be  4  hours. 

Care  of  the  New-born  Infant.— E.  W.  Saunders  (St.  Louis 
Conr.  Med.,  April,  1907)  protests  against  the  application  of  bands 
that  are  so  tight  as  to  interfere  with  respiration  and  normal 
expansion  of  the  abdomen  and  peristalsis,  and  in  the  application 
of  diapers  drawn  so  tight  against  the  perineum  as  to  cause  ex- 
coriation, or  even  deformities  of  the  pelvis.  No  doubt  infections 
after  circumcision  are  due  to  the  use  of  tight  diapers.  After  cir- 
cumcision, or  in  fact  in  case  of  any  irritation  about  the  vulva  or 
the  genitals,  the  diaper  should  not  be  pinned  up  at  all.     There 
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is  no  reason  why  it  should  be,  if  children  are  lying  horizontally. 
Many  cases  of  eczema  and  painful  excoriation  can  be  cured  only 
after  this  pernicious  custom  has  been  abandoned.  There  is  no 
doubt  also  that  it  is  a  frequent  cause  of  onanism  in  babies  of  both 
sexes.  It  is  well  to  remember  that  in  infancy  the  middle-ear  and 
the  pelvis  of  the  kidney  are  the  most  defenseless  portions  of  the 
bodv  against  infection,  and  in  every  case  of  fever,  with  or  without 
pain,  not  explicable  on  other  grounds,  the  ear  should  be  exam- 
ined, and  the  urine  examined  microscopically. 

Milk  as  a  Carrier  of  Infection. — It  is  known,  says  Charles 
Harrington  (N.  Y.  Med.  Jour.,  April  13,  1907)  that  the  non- 
bovine  diseases  capable  of  being  spread  by  milk  include  typhoid 
fever,  dysentery,  scarlet  fever,  diphtheria,  and  the  group  of  diar- 
rheal diseases  called  cholera  infantum.  After  discussing  the  role 
of  chronic  carriers  of  typhoid  and  of  polluted  water  at  the  farm, 
he  says  that  the  number  of  outbreaks  of  milk-borne  diphtheria 
recorded  is  far  smaller  than  those  of  typhoid,  since  it  is  not  a 
disease  carried  by  water,  and  not  one  in  which  the  germs  are 
conveyed  by  the  hands  from  the  excreta.  In  connection  with  the 
transmission  of  scarlet  fever,  he  calls  attention  to  an  epidemic  in 
which  the  source  of  infection  was  traced  to  a  milk  tester  at  the 
distributing  center.  This  shows  the  necessity  of  watching  the 
handlers  at  the  point  of  delivery  as  well  as  those  at  the  place  of 
production.  Outbreaks  of  septic  sore  throat  have  been  traced  in 
Great  Britain  to  milk  from  cows  with  garget.  If  the  cause  was 
garget,  it  is  strange  that  such  epidemics  are  not  more  common, 
in  view  of  the  prevalence  of  this  disease  among  cattle. 

Pasteurization. — R.  G.  Freeman  (AT.  Y.  Med.  Jour.,  March 
23,  1907)  says  that  700  C.  (1580  F.)  can  be  relied  on  to  kill 
tubercle  bacilli  only  when  continued  for  twenty  minutes.  As  a 
matter  of  fact,  in  commercial  pasteurization  milk  is  heated  to 
700  C.  (1580  F.)  for  only  fifteen  seconds,  so  that  such  pasteuriza- 
tion does  not  offer  any  protection  against  the  tubercle  bacillus. 
And.  again,  while  efficiently  pasteurized  milk  is  comparatively 
sterile,  commercially  pasteurized  milk,  as  sold  in  New  York  and 
elsewhere,  usually  contains  a  very  large  contamination  of  bac- 
teria. Moreover,  the  purposes  of  these  two  types  of  pasteuriza- 
tion are  quite  distinct.  Efficient  pasteurization  is  used  to  protect 
infants  and  invalids  from  the  bacteria  of  milk.  Commercial  pas- 
teurization is  used  only  to  prevent  dirty  milk  from  souring  before 
it  can  lie  marketed.  Such  milk  commercially  delivered  shows  far 
bacteria  than  the  better  grades  of  raw  milk,  for  it  is  a  well- 
established  fact  that  pasteurized  milk  when  contaminated  anew, 
even  if  kept  moderately  cool,  allows  a  very  rapid  increase  in  bac- 
terial content. 
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BACK  TO  AN  OLD  IDEA,  FOR  IT  INTRODUCES  A  NEW 
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About  the  middle  of  the  last  century  a  number  of  surgeons 
were  calling  attention  to  the  desirability  of  rapid  operating,  and 
promulgating  the  idea  that  patients  recovered  more  quickly  when 
the  attack  of  surgery  had  been  of  short  duration. 

The  idea  was  based  upon  ordinary  observation,  rather  than 
upon  science,  at  that  time. 

Into  the  field  came  Pasteur,  Semmelweiss,  Lister.  The  atten- 
tion of  the  whole  surgical  world  was  diverted  toward  questions 
of  antisepsis  and  of  asepsis.  The  patient  himself  was  forgotten 
in  our  skilled  maneuvers  against  the  bacterium.  Tait  stood  out 
alone  upon  the  plain  in  the  midst  of  the  whirlwind,  and  his  sta- 
tistics were  too  good  to  be  generally  accepted.  He  stood  upon 
his  ipse  dixit  rather  than  upon  a  basis  of  scientific  explanation, 
which  to-day  can  be  given. 

The  dominant  idea  became   that  of  preventing  nature    from 

growing  her  favorite  colonies  of  bacteria  at  our  expense,  and 

we  were  to  accomplish  the  task  by  our  artifices.     That  is  the 

'President's  address  at  the  twentieth  annual  meeting  of  the  American 
Association  of  Obstetricians  and  Gynecologists,  Detroit.  Mich.,  September 
17-19,  1907. 


562  morris:    back  to  an  old  idea. 

dominant  idea  right  now.  It  is  crude  and  incomplete,  and  is 
shortly  to  be  rounded  out  by  the  idea  of  conserving  the  natural 
immunity  of  the  patient,  and  of  holding  his  opsonic  index  up,  even 
as  the  hands  of  Moses  were  held  up.  The  patient  himself  is  to 
be  our  best  ally,  and  in  our  pride  of  achievement  with  artifices 
against  the  bacterium,  we  are  not  much  longer  to  disregard  such 
an  ally  as  nature  gives  us  in  the  patient. 

That  takes  us  back  to  the  old  idea  of  the  middle  of  the  last 
century,  but  it  introduces  a  new  principle  which  can  be  stated 
in  terms  of  classified  knowledge — something  which  could  not 
have  been  done  at  the  time  when  the  old  idea  was  in  practical 
application. 

The  surgical  patient  is  a  factory.  The  business  of  the  factory 
is  the  manufacture  of  opsonins  for  disabling  bacteria,  and  of 
phagocytes  for  destroying  them.  Our  new  idea  is  10  stop  dis- 
turbing this  factory  with  surgical  methods  which  interfere  with 
its  output  of  opsonins  and  phagocytes. 

How  are  we  to  do  this  ?  By  avoiding  long  debauch  with  intox- 
icating anesthetics.  By  not  choosing,  for  patients  who  are  to  be 
saved,  a  type  of  incision  that  is  popular  for  killing  bears.  By 
not  allowing  the  patient  to  be  bitten  to  death  by  a  pack  of  snap- 
ping artery  forceps.  By  disturbing  as  little  as  possible  viscera 
which  ring  up  the  central  stations  of  the  sympathetic  ganglia 
whenever  they  are  touched.  By  not  wasting  the  patient's  vital 
energy  through  unnecessary  detail  in  conscientiously  carrying  out 
perfected  technique.  The  cap  of  the  climax  of  the  dominant  idea 
was  the  introduction  of  the  rubber  glove.  This  last  refinement  of 
our  art  intensified  the  worst  features  of  our  methods.  This  last 
foot  of  ice  upon  the  Antarctic  pole  is  to  overset  our  earth  and 
change  its  axis  of  rotation. 

I  often  say  to  the  physician  of  a  patient:  "Now  do  you  wish 
me  to  do  an  ideal  operation,  or  would  you  rather  have  me  save 
your  patient?"  It  seems  to  me  that  the  most  important  single 
feature  in  helping  the  business  of  the  factory  is  rapid  operating. 
Not  hurried  work,  but  expeditious  completion  of  necessary  steps, 
and  to  this  point  I  will  devote  the  chief  part  of  my  address. 

In  Philadelphia  two  surgeons  of  about  the  same  capabilities 
have  different  statistics.  A  house  surgeon  serving  under  both 
was  asked  the  reason  for  the  difference  in  statistics  and  his  reply 
was  "about  ten  minutes." 

I  asked  one  of  our  professional  anesthetists  who  works  with 
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from  two  to  ten  surgeons  a  day,  what,  in  his  opinion,  was  the 
most  common  fault  among  surgeons.  His  answer  was,  "Putter- 
ing and  unnecessary  attention  to  detail  in  technique."  On  that 
same  afternoon,  working  with  another  anesthetist,  I  quoted  the 
first  one,  and  asked  if  he  agreed.  He  said,  "Precisely;  there  are 
surgeons  for  whom  I  will  not  work,  and  I  am  engaged  when  they 
call  for  me.  I  have  seen  patients'  chances  for  recovery  lessened 
and  have  seen  patients  killed  outright,  in  cases  in  which  they 
could  easily  enough  have  recovered." 

I  wrote  to  two  other  professional  anesthetists  on  the  point. 
One  of  them  replied :  "I  have  observed  beyond  all  question  that 
patients  do  best  when  the  surgeons  do  quick  and,  particularly,  gen- 
tle work.  These  patients  rarely  have  shock,  and  they  recover 
easily  from  the  effects  of  the  anesthetic."  The  other  answer  was : 
"I  certainly  do  believe  that  not  only  are  the  patient's  chances 
for  recovery  lessened  in  certain  cases,  but  whatever  chances  they 
had  were  lost."  The  public  knows  nothing  of  this  sort  of  thing, 
and  very  many  physicians  are  unfamiliar  with  its  meaning.  How 
is  it  that  surgeons  have  come  to  this  sort  of  criticism  on  the  part 
of  men  who  are  generally  recognized  as  competent  to  criticise? 
It  is  through  conscientious  perfection  of  art  which  leaves  the  pa- 
tient out  of  the  structure.  The  play  proceeds  while  Hamlet  is  too 
ill  to  be  present.  It  was  the  introduction  of  anesthesia  that  first 
brought  about  a  change  to  methods  which  were  better  for  the 
patient  in  one  way  and  worse  in  another  way.  The  law  of  com- 
pensation worked  out  there  as  it  does  in  most  other  fields  of  hu- 
man activity.  Men  who  had  worked  rapidly  because  of  compas- 
sion alone  adopted  slower  methods  after  the  introduction  of  an- 
esthesia, and  sometimes  became  so  deliberate  in  their  movements 
that  the  patient  was  injured  without  the  surgeon's  cognizance  of 
the  situation.  Then  came  our  study  of  the  bacterium,  and  that 
still  further  opened  up  vistas  of  observation  which  left  the  patient 
out  of  the  horizon. 

It  was  during  the  middle  of  the  last  century  that  the  fine  idea 
of  rapid  operating  started  to  grow  into  an  imposing  feature  of  the 
landscape,  but  it  was  blown  down  before  reaching  prime  by  an- 
esthesia and  by  antisepsis.  Now  it  will  sprout  from  the  stump 
again.  Among  the  very  earliest  writers,  the  ancient  writers,  there 
is  no  reference  to  rapid  operating.  Their  works  were  mostly 
didactic  and  for  novices,  and  not  for  trained  men.  To  have  coun- 
seled rapidity  of  operating  would  have  entailed  too  much  respon- 
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sibility,  and  tyros  would  have  been  tempted  to  place  speed  before 
other  requisites  perhaps.  The  relationship  between  trie  duration 
of  an  operation  and  the  degree  of  shock  is  essentially  a  modern 
discovery.  I  have  been  surprised  in  looking  over  the  literature  of 
the  subject  to  observe  how  modern  a  discovery  it  is.  and  how  es- 
sentially English  and  American  it  is  in  its  development. 

The  old  Romans  made  no  reference  to  the  matter  of  rapidity  of 
operating.  They  divided  surgeons  into  the  Vulnerarius  who 
treated  wounds  with  dressings,  and  the  Carnifex  who  operated 
for  stone  and  hernia.  The  Carnifex  was  barely  tolerated  by  the 
Romans.  The  Greeks  at  that  time  could  not  do  mucn  operative 
surgery  because  they  did  not  understand  the  ligation  of  arteries. 
Celsus  is  the  first  writer  to  the  point,  and  he  is  opposed  to  rapid 
work,  saying  that  the  surgeon  must  not  have  compassion  which 
will  lead  him  to  hurry.  Celsus  bears  merely  upon  the  point  of 
"hurry"  to  condemn  it,  and  most  of  us  to-day  will  agree  with  that 
particular  feature.  There  is  a  distinct  difference  to  be  made 
between  hurry  and  safe  rapidity. 

Ambrose  Pare,  in  the  sixteenth  century,  speaks  of  rapidity. 
He  defines  surgery  as  "a  quick  motion  of  an  intrepid  hand,  joined 
with  experience." 

The  next  great  writer  is  Heister,  in  the  seventeenth  century. 
He  quotes  Celsus  with  approval  and  states  that  the  operator 
"should  use  expedition,  but  not  hurry." 

Coming  to  the  English  school,  Sir  Astley  Cooper  does  not 
mention  rapidity,  and  states  that  self-possession  and  knowledge 
of  anatomv  are  of  first  importance.  Sir  Robert  Liston  praises 
skill,  caution,  dexterity,  adroitness,  and  tempered  boldness,  but 
does  not  refer  to  time  spent  in  operating. 

A  number  of  contemporary  teachers  such  as  Bell.  Lizars,  and 
others  do  not  go  into  the  matter  of  qualifications  and  requisites 
at  all. 

Velpeau's  great  work  contains  no  reference  to  time  saving,  ex- 
cepting when  syncope  (shock?)  sets  in,  and  he  says  that  it  may 
then  be  necessary  to  complete  an  operation  quickly,  or  to  finish  it 
at  a  second  stage. 

Just  after  the  introduction  of  anesthesia  Skey  dwoke  to  the 
fact  that  shock  might  be  inseparable  from  any  operation,  and  that 
the  duration  of  operations  on  anesthetized  patients  was  introducing 
an  element  of  danger,  "for  the  duration  may  exceed  the  endur- 
ance of  the  patient." 
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Henry  H.  Smith  goes  out  of  his  way  to  condemn  rapidity 
per  se,  and  believes  that  the  day  of  rapid  surgery  is  happily  past. 
He  does  say,  however:  "Safely  at  all  events,  quickly  if  you 
can." 

Morand,  a  Paris  surgeon,  wrote  a  short  article  in  1772  on  the 
subject  of  the  old  adage,  "Tuto,  cito,  jucundo,"  and  said  that  it 
applied  to  surgery  quite  as  well  as  to  medicine.  "One  should 
operate  safely,  quickly,  and  pleasantly."  Bardeleben,  in  1874, 
expresses  the  idea  of  Morand  as  though  it  were  his  own.  The 
surgeons  of  the  past  century  did  not,  as  a  rule,  deal  with  the  con- 
duct of  operations  in  general  in  such  a  way  as  to  bring  out  the 
matter  of  rapidity  of  operating  for  the  sake  of  preserving  the 
patient's  strength,  but  Bardeleben,  in  the  seventh  edition  of  his 
work  (1874)  says  that  "safety  is  the  first  consideration,  but  rap- 
idity is  a  goal  to  be  aimed  at,  and  is  sometimes  indispensable. 
Cases  occur  in  which  protracted  pain  can  lead  to  loath,  quite  as 
well  as  does  loss  of  blood.  Rapidity  need  not  be  the  same  in  all 
stages  of  operating."  Elsewhere  he  again  states  that  prolonged 
duration  of  operation  may  lead  to  exhaustion  of  the  patient.  He 
does  not  mention  shock,  but  speaks  of  syncope,  which  would  prob- 
ably be  held  to  mean  about  the  same  thing  to  day. 

Treves,  in  his  "Operative  Surgery"  (1892),  gives  pictures  of 
the  rapid  operator  of  the  past,  conceiving  him  in  the  light  of  a 
player  to  the  gallery,  and  giving  him  no  credit  at  all  for  trying 
to  preserve  the  patient's  energy.  He  makes  light  of  dexterity  in 
surgery,  as  compared  with  the  dexterity  of  the  artisan,  and  says 
that  "the  days  of  brilliancy  are  past." 

In  this  connection  I  would  say  that  some  of  us  who  are  inter- 
ested in  brilliantly  preserving  the  natural  immunity  of  the  pa- 
tient— holding  it  on  a  par  with  the  principle  of  chemically  and 
mechanically  attacking  bacteria — are  just  now  being  charged  with 
playing  to  the  gallery.  I  hear  the  work  of  certain  colleagues  re- 
ferred to  in  this  way,  and  presume  that  my  own  ideas  naturally 
meet  the  same  sort  of  reception.  It  is  my  feeling  that  other  opera- 
tors who  try  to  work  rapidly  do  so  with  no  intention  of  gaining 
personal  eclat,  for  the  matter  does  not  really  work  out  in  that 
way  at  the  present  day.  Certainly  not  to  the  point  of  substan- 
tial recognition.  There  is  something  else  back  of  the  motive  which 
led  physicians  and  surgeons  in  the  past  to  make  enthusiastic  audi- 
ences for  particularly  rapid  operators.  It  must  have  been  that 
the  audiences  recognized  some  fundamental  benefit  for  the  pa- 
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tient;  because  underlying  all  of  our  professional  feeling  is  the 
basic  desire  to  see  the  sufferer  helped — Res  est  sacra  miser. 

I  believe  that  the  attitude  of  a  conservative  profession  toward 
new  ideas  is  legitimate  and  commendable.  It  is  our  only  protec- 
tion against  the  introduction  of  a  multitude  of  fanciful  and  harm- 
ful theories  that  are  foisted  upon  us  daily  by  earnest  advocates 
of  unwise  plans  and  of  imperfectly  constructed  methods.  We  are 
eager  enough  to  accept  new  ideas  when  they  are  properly  pre- 
sented, and  in  a  way  to  appeal  to  the  reason;  but  we  are  all  so 
busy  in  carrying  out  established  ways  for  doing  good  that  it  is 
difficult  to  take  time  for  a  new  stand  and  for  comprehending  a 
new  principle.  The  bias  shown  by  Treves  and  by  Henry  H. 
Smith  toward  rapid  operators  gives  me  the  impression  that  they 
probably  had  in  mind  certain  colleagues  who  won  more  or  less 
applause  for  their  ways  of  working. 

Up  to  about  forty  years  ago  operative  shock  had  no  literature, 
but  during  the  latter  part  of  the  last  century  a  great  many  writers 
took  up  the  subject.  For  the  most  part  they  describe  shock  as 
due  to  a  multitude  of  personal  and  external  factors,  rather  than 
to  the  direct  effects  of  operative  work.  The  latter  effects  were 
spoken  of  as  "exhaustion."  Exhaustion,  not  shock,  was  relative 
to  the  duration  of  an  operation,  according  to  most  of  the  writers 
of  the  middle  of  the  last  century. 

I  am  fully  agreed  with  the  ancient  and  modern  writers  who 
argue  against  hurry  in  operating,  but  we  must  cultivate  as  far 
as  possible  a  rapidity  of  action  which  will  make  every  move 
count,  and  which  will  allow  the  average  abdominal  operation,  for 
instance,  to  be  completed  in  about  fifteen  minutes.  Get  in  and 
get  out!  Personally  I  have  not  been  able  to  do  stomach  and 
bowel  resections  or  complete  breast  amputations  in  much  less 
than  thirty  minutes,  but  appendicitis  operations,  in  cases  with 
many  complications,  are  frequently  completed  in  five  minutes. 
We  must  drop  many  of  the  details  of  our  beautifully  constructed 
technique,  which  has  for  its  object  the  removal  or  the  destruc- 
tion of  bacteria,  and  we  must  come  to  know  the  face  value  at 
least  of  the  natural  immunity  of  the  patient.  We  must  conserve 
that  immunity  and  not  sacrifice  it  upon  the  altar  of  our  art.  Daw- 
barn  poured  milk,  representing  pus,  into  the  abdominal  cavity  of 
a  cadaver,  and  then  set  to  work  to  determine  how  to  get  it  all  out. 
After  a  degree  of  incising,  sponging,  and  flushing,  sufficient  to 
kill  a  bear,  there  was  still  plenty  of  milk  left.     How  are  we  to 
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read  that  object  lesson?  By  perfecting  methods  for  getting  that 
milk  out?  Oh,  no!  That  would  be  in  accordance  with  the  dom- 
inant idea  in  surgery  at  the  present  moment,  but  it  would  be  all 
wrong.  The  right  way  is  to  leave  -the  patient  in  condition  to 
take  care  of  the  milk  himself.  My  own  method  would  be  to 
quickly  open  the  peritoneal  cavity  with  a  pair  of  scissors,  turn 
out  the  appendix  and  whatever  pus  happened  to  be  close  at  hand, 
and  put  in  a  little  wick  drain.  If  pus  flowed  over  normal  peri- 
toneum, exposed  by  the  separation  of  adhesions,  I  would  leave  it, 
and  expect  that  as  an  albuminous  fluid  it  would  furnish  a  certain 
amount  of  nutrition  for  the  patient,  even  though  its  mercaptans 
and  sulphur  ethers  smelled  like  very  dangerous  material.  Fif- 
teen years  ago  I  would  have  stood  aghast  at  the  mention  of  any 
such  treatment.  It  would  be  subversive  of  all  that  I  learned  of 
wound  treatment  in  expensive  trips  to  Europe.  Who  taught  us 
this  new  lesson  ?  The  physician  who  did  not  believe  in  operating 
for  appendicitis.  His  attitude  was  immoral,  and  when  asked  to 
defend  himself  he  always  ran  away  and  hid  behind  bad  surgeons, 
but  he  was  of  service  to  the  profession  because  he  taught  us  a 
lesson  at  the  patient's  expense.  How  did  some  patients  with  dus 
in  the  peritoneal  cavity  recover?  Preciselyas  they  do  regularly  after 
a  quick  and  unideal  operation.  The  only  difference  is  this.  In 
one  case  the  patient  fights  it  out  all  alone  and  unaided,  and  in 
the  other  case  we  step  in  and  turn  the  tide  of  battle  between 
phagocytes  and  bacteria.  That  is  the  principle — turning  the  tide 
of  battle  and  letting  the  patient  annihilate  a  running  enemy  with 
a  rear  fire  of  opsonins  and  phagocytes.  By  the  popular  method 
of  sponging,  and  flushing,  and  filling  the  patient  with  gauze — 
committing  taxidermy  upon  him — we  fire  directly  into  the  ranks 
of  our  ally  and  disable  him  at  the  start.  The  only  pus  that  1 
wrould  leave  in  sight  in  quantity  is  the  pus  of  protective  staphy- 
lococcus albus  infection,  but  a  search  for  all  of  the  pus  in  the 
peritoneal  cavity  ends  like  the  search  of  the  man  who  suspected 
the  presence  of  a  leak  in  the  gasoline  barrel  in  the  cellar  and  who 
went  down  with  a  candle  to  look  for  it. 

I  believe  that  under  the  new  principle  of  conserving  the  natural 
immunity  of  the  patient  we  can  get  our  death  rate  in  appendicitis 
down  to  a  fraction  of  one  per  cent. ;  taking  all  cases  as  they  come, 
refusing  help  to  none,  and  operating  upon  all  who  are  still  breath- 
ing when  we  get  to  the  house.  Hotchkiss,  in  the  Medical  News 
for  July  2,  1904,  states  that  at  one  of  his  hospitals,  where  many 
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emergency  cases  of  appendicitis  are  received,  the  operative  death 
rate  for  a  series  of  years,  under  accepted  methods  of  to-day,  was 
30  per  cent.  Hotchkiss  then  changed  to  methods  which  conserve 
the  natural  immunity  of  the  patient,  but  which  are  not  as  yet 
acceptable  to  the  profession,  and  there  was  no  death  rate  at  all 
in  his  next  seventy-two  consecutive  operations  for  appendicitis, 
although  the  cases  were  of  the  same  sort  as  those  which  had  pre- 
viously given  a  death  rate  of  30  per  cent.  Just  stop  and  think  of 
that  for  a  minute !  After  dropping  it  out  of  mind,  think  of  it 
again.  Every  once  in  a  little  while  let  it  come  back  into  mind. 
The  secretary  of  the  Standard  Oil  Company  told  me  that  one  of 
the  most  important  things  in  this  world  was  to  know  a  good  thing 
when  we  saw  it.  Is  it  necessary  for  one  to  quote  such  authority 
to  doctors?  Apparently!  I  know  of  other  statistics  quite  like 
those  of  Hotchkiss,  properlv  recorded,  and  available  for  all  who 
wish  them.  The  one  example  will  suffice.  Once  in  awhile  we 
will  have,  an  appendicitis  patient  with  mesenteric  thrombosis,  or 
with  pylephlebitis,  or  with  such  violent  peritonitis  that  we  must 
lose  him,  but  the  proportion  of  such  cases  is  trifling.  One  gets 
to  feel  that  it  is  well  nigh  impossible  to  lose  any  son  of  an  ap- 
pendicitis case,  provided  that  accepted  methods  of  treatment  are 
dropped. 

For  the  last  thirty  or  forty  years  we  have  tried  so  con- 
scientiously and  so  scientifically  to  help  the  patient  by  following 
up  his  bacteria  that  we  ran  past  the  patient  himself  altogether. 
With  our  eyes  upon  the  heavens,  we  have  fallen  over  a  fact  upon 
the  ground.  A  fact  that  was  known  to  our  teachers  of  earlier 
days.  Now  we  must  go  back  to  the  old  idea  of  rapid  operating, 
with  its  collateral  features,  because,  by  synecdoche,  It  stands  for 
conserving  the  natural  immunity  of  the  patient.  The  first  stage 
of  surgery  was  heroic,  the  second  was  anatomic,  the  third  was 
pathologic,  and  we  are  now  about  to  enter  upon  the  fourth  or 
physiologic  stage  of  surgery.  Immunity  is  to  be  the  watch- 
word of  the  day,  in  surgery  as  well  as  in  medicine. 
During  the  past  thirty  or  forty  years  we  forged  far  ahead  of  the 
internists,  for  our  science  was  better  than  theirs.  Now  they  are 
quietly  slipping  up  to  us.  for  their  science  is  getting  to  be  more 
comprehensive  than  ours.     What,  ho.  watchman! 
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Transactions  of  the  Twentieth  Annual  Meeting,  Held  at  the  Hotel 
Cad  iliac,  Detroit,  Michigan,  September  17,  18,  and  19,  1907. 

The  President,  Dr.  Robert  T.  Morris  of  New  York,  in  the  Chair. 

An  address  of  welcome  on  behalf  of  the  local  medical  profes- 
sion was  delivered  by  Dr.  A.  N.  Collins,  President  of  the  Wayne 
County  Medical  Society,  which  was  responded  to  by  Vice-Presi- 
e'ent  Charles  L,  Bonifield  of  Cincinnati,  Ohio. 

After  the  transaction  of  routine  business,  the  reading  of  papers 
was  proceeded  with.* 

OBSERVATIONS  AND  REFLECTIONS  ON  GALLSTONE 

DISEASES.1 


HUGO  O.  PAXTZER,  M.D. 
Indianapolis. 


The  study  of  the  clinical  significance  of  gall-bladder  pathology 
to-day  stands  in  the  medical  foreground.  Recent  developments 
have  shown  that  the  gall-bladder  rates  second  only  to  the  appen- 
dix among  the  abdominal  organs  in  their  disposition  to  take  on 
disease.  Like  the  appendix,  the  gall-bladder  is  found  to  be  a 
catchpool  of  disease  germs,  which  display  their  activity  under 
signs  that  longtime  went  unrecognized  or  were  incorrectlv  con- 
strued. Much  of  our  knowledge  and  the  deductions  made  there- 
from is  of  too  recent  achievement  to  hold  as  yet  a  settled  place. 
Further  study  of  detail  is  required.  It  shall  be  the  object  of  this 
paper  to  chronicle  some  observations  and  reflections  bearing  on 
the  movement  of  gallstones  and  gall  colic. 

The  acute  interest  felt  in  this  topic  at  this  time  obviates  detailed 
introduction  or  extensive  allusion  to  its  well-known  literature. 
Gallstone  colic  formerly  was  invariably  associated  with  the  move- 

*Papers  will  be  published  in  the  Journal  in  the  order  in  which  they 
come  before  the  Society,  the  discussion  following  the  paper. 
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of  Obstetricians  and  Gynecologists,  held  at  Detroit,  September  17-19.  1007. 
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ment  of  gallstones.  The  concretions  were  regarded  as  the  one 
essential  element,  the  accompanying  fever  a  mere  reflex.  Latter 
day  views  preponderate  to  ascribe  to  an  infection  of  the  gall- 
bladder the  paramount  significance ;  to  the  gallstones  only  coinci- 
dent bearing.  The  inflamed  gall-bladder  swells  the  tissues  of  the 
bladder  wall,  the  consequent  secretions  distend  its  interior,  and 
both  incite — by  muscular  activity  and  increase  of  fluids — the 
intracystic  tension  which  propels  the  calculus  into  the  cystic  duct. 
Striking  are  the  different  views  entertained  with  regard  to 
whether  the  stone,  as  such,  is  or  is  not  an  inciting  factor  to  gall- 
bladder contractions ;  and,  too,  opinions  vary  with  regard  to  the 
size  of  stones  possible  to  pass  through  the  narrow  biliary  ducts. 

The  contention  of  Kehr  and  Riedel  is  illustrative  of  the  variance 
of  opinion  prevailing  about  the  relative  frequency  and  significance 
of  stone  and  inflammation  in  producing  gall-bladder  disquietude 
and  disease.  Kehr,  adhering  to  general  principles,  attributes  to 
infection  practically  the  entire  burden  of  these  disturbances.  In- 
fection, according  to  Kehr,  is  present  and  causative,  even  in  cases 
of  lightest  degree  of  colic.  He  scouts  Riedel's  idea  that  a  foreign 
body  inflammation  (Fremdkoerperentzuendung)  has  clinical  ver- 
ification or  significance.  Riedel,  in  part  agreeing  with  Kehr,  for 
the  rest  assumes  that  the  stone  is  the  initiative  etiological  agent 
in  many  cases.  He  declares  that  the  contention  of  some  authors 
that  the  gall-bladder  becomes  infected  through  the  duodenal 
papilla?,  is  wanting  in  conclusiveness.  He  argues  that  the  hydrops 
of  the  gall-bladder  is  the  starting  point  of  an  acute  cholecystitis. 
The  latter,  so  he  maintains,  develops  slowly  in  the  course  of  years. 
The  stone  uppermost  in  the  gall-bladder,  usually  the  largest  and 
oldest  stone,  in  so  far  as  it  is  not  an  only  stone,  advances  into  the 
neck  of  the  bladder,  which  it  occludes.  Gradually  the  pigment  in 
the  bile  of  the  bladder  becomes  absorbed,  the  water  is  retained, 
and  the  hydrops  with  stone  is  an  accomplished  fact.  The  patient 
observes  nothing  of  this,  and  nothing  even  when  pressure  ulcers 
form  and  the  contents  of  the  gall-bladder  become  turbid — not  even 
when  microbes  and  leukocytes  appear  in  the  serum.  The  accumu- 
lation of  pus  in  the  gall-bladder  goes  on  unobserved  until,  finally, 
the  attack  of  so-called  gallstone  colic  sets  in. 

The  immediate  cause  of  the  colic,  Riedel  says,  commonly  is 
unknown  to  us.  Only  at  times  it  becomes  associated  with  a 
trauma.  The  uplifting  of  a  heavy  burden,  a  strain,  a  jarring  from 
riding  over  uneven  roads,  rough  palpation  of  the  diseased  gall- 
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bladder,  are  insults  which  may  call  out  the  cholecystitis,  as  they 
often  do  evoke  attacks  of  appendicitis.  It  is  designaxed  an  acute 
lighting  up  of  a  chronic  disease.  The  attack  develops  variously, 
differing  with  the  contents  of  the  gall-bladder ;  it  is  mild  when  the 
serum  is  sterile,  and  grave,  even  stormy,  when  the  microbic  con- 
tents are  accordingly. 

Kehr's  view  that  an  infection  supervenes  upon  preexisting  gall- 
stones, generally  speaking,  is  supported  by  clinical  and  pathologi- 
cal observations  and  reasoning.  It  would  seem  indisputable  per- 
taining to  cases  attended  with  rise  of  temperature.  Less  so  where 
pyretic  temperatures  are  wanting.  There  are  no  doubt  cases 
where  the  verified  passage  of  stones  is  unattended  with  fever. 
The  writer,  about  twenty  years  ago,  systematically  treated  attacks 
of  recurrent  gallstone  colic  with  podophyllin.  This  remedy  was 
given  in  one-quarter  grain  doses,  three  times  daily,  with  just 
enough  morphia  and  ipecac  to  touch  off  the  harsh  edge  of  the 
intestinal  colic  produced  by  it.  It  was  found  that  this  remedy,  in 
the  majority  of  cases,  brought  on  gall-colic  of  variable  degree.  It 
was  not  equally  successful  in  eliminating  stones,  as  might  be 
expected  from  the  nature  of  the  accompanying  conditions  in  such 
cases  and  the  varying  size  of  gallstones.  But  a  number  of  the 
cases  so  treated  were  relieved  of  gallstones  which  appeared  in  the 
stools.  One  case  in  special  stands  out  boldly  in  memory.  A  long 
history  of  so-called  "stomach  cramps,"  a  persistent  use  of  po- 
dophyllin, followed  by  violent,  recurrent  attacks  of  gall  colic 
through  three  weeks,  ofttimes  calling  for  hypodermics  of  morphia 
and  atropia;  finally,  one  night,  with  stool,  a  grist  of  twenty-nine 
gallstones  were  released.  In  these  cases  there  was  observed  no 
elevation  of  temperature,  though  at  times  it  was  found  to  be  sub- 
normal. 

To  the  writer  it  seems  unmistakable  there  are  cases  which  are 
unattended  by  infection  at  the  times  of  colicky  attacks.  Also, 
there  are  cases  where  an  attendant  pyretic  temperature  may  be 
owing  solely  to  a  complicating  disease  not  directly  associated  with 
the  gall-bladder,  but  which,  perhaps,  may  have  influence  in  pro- 
ducing an  attack  of  gall  colic.  For  example,  when  an  inflamma- 
tory disease  located  in  other  organs  is  attended  with  violent  vom- 
iting, and  the  latter  mechanically  incites  colic  of  the  s:all-bladdtr 
containing  stones. 

Riedel's  contention  that  the  hydrops  marks  an  initial  stage  of 
the  gallstone  colic,  seems  fairly  reasonable  in  quite  a  number  of 
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cases.  The  physical  examination  of  such  cases,  and  the  finding  at 
the  time  of  operation,  would  lead  the  writer  to  accept  many  ex- 
ceptions to  this  rule.  There  is  notable  the  finding  at  operation  of 
a  gall-bladder,  small  and  inoffensive  looking,  in  a  case  where  only 
a  few  days  previously  there  was  unmistakable  evidence  of  a  large, 
tender,  cholecystic  tumor,  and  where  the  contents  of  such  gall- 
bladder were  found  a  clear  yellow  bile,  not  an  achromatic,  mucous 
fluid. 

Drawing  upon  analogy,  it  seems  reasonable  to  assume  that  a 
gallstone  engaged  at  the  neck  of  the  gall-bladder  would  excite  an 
irritation  of  the  wall  of  this  organ,  not  unlike  that  observed  in  the 
pregnant  uterus  when  its  contents  have  become  unsettled,  and 
these  act  like  a  foreign  body.  The  vaginal  portion,  previously  of 
comparatively  firm  consistency,  suddenly  swells  to  large  size  with 
edematous  infiltration,  and  the  dormant  uterine  musculature 
becomes  active ;  rapid  dilatation  of  the  cervical  canal  and  violent 
expulsive  pains  occur.  In  the  case  of  the  gall-bladder,  a  stone 
wedged  in  its  cervical  canal  may  be  supposed  to  bring  forth 
similar  changes,  affecting  both  the  musculature  and  connective 
tissue  of  the  entire  organ.  A  clinical  observation  bearing  on  one 
side  of  this  question  pertains  to  a  case  seen  in  1882.  An  old 
Jewess,  with  pendulous  and  wasted  abdominal  walls,  had  many 
attacks  of  gallstones  through  twenty  years.  At  the  time  of  the 
first  observation,  she  had  a  tender  swelling  in  the  right  hypo- 
chondrium.  In  regular  recurrence  she  had  attacks  of  intense 
colic,  during  which  there  would  appear  a  small  roundish  protru- 
sion of  the  reddened,  edematous  skin  over  the  most  prominent 
part  of  the  swelling.  This  would  recede  immediately  upon  cessa- 
tion of  the  colic.  The  consistency  of  the  protuberance,  taken  in 
conjunction  with  the  history  of  the  case,  suggested  a  gallstone  in 
transit.  An  incision  of  the  skin  over  the  protruding  part  brought 
a  gallstone  into  view.  This  was,  however,  not  projected  during 
several  pains,  when  it  was  removed  with  a  dressing  forceps.  The 
stone  was  seized  in  like  manner  as  the  obstetric  forceps  grasps  the 
presenting  fetal  head.  Four  large  stones  were  removed  in  this 
way.  A  finger  introduced  into  the  opening  during  colic  was  seized 
and  compressed  as  at  times  the  hand  in  utero  is  incarcerated  by 
firm  contractions.  In  short,  the  musculature  of  this  gall-bladder 
had  developed  mightily  under  a  stimulus  of  long  standing.  Its 
power  was  effective  in  establishing  a  new  passage,  when  the 
natural  one — namely,  the  cystic  duct — was  insurmountably  oc- 
cluded. 
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In  like  turn  an  edema  often  develops  in  these  cases  which  both 
occludes  the  cystic  duct  and  adds  to  the  size  of  the  organ  by  infil- 
tration of  its  wall  and  secretion  into  its  cavity.  There  occurs 
eventually  a  widening  out  of  the  canal  with  gradual  propulsion  of 
the  stone.  In  some  instances  Nature,  unaided,  is  often  engaged 
a  long  time  and  intermittingly  in  this  work,  and  even  finally  may 
fail  of  accomplishing  her  task.  The  latter  instance  is  given  in  a 
case  where  at  operation  a  stone  is  found  well  down  in  either  the 
cystic  or  common  duct,  firmly  wedged  in.  It  is  reasonable  to 
accept  that  the  biliary  ducts  are  thus  capable  of  wide  dilatation. 
It  is  not  necessary  to  assume  that  in  each  instance  the  size  of  the 
stone  is  exclusively  owing  to  accretions  after  it  has  descended  into 
these  channels,  as  commonly  accepted. 

Opinions  of  authors  and  practitioners  vary  greatly  upon  what 
size  of  stones  can  be  passed  by  the  cystic  or  common  duct.  No 
doubt  most  times  large  stones  that  were  passed  by  bowel  or  vom- 
ited have  left  the  gall-bladder  through  unnatural  openings. 
Yet  there  is  unmistakable  evidence  of  comparatively  large  stones 
having  passed  by  natural  ways. 

In  conclusion,  I  offer  a  few  words  on  the  bearing  such  observa- 
tions may  have  on  practice.  Temperature  should  be  regularly 
taken  in  all  cases  of  gall  colic.  Its  presence  in  a  case  of  gallstone 
colic  may  be  the  first  definite  sign  of  a  grave  disease.  Every  case 
of  gall  colic  having  temperature  imperatively  calls  for  local  exam- 
ination to  detect  evidence  of  inflammatory  character,  gangrene 
and  pericystic  involvements,  or  excessive  enlargement  and  pos- 
sible rupture.  The  persistent  absence  of  fever  would  commonly 
indicate  a  state  devoid  of  danger,  and,  when  associated  with  con- 
current conditions,  might  warrant  persistence  in  non-surgical 
measures.  A  gall-bladder  without  tenderness  and  of  not  excessive 
enlargement  also  indicates  a  favorable  course. 
224  North   Meridian   Street. 

DISCUSSION. 

Dr.  John  A.  Lyons  of  Chicago,  in  opening  the  discussion,  said 
that  about  four  months  ago  a  professional  friend  of  his  had 
blood  tests  made  with  a  view  to  determining  whether  he  had 
cholecystitis,  appendicitis,  or  what-not,  which  was  causing  con- 
tinual pain  that  radiated  from  the  right  to  the  left  hypochondriac 
region.  Numerous  blood  tests  were  made  by  men  of  eminence 
who  had  examined  him.  All  were  of  the  opinion  that  the  case  was 
one  of  cholecystitis.  An  eminent  Chicago  surgeon  concurred 
in  this  diagnosis  and  operated  on  the  patient.    Operation  disclosed 
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multiple  carcinoma  of  the  liver,  the  diagnosis  of  this  condition 
having  been  confirmed  subsequently  by  a  good  pathologist.  He 
cited  this  case  to  show  that  it  was  sometimes  exceedingly  difficult 
to  make  a  positive  diagnosis  of  gall  tract  trouble. 

Dr.  James  F.  W.  Ross  of  Toronto,  Ontario,  had  had  in  his 
experience  five  cases  of  gangrene  of  the  gall-bladder,  and  had 
come  to  the  conclusion  that  its  symptoms  were  very  definite.  It 
needed  immediate  operation,  just  as  gangrene  of  the  appendix 
did.  In  one  case  no  gallstones  were  present;  gangrene  had 
occurred  without  them.  In  two  cases  the  gall-bladder  sloughed 
away.  The  patients  were  so  ill  that  it  was  not  considered  ad- 
visable to  do  prolonged  operations.  The  abdomen,  therefore,  was 
opened,  gauze  packing  inserted,  Morison's  pouch  drained  from 
behind,  and  the  patient  left  in  that  way.  Of  the  five  cases,  all 
recovered. 

A  symptom  that  impressed  him  was  that  the  pulse  became 
peculiarly  irregular.  The  patients  complained  of  severe  pain  in 
the  neighborhood  of  the  gall-bladder  as  the  first  symptom,  and 
then  they  appeared  to  be  desperately  ill.  In  two  cases  the  pa- 
tients became  cyanosed.  The  temperature  was  elevated  several 
degrees,  and  the  pulse  in  two  of  the  cases  became  very  rapid. 

A  few  years  ago  he  presented  to  the  Societv  an  instrument  he 
had  devised  for  the  purpose  of  assisting  in  removing  stones  from 
the  common  duct.  It  had  fenestrated  blades  intended  to  grasp 
a  stone  in  the  duct  and  hold  it  in  position,  while  a  running  suture 
was  placed,  an  incision  made,  the  stone  needled,  and  the  opening 
closed,  making  the  operation  very  easy. 

Dr.  James  F.  Baldwin  of  Columbus,  Ohio,  had  had  an 
unusually  large  number  of  cases  of  gangrene  of  the  gall-bladder. 
and  had  noticed  the  symptom  to  which  Dr.  Ross  had  called  atten- 
tion, namely,  irregularity  of  the  pulse.  The  last  patient,  from 
Cincinnati,  who  left  the  hospital  Sunday,  having  been  operated  on 
three  weeks  before,  had  no  elevation  of  pulse  or  temperature,  but 
severe  pain.  A  history  was  given,  dating  back  one  year,  of 
attacks  of  pain,  and  when  a  Cincinnati  physician  was  telephoned 
for  to  see  the  patient  in  one  of  these  attacks,  he  thought  it  was 
clearly  the  appendix  that  was  at  fault.  The  patient  was  in  a  des- 
perate condition,  so  that  immediate  operation  was  clearly  indi- 
cated. Dr.  Baldwin  operated,  going  high  up,  as  it  seemed  to  him 
that  there  was  more  tenderness  over  the  gall-bladder  than  the 
appendix.  The  gall-bladder  was  gangrenous  and  had  ruptured. 
It  contained  fifty  gallstones.  He  clamped  it  at  the  cystic  duct, 
removed  it,  and  the  patient  made  a  fine  recovery.  He  cited 
another  case. 

He  thought  the  symptoms  in  these  ca?es  were  those  that  were 
manifested  in  grave  disorders  anywhere  around  the  gall-bladder 
region.  Perforation  of  an  ulcer  of  the  duodenum  or  of  the 
stomach,  or  an  acutely  inflamed  appendix,  particularly  if  the 
appendix  be  higher  up  than  normal,  would  give  practically  the 
same  symptoms.     Of  his  series  of  a  dozen  cases  onlv  one  died. 
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In  this  case  the  operation  was  not  performed  until  the  fourth 
day.  There  was  extensive  peritonitis  present.  The  operation 
was  done  in  a  private  house  at  a  distance  and  under  unfavorable 
circumstances.  If  he  had  had  the  patient  under  his  personal 
supervision,  he  thought  he  might  have  recovered. 

Dr.  Joseph  Price  of  Philadelphia  said  that  the  paper  limited 
the  discussion  to  a  rather  narrow  zone.  Colic  was  not  common, 
but  disease  of  the  gall-bladder  was  exceedingly  common.  In 
insane  asylums  in  the  South  it  had  been  found  by  post-mortem 
examinations  that  thirty  to  forty  per  cent,  of  the  inmates  had 
gallstones,  many  of  whom  manifested  no  symptoms  of  them.  He 
had  been  informed  that  in  the  female  department  of  the  Norris- 
town  Institution  of  twelve  hundred  inmates,  gallstones  had  been 
found  in  thirty  per  cent,  of  the  cases  that  had  come  to  post-mor- 
tem without  the  patients  having  manifested  symptoms  indicative 
of  that  condition  during  life.  The  physicians  connected  with 
this  institution  were  good  diagnosticians.  They  had  often  found 
concealed  hernias ;  they  recognized  appendicitis  in  these  demented 
women,  which  was  really  a  difficult  thing  to  do.  He  had  not 
found  gallstone  colic  a  common  symptom. 

He  was  glad  to  hear  that  Dr.  Ross  had  operated  on  five  cases 
of  gangrene  of  the  gall-bladder  in  which  rupture  had  taken 
place,  and  had  saved  them  all  by  refinement  of  surgical  instinct, 
good  judgment,  and  great  skill.  Drainage  in  these  cases  was 
an  admirable  thing.  A  rigid  right  rectus  was  commonly  present 
in  these  cases.  A  man  came  to  Philadelphia  for  a  gall-bladder 
operation,  and  a  few  hours  after  reaching  the  city  had  an  acute, 
agonizing  pain.  A  good  surgeon  opened  the  abdomen  and  found 
a  perforation  of  the  stomach  with  free  hemorrhage.  He  made  a 
little  window  through  the  mesocolon,  upset  his  stomach,  closed 
the  opening,  made  toilet  and  drained,  and  the  man  made  a  beauti- 
ful recovery. 

Dr.  William  H.  Humiston  of  Cleveland,  Ohio,  confirmed 
what  Dr.  Price  had  said  in  regard  to  the  frequency  of  gallstones 
without  symptoms.  During  a  residence  in  Vienna  of  several 
months  he  had  been  in  the  habit  of  going  down  to  the  autopsy 
room,  where  they  had  from  six  to  twelve  bodies  daily,  the  cases 
having  been  brought  in  from  all  departments  of  a  large  hospital 
with  thirty-five  hundred  beds,  and  the  frequency  of  gallstones  was 
apparent,  although  the  patients  had  died  from  other  diseases 
without  symptoms  of  gallstone  colic. 

He  had  found  on  careful  examination  that  a  rigid  right  rectus 
muscle  was  an  indication  of  gall-bladder  disease.  If  there  were 
no  other  symptoms,  if  there  were  adhesions  in  the  pelvis  to  any 
extent,  any  pressure  on  the  right  rectus  would  give  rigidity.  In 
fact,  he  had  diagnosed  adhesions,  where  there  was  some  question 
as  to  whether  there  were  adhesions,  bv  firm  pressure  in  the  region 
of  the  navel.  If  there  were  adhesions  this  firm  pressure  would 
excite  pain.  He  made  what  he  thought  was  a  clever  diagnosis 
some  time  ago  in  the  case  of  a  patient  who  had  been  examined 


576  pantzer:    gallstone  diseases. 

by  several  practitioners,  who  said  there  were  no  adhesions.  She 
was  suffering-  great  pain.  She  had  had  two  operations  in  the 
loin,  and  by  the  test  he  had  mentioned  he  was  able  to  diagnose 
adhesions,  which  he  relieved  by  operation,  and  since  then  the 
patient  had  been  well.  His  experience  with  gallstone  disease  was 
entirely  associated  with  pathological  conditions  in  the  pelvis. 
His  experience  embraced  about  twenty-two  cases  where  the 
patients  had  had  gall-bladder  disease,  with  inflamed  appendages, 
or  appendicitis.  Of  the  last  two  cases  he  had  had,  one  was  a 
typical  case  of  recurrent  attacks  of  appendicitis,  with  typical 
attacks  of  gallstone  disease.  She  had  pain  in  the  right  hypochon- 
driac region,  associated  with  tenderness,  vomiting,  and  icterus. 
The  condition  he  found  in  the  pelvis  was  one  of  enlarged  uterus, 
lacerated  cervix,  endometritis,  with  a  mass  to  the  right  of  the  right 
vaginal  vault,  and,  on  making  an  incision,  after  doing  a  curette- 
ment  and  repairing  the  cervix,  he  found  the  ovary  and  the  appen- 
dix walled  off  together ;  there  was  a  pus  cavity,  which  he  removed 
and  drained,  and  then  made  an  incision  higher  up  and  removed 
forty-nine  gallstones.  This  was  the  first  case  in  which  he  had 
found  a  white  gallstone.  Some  of  the  stones  were  as  large  as  a 
cherry. 

Dr.  Charles  L.  Bonifield  of  Cincinnati,  Ohio,  said  there  was 
a  decided  difference  between  a  pain  that  was  due  to  an  acutely 
inflamed  and  distended  gall-bladder  and  one  that  was  due  to  gall- 
stone colic.  Gallstone  colic  was  always  due  to  contraction  of  the 
gall-bladder,  and  this  contraction  might  be  caused  by  an  effort 
of  the  stone  to  pass  through  the  duct,  or  it  might  be  caused  by  an 
inflamed  condition  of  the  gall-bladder.  It  was  a  severe,  excru- 
ciating pain,  which  should  alone  be  dignified  by  the  name  gallstone 
colic ;  but  tenderness,  soreness,  and  discomfort  due  to  an  inflamed 
gall-bladder  were  a  different  thing.  His  experience  was  that 
the  cases  that  gave  rise  to  gallstone  colic  frequently  had  small 
gall-bladders,  without  much  fluid  in  them,  and  filled  with  a  large 
number  of  stones.  He  believed  that  every  patient  who  had  gall- 
stones was  liable  to  develop  symptoms.  The  presence  of 
gallstones  predisposed  to  infection  of  the  gall-bladder.  For  a 
number  of  years  surgeons  had  discussed  the  advisability  of 
removing  the  appendix,  whether  it  was  diseased  or  not,  when 
doing  other  abdominal  operations,  and  of  late  years  the  question 
had  arisen  as  to  whether,  when  the  abdomen  was  opened  for  pelvic 
conditions,  it  were  wise  to  palpate  the  gall-bladder,  and,  if  a  few 
gallstones  were  present,  to  remove  them.  Some  years  ago  he 
was  doing  a  hvsterectomy  for  a  fibroid  tumor  for  a  sister  of  one 
of  the  Cincinnati  practitioners.  When  he  finished  the  operation 
for  the  removal  of  the  fibroid  he  found  a  large  number  of  gall- 
stones by  palpating  the  gall-bladder.  She  had  had  no  symptoms 
of  gallstones ;  therefore,  he  decided  not  to  molest  them.  Shortly 
after  she  left  the  hospital  she  began  to  have  severe  attacks  of 
gall-bladder  inflammation.  \  year  later  he  opened  the  gall- 
bladder and  removel  the  stones. 
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Dr.  Pantzer  said  the  discussion  emphasized  the  important 
clinical  fact  that  cholecystitis,  or,  if  one  chose  to  call  it  gallstones, 
and  gall-bladder  diseases,  were  second  only  to  appendiceal  dis- 
ease. That  if  it  were  put  in  this  way  we  could  emphasize  another 
fact  clinically,  that  these  diseases  occurred  without  adequate  rec- 
ognition. Like  several  of  the  speakers,  he  had  had  a  number  of 
cases  of  gangrenous  cholecystitis  brought  to  him,  in  which  .a 
diagnosis  had  been  made  of  typhoid  fever  or  appendicitis,  where 
the  disease  had  developed  to  the  stage  of  a  moribund  condition  of 
the  patient.  Four  of  his  patients  were  practically  moribund 
when  he  made  the  last  desperate  effort  to  save  them  by  drainage. 

The  frequency  of  gallstones  bore  no  relation,  in  his  judgment, 
to  the  frequency  of  gall-bladder  disease,  as  was  shown  by  the 
statistics  of  Riedel.  The  possibility  of  a  cholecystitis  gangrenosa 
was  to  be  entertained  in  every  case  presenting  the  symptoms  of 
grave  inflammatory  disease. 


TUBERCULOSIS  OF  THE  KIDNEY,  WITH  REPORT  OF 

CASES.1 


BY 

RUFUS  B.  HALL,  M.D., 
Cincinnati. 


Until  recent  years  tuberculosis  of  the  kidney  was  regarded 
more  as  a  constitutional  than  a  local  disease,  more  of  a  medical 
than  a  surgical  condition ;  but  the  rapid  advance  in  operative  sur- 
gery has  in  this  disease,  as  in  many  others,  disproven  that  theory. 
A  decade  ago  surgical  treatment  of  renal  tuberculosis  was  but 
tentative  and  opinions  of  the  foremost  men  in  the  profession  were 
at  variance  whether  any  operation  whatever  was  justifiable.  If 
any  operation  was  advised,  what  was  suitable  for  the  various  kinds 
of  cases  was  a  difficult  problem  to  determine.  After  Klebs  had 
demonstrated  that  the  tubercle  in  the  human  subject  invariably 
contain  bacteria,  that  he  could  cause  the  same  disease  in  animals 
by  inoculation  by  the  cultures  obtained  from  the  bacteria,  thus 
stimulating  other  investigators,  it  was  not  long  until  Koch,  in 
1882,  made  known  to  the  profession  that  he  had  positively  identi- 
fied the  special  bacillus  of  tubercle.  After  his  announcement 
there  very  soon  appeared  an  army  of  workers  and  the  knowledge 
of  tuberculosis  and  its  ravages  was  known  to  the  profession  in  a 
new  light  as  they  are  understood  to-day. 

'Read   at   the    twentieth    annual    meeting   of   the   American    Association 
of  Obstetricians  and  Gynecologists,  held  at  Detroit,  September  17-19.  1907- 
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This  knowledge  places  us  in  a  position  to  study  tuberculosis  of 
the  kidney  from  a  rational  standpoint,  hence  for  the  surgical 
treatment  and  the  refinements  in  the  diagnosis  we  are  very  largely 
indebted  to  the  discoveries  of  Koch.  If  it  were  not  for  the 
knowledge  thus  derived,  we  would  be  groping  in  the  dark  in  the 
diagnosis  and  treatment  of  this  disease  as  did  our  forefathers. 
It  was  pointed  out  as  early  as  1882  by  Coneheim  that  man  could 
by  means  of  his  renal  excretion  eliminate  the  bacilli  of  tuber- 
culosis, and  he  believed  that  these  bacilli  could  be  transported 
from  the  lung  into  the  urine  by  the  blood  and,  after  reaching 
the  bladder,  could  there  excite  tubercular  lesions  without  causing 
injury  to  or  infection  of  the  kidney  in  their  passage.  Many  other 
writers  subsequently  confirmed  his  writings.  They  believed  that 
the  bacillus  could  filter  through  the  kidney  without  causing 
tubercular  disease  therein.  Others,  disagreeing  with  these  views, 
believed  that  to  make  the  excretion  of  the  bacilli  possible  there 
must  be  a  change  in  the  secreting  tissue  whereby  these  tissues 
were  made  permeable,  and  that  this  change  was  effected  by  the 
virus  of  the  microorganisms. 

Up  to  the  time  these  observations  were  made  sufficient  atten- 
tion from  the  point  of  view  of  surgical  progress  had  not  been 
given  to  the  question  whether  renal  tuberculosis  was  a  general 
or  a  local  infection ;  whether  from  the  point  of  view  of  treat- 
ment tuberculosis  was  an  operable  or  an  inoperable  disease.  Clin- 
ical knowledge  acquired  by  a  vast  number  of  the  best  surgeons 
of  to-day  demonstrates  the  fact  that  renal  tuberculosis  is  a  local- 
ized affection  limited  to  one  kidney  in  the  vast  majority  of  cases, 
and  a  large  number  of  the  closest  observers  believe  that  if  the 
diagnosis  could  be  made  early  we  could  see  a  still  larger  per- 
centage of  these  cases  while  the  disease  was  limited  to  one  kidney. 
To  sustain  this  opinion  it  is  only  necessary  to  remind  you  that 
when  these  cases  are  allowed  to  come  to  the  post-mortem  table 
in  at  least  50  per  cent,  the  disease  is  still  unilateral. 

etiology. 

Renal  tuberculosis  is  due  to  the  tubercle  bacillus,  wliich  may 
reach  the  kidney  through  the  circulation ;  or  it  may  be  conveyed 
by  the  lymphatic  channels  in  that  region ;  or  the  disease  may  ex- 
tend along  the  walls  of  the  ureter  by  continuity  from  the  blad- 
der; or  more  rarely  infection  may  be  directly  communicated  to 
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the  ureter  through  some  tuberculous  focus  situated  outside  of  the 
genitourinary  tract. 

When  the  infection  is  conveyed  by  the  circulation  it  may  either 
run  an  acute  course  or  a  chronic  one,  resulting  in  caseation.  In 
the  latter  case  the  caseated  nodules  may  extend  into  the  calyces' 
and  give  rise  to  tubercular  pyonephritis.  When  the  disease 
reaches  the  kidney  from  some  of  the  lower  parts  of  the  genito- 
urinary tract  by  way  of  the  ureter,  the  kidney  is  the  last  portion 
of  the  urinary  system  to  be  affected.  There  are  believed  to  be 
other  modes  of  infection,  but  from  a  surgical  standpoint  they 
do  not  concern  us  here.  When  tubercle  is  suspected  in  any  case 
of  chronic  renal  disease,  if  the  urine  contains  pus  or  blood  and 
we  can  detect  the  bacillus,  we  may  say  that  the  patient  is  suffer- 
ing from  tuberculosis.  But  our  duty  does  not  end  here.  We  must 
localize  it  and  say  that  it  is  limited  to  a  certain  organ  or  not,  if 
we  do  our  duty  to  our  patient.  In  discussing  this  subject,  I  pur- 
posely speak  of  the  disease  only  as  met  with  in  women. 

PATHOLOGY. 

Careful  study  of  these  cases  teaches  us  that  the  kidney  is  often 
affected  with  tuberculosis  without  either  the  ureter  or  the  blad- 
der being  involved.     We  also  know  that  when  the  disease  com- 
mences in  the  kidney  it  is  prone  to  spread  along  the  ureter  to 
the  bladder.     Pathology  shows  us  also  that  the  ureter  and  kidney 
may  be  secondarily  invaded,  though  very  rarely  so,  in  an  ascend- 
ing manner  by  an  extension  of  the  disease  from  the  bladder. 
When  the  disease  is  of  the  ascending  type  it  is  very  much  less 
promising  from  a  surgical  standpoint  than  it  is  when  it  is  first 
local  in  the  kidney.     This  fact  should  stimulate  us  to  greater  ef- 
fort to  make  a  correct  diagnosis  early  in  the  disease.    The  disease 
usually   follows   the   course   of  the  blood-vessels,   and,   when   it 
reaches  the  parenchyma,  it  implants  the  bacilla  about  the  vessels 
of  the  malpighian  tufts.    As  the  disease  progresses  and  the  caseous 
masses  have  sufficiently  increased  in  size,  the  tissue  softens  and 
breaks   through   into   the   calyces   and   discharges   into   the   renal 
pelvis  and  ureter,  or  they  may  rarely  break  through  the  fibrous 
capsule   of  the  kidney   and   form  tuberculous   perinephric   ab- 
scess, which  is  not  a  rare  condition,  as  in  one  of  the  cases  re- 
ported.   The  discharge  of  the  pus  and  bacillus  through  the  ureter, 
not  infrequently  the  latter,  becomes  temporarily  obstructive,  de- 
veloping a   hydronephritic   kidney. 
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In  fact,  in  all  of  the  cases  coming  to  operation,  if  the  disease 
is  at  all  advanced  there  is  more  or  less  distention  of  the  kidney 
from  the  temporary  blocking  up  of  the  ureter  from  this  cause. 
As  the  disease  progresses  the  ureter  in  the  vast  majority  of  cases 
Becomes  more  or  less  involved  in  the  tubercular  process.  If  the 
disease  is  allowed  to  advance,  not  infrequently  in  the  region  of 
the  opening  of  the  ureter  we  will  find  tubercular  ulcers  in  the 
bladder  mucosa.  The  symptoms  in  renal  tuberculosis  are  very 
characteristic  if  the  disease  is  well  marked,  yet  it  must  be  under- 
stood that  many  of  the  symptoms  are  present  in  other  conditions. 

The  difficulties  of  diagnosis  are  considerable,  yet  not  insur- 
mountable. The  main  symptoms  are  lumbar  pain,  dysuria,  poly- 
uria, frequent  micturition  by  night  as  well  as  by  day,  pyuria  with 
acid  urine,  hematuria  with  acid  urine,  the  presence  of  tubercle 
bacilli  in  the  urine,  loss  of  flesh,  night  sweats,  pallor,  and  slight 
elevation  of  temperature,  especially  in  the  evening.  Pain  in  the 
loin  is  sometimes  the  first  symptom  complained  of.  It  is  of 
moderate  intensity  and  not  usually  aggravated  by  exercise.  As 
the  disease  advances  the  pain  usually  becomes  greater  and  the 
patient  seeks  relief,  so  that  when  first  seen  the  history  given  is 
that  she  has  suffered  pain  in  the  loin  for  varying  lengths  of  time, 
maybe  for  a  few  or  many  months,  while  the  pain  is  but  little  if 
any  increased  in  severity  by  delay.  It  is  usually  referred  to  one 
loin  and  radiates  to  the  pelvis.  The  pain  may  bt  so  severe  at 
times  that  it  resembles  nephritic  colic  due  to  a  stone.  This  is 
usually  due  to  temporary  obstruction  of  the  ureter  from  pus,  but 
it  is  not  so  severe  as  that  of  the  pain  caused  from  stone.  Increase 
in  the  size  of  the  kidney  is  very  common  and  in  many  cases  a 
definite  tumor  can  be  outlined. 

THE    URINE. 

Polyuria  is  a  frequent  and  early  symptom  of  the  disease.  It 
may  be  present  during  some  days  and  absent  on  others.  When  it 
does  occur  it  may  be  accompanied  by  dysuria.  There  may  be 
no  other  symptoms  in  the  early  stages  of  the  disease,  and  when  it 
occurs  in  an  enfeebled  person  and  no  other  cause  could  be  as- 
signed, renal  tuberculosis  ought  to  be  the  first  disease  considered. 
After  the  disease  has  continued  for  a  few  months,  the  urine  con- 
tains various  quantities  of  renal  tissue.  The  reaction  is  nearly 
always  acid  and  whenever  we  find  pus  in  acid  urine  we  should 
at  once  suspect  tuberculosis.     We  may  find  the  urine  completely 
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clear  for  a  short  time  in  those  cases  in  which  there  is  ascending 
tuberculosis,  on  account  of  the  temporary  blocking-  of  the  ureter 
on  the  diseased  side,  which  is  more  likely  to  occur  from  ascend- 
ing than  the  descending  form  of  the  disease. 

It  is  very  important  in  every  case  of  chronic  renal  tuberculosis, 
especially  when  a  surgical  operation  is  contemplated,  to  know  the 
condition  of  the  opposite  kidney.  It  has  been  stated  that  in  50  per 
cent,  of  all  cases  coming  to  post-mortem  one  kidney  remains 
healthy.  It  is  more  than  probable  if  these  patients  could  be 
seen  early  .and  a  correct  diagnosis  made,  that  in  a  very  much 
larger  percentage  the  disease  would  be  found  to  be  limited  to 
one  side  only,  which  is  a  very  important  matter  from  a  surgical 
standpoint. 

There  are  also  present  tubercle  deposits  in  other  parts  of  the 
genitourinary  tract.  The  bladder  is  often  affected.  There  may 
be  old  or  recent  tuberculosis  of  other  organs  of  the  body,  such 
as  the  lung,  pleura,  or  intestine.  The  urine  should  be  examined 
carefully  for  the  bacillus  of  tuberculosis,  yet  in  more  than  50  per 
cent,  of  the  cases  of  tuberculosis  of  the  kidney  the  bacillus  is  not 
found  in  the  urine  under  the  microscope.  It  is  often  absent  in 
the  urine  in  cases  of  primary  renal  tuberculosis  and  in  cases  of 
descending  tuberculosis,  if  the  ureter  is  blocked.  Bacilli  are 
sometimes  detected  by  the  inoculation  experiments  with  the  urine 
in  which  they  are  not  found  in  the  staining  and  microscopic  ex- 
aminations. 

Frequent  micturition,  besides  being  often  the  earliest  symp- 
tom, may  for  a  long  time  be  the  only  one.  It  occurs  during  the 
night  as  well  as  the  day.  This  symptom  in  a  person  between 
twenty  and  forty  years  of  age  should  always  excite  suspicion  of 
the  disease.  Even  in  the  early  stages  of  latent  renal  tuberculosis, 
in  many  cases  there  is  a  slight  elevation  in  the  evening  tempera- 
ture. If  there  is  septic  infection,  the  temperature  may  rise  to 
103 °  or  1040.  Loss  of  flesh,  loss  of  appetite  and  sallow  or  pale 
skin  are  symptoms  incident  to  the  general  anemic  state  which 
may  precede  any  local  urinary  disturbance,  but  they  are  more 
likely  to  occur  after  tubercular  disease  has  existed  for  some  time. 

Intermittent  pyonephrosis  from  partial  obstruction  of  the 
ureter  is  an  important  clinical  fact,  as  some  rough  knowledge  of 
the  state  of  the  opposite  kidney  may  be  obtained  by  examination 
of  the  urine  passed  in  the  intervals  between  the  attacks  of 
pyuria.    The  early  diagnosis  of  renal  tuberculosis  is  of  very  great 
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importance  and,  if  this  be  made,  the  patient  may  be  saved  the 
necessity  of  subsequent  nephrectomy  by  being  sent  ro  a  suitable 
climate  and  being  placed  under  proper  dietetic  and  hygienic  con- 
ditions. The  diagnosis  is  difficult,  but  not  insurmountable  with 
the  present  refinement  in  the  diagnosis ;  if  we  study  the  clinical 
history  carefully  and  patiently  interpret  it,  we  will  usually  be  re- 
warded by  the  ability  to  form  a  correct  diagnosis. 

When  there  is  frequent  micturition,  polyuria,  or  hematuria  in 
an  acid  urine,  together  with  the  elevation  of  the  evening  temper- 
ature ;  when  pyuria  is  present  and  the  hemorrhage  no.t  influenced 
by  rest  or  movement ;  when  the  patient  is  pallid  and  losing  flesh, 
and  if  there  is  fullness  or  a  tumor  with  or  without  pain  in  the 
renal  region  and  tubercle  bacilli  is  found  in  the  urine,  we  have 
an  assemblage  of  symptoms  which  are  sufficiently  characteristic 
and  positive.  We  must  not  overlook  the  fact,  however,  that  all 
or  many  of  these  symptoms  may  be  absent  in  the  early  stages  of 
the  disease  and  occasionally  throughout  its  whole  course.  In  the 
early  stages  of  the  disease  it  is  difficult,  even  impossible,  in  the 
absence  of  bacilli  of  tubercle  to  diagnosticate  tubercular  kidney 
from  renal  calculus.  Then  more  reliance  must  be  placed  upon 
the  other  signs  of  tuberculosis.  In  stone  there  is  more  likely  to 
be  hematuria  brought  on  by  exercise  or  exertion,  which  ceases  on 
resting  or  lying  down.  The  pyuria  is  generally  intermittent; 
whereas,  in  tuberculous  kidney,  blood  is  usually  found  only  in 
small  quantities  and  the  hematuria  is  not  aggravated  by  exercise 
and  does  not  abate  by  rest.  The  purulent  urine  is  continuous, 
excepting  when  the  ureter  is  occluded  temporarily. 

The  use  of  the  .r-ray  is  of  great  value  and  should  not  be  neg- 
lected in  any  case  in  which  the  question  of  stone  is  at  all  in  doubt. 
Cystoscopic  examination  of  the  bladder  should  be  made  in  all 
cases.  The  ureteral  orifice  of  the  bladder  will  be  found  inflamed 
and  reddened  on  the  affected  side  in  marked  contrast  from  the 
healthy  side.  Second,  the  urine  should  be  collected  separately 
from  each  kidney  for  examination  after  irrigating  the  bladder 
with  a  normal  salt  solution;  then  by  means  of  the  Harris  instru- 
ment it  may  be  collected  without  cathcterizing  the  ureters  and, 
in  many  cases  this  will  suffice.  1  f  it  does  not,  we  must  catheterize 
the  ureters  by  passing  the  ureteral  catheter  a  short  distance  only 
in  each  ureter  and  collect  the  urine  separately  for  our  examina- 
tion. 

The  cystoscopic  examination  of  the  bladder  is  a  very  important 
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matter  in  the  diagnosis  in  all  cases.  It  often  clears  up  the  doubt 
at  once  and  should  not  be  neglected.  On  several  occasions  I  have 
been  able  to  observe  clear  urine  ejected  into  the  bladder  from  a 
healthy  kidney,  while  at  the  same  time  on  the  opposite  side  1 
could  see  the  pus  and  urine  being  discharged  from  the  diseased 
kidney  into  the  bladder  from  a  greatly  inflamed  ureteral  orifice. 
I  report  only  three  operative  cases  selected  from  my  work  as  illus- 
trating the  benefits  derived  from  surgical  operation  even  when  the 
disease  is  far  advanced.  I  will  only  make  a  very  short  report  of 
each  because  my  paper  has  already  assumed  undue  length. 

Case  I. — Mrs.  B.,  aged  thirty  years;  mother  of  one  child; 
Portsmouth,  Ohio  ;  patient  of  Dr.  Berndt.  She  had  suffered  for 
a  year  or  more  with  an  irritable  bladder,  with  a  gradually  in- 
creasing amount  of  pus  in  the  urine,  and  frequent  desire  to  uri- 
nate. At  the  time  of  the  operation  she  could  not  retain  her  urine 
longer  than  two  hours  at  any  time  during  the  night  or  day,  and 
in  the  day  time  she  was  frequently  compelled  to  empty  the  bladder 
as  often  as  every  half  hour.  Her  rest  at  night  was  greatly  dis- 
turbed by  frequent  calls  to  empty  the  bladder.  She  had  lost  many 
pounds  in  flesh,  was  anemic  and  feeble.  About  the  time  she 
commenced  to  notice  the  irritable  bladder  she  also  observed  a  dis- 
comfort in  the  region  of  the  right  kidney.  This  discomfort 
augmented  as  the  amount  of  pus  increased.  At  times  she  would 
suffer  quite  severe  attacks  of  pain,  lasting  an  hour  or  two,  and  the 
kidney,  which  was  somewhat  enlarged,  would  be  perceptibly  more 
tender  and  enlarged.  For  a  period  of  two  or  three  months  before 
the  operation  the  kidney  enlarged  rapidly,  so  that  at  the  time  of  the 
operation  it  was  much  larger  than  a  cocoanut,  and  she  was  suffer- 
ing almost  daily  attacks  of  pain.  The  specimen  of  the  urine,  of 
about  a  pint,  voided  on  the  day  of  the  operation  was  one-third 
pus,  in  bulk.  The  operation  was  made  July  28,  1905,  by  making 
an  incision  in  the  loin,  exposing  the  kidney,  with  the  object  of 
saving  it,  if  this  should  be  deemed  advisable  at  the  time  of  the 
operation.  But.  when  the  kidney  was  exposed  it  was  found 
denselv  adherent  over  its  entire  surface,  and  almost  entirely  de- 
stroyed by  the  diseased  process,  and  for  this  reason  it  was  re- 
moved. The  patient  made  an  easy  and  rapid  convalescence  with- 
out any  complications,  excepting  a  sinus,  which  remained  for 
several  weeks,  probably  due  to  the  diseased  ureter.  A  sinus  is  not 
unusual  when  the  ureter  is  much  involved  in  the  tubercular 
process,  but  it  closes  after  a  few  weeks.     The  pus  disappeared 
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from  the  urine  at  once ;  the  patient  has  regained  hei  usual 
health.  The  irritability  of  the  bladder  disappeared  in  a  few 
weeks  and  has  not  returned. 

Case  II. — Miss  B.,  age  20  years ;  patient  of  Dr.  Joseph  Eich- 
berg;  was  seen  in  consultation  on  June  28,  1906.  A  previous 
diagnosis  of  tuberculosis  of  the  right  kidney  had  been  made  by 
her  physician  and  an  operation  advised.  This  patient  had  suf- 
fered from  an  irritable  bladder  for  two  years.  Early  in  her  his- 
tory, Dr.  Eichberg,  who  was  her  physician  at  the  time,  advised 
an  operation  for  exploration  and  drainage  of  the  kidney,  with  the 
hope  that  the  organ  might  be  saved,  but  the  family  objected  to  an 
operation  and  changed  physicians.  The  new  physician  called, 
treated  the  patient  the  way  the  family  wished  it,  that  is,  without 
an  operation.  Her  condition  became  worse  constantly,  and  finally 
was  so  bad  that  they  again  called  Dr.  Eichberg. 

The  patient  now  was  much  emaciated,  suffering  greatly  from 
the  irritable  bladder,  with  frequent  attacks  of  pain  in  the  region 
of  the  enlarged  kidney,  and  almost  one-third  of  the  bulk  of  the 
urine  was  pus.  Dr.  Eichberg  urged  an  immediate  operation,  and 
the  family  consented.  At  the  time  of  the  examination  the  kidney 
was  as  large  as  a  cocoanut  and  very  sensitive  upon  pressure,  the 
patient  suffering  from  sepsis  in  addition  to  her  other  illness.  She 
entered  the  Bethesda  Hospital,  June  30,  was  operated  July  2,  and 
the  right  kidney,  which  was  studded  with  abscesses,  was  removed. 
There  was  also  a  perinephritic  abscess  holding  several  ounces  of 
pus.  The  pus  disappeared  from  the  urine  at  once.  The  irritable 
bladder  disappeared  within  a  few  days,  and  the  patient  was 
greatly  relieved.  She  recovered  promptly,  and  has  regained  her 
usual  flesh.  She  is  enjoying  perfect  health.  There  is  no  pus  in 
the  urine  and  she  is  perfectly  comfortable  so  far  as  her  bladder 
symptoms  are  concerned. 

Case  III. — Mrs.  F.,  age  31  vears ;  mother  of  two  children;  was 
referred  by  Dr.  Rush  of  Greenville,  Ohio.  The  patient  complained 
of  an  irritable  bladder,  the  desire  to  empty  the  bladder  being  con- 
stant. She  could  rarely  go  one  hour  either  night  or  day  without 
voiding  urine.  She  was  greatly  emaciated,  having  lost  thirty 
pounds  in  flesh.  The  patient's  home  was  twelve  miles  distant 
from  Dr.  Rush,  but  she  had  been  under  the  charge  of  another 
physician  for  five  months.  She  had  recently  consulted  Dr.  Rush, 
who  recognized  the  kidney  lesion  as  the  cause  of  her  irritable 
bladder,  and  referred  her  to  me.     The  ritrht  kidney  was  greatly 


hall:    tuberculosis  of  the  kidney.  585 

enlarged ;  the  patient  had  frequent  attacks  of  pain  in  the  region 
of  the  kidney,  which  would  last  for  an  hour  or  two,  but  no  such 
pain  as  we  see  where  the  patient  is  suffering  from  stone  in  the 
kidney.  The  pain  is  not  so  severe  in  this  condition,  neither  is  it 
so  prolonged.  Of  a  specimen  of  urine,  about  one-third  of  its 
bulk  was  pus. 

After  the  usual  examination  an  operation  was  advised,  the 
patient  entered  the  hospital  November  4.  and  was  operated  on  two 
days  later.  Upon  cutting  down  on  the  kidney  I  found  it  everywhere 
adherent.  It  was  enucleated  and  removed,  as  the  disease  was  so 
extensive  that  but  little  kidney  tissue  remained.  The  pus  dis- 
appeared from  the  urine  at  once;  within  twenty-four  hours  the 
irritable  bladder  had  entirely  subsided.  Excepting  a  sinus,  which 
remained  several  weeks,  the  patient  has  had  an  uninterrupted 
recovery,  and  is  now  enjoying  her  former  good  health. 

These  cases  illustrate  a  group  of  patients  that  we  not  infre- 
quently see  referred  as  cases  of  bladder  disease.  Almost  all  the 
patients  that  I  have  seen  with  tubercular  disease  of  the  kidney 
were  treated  for  weeks  or  months  for  other  than  the  real  affection. 
It  would  be  well  to  always  suspect  tuberculosis  of  the  kidney  in 
patients  complaining  of  an  irritable  bladder,  in  which  some  other 
good  cause  cannot  be  found  to  account  for  their  condition.  In 
fact,  this  should  be  the  first  thing  suggested  to  the  physician  in 
all  patients  in  middle  life  who  complain  of  an  irritable  bladder 
coming  on  suddenly  where  a  definite  lesion  cannot  be  found  to 
account  for  it,  especially  if  the  urine  contains  pus  and  is  acid.  If 
the  physician  would  assume  that  it  was  the  kidney  he  would  look 
for  tuberculosis,  and  when  once  suspected  it  is  not  so  difficult  to 
diagnosticate. 

If  the  tubercular  condition  could  be  recognized  early,  an  opera- 
tion performed,  and  drainage  established,  we  might  be  able  to  save 
many  of  these  kidnevs  which,  neglected,  will  in  the  course  of  a  few 
months  be  destroyed  by  the  progress  of  the  disease. 

628  Elm  Street. 

DISCUSSION. 

Dr.  Edward  J.  Ill  of  Newark,  N.  J.,  said  the  subject  of  tuber- 
culosis of  the  kidney  was  one  he  had  been  very  much  interested 
in  for  a  long  time.  The  first  case  he  saw  dated  back  eighteen 
years.  The  patient  was  a  young  girl  who  had  tuberculosis  of 
the  left  kidney  and  ureter.  With  that  tuberculosis  she  studied 
medicine,  took  charge  of  a  home  for  crippled  children,  the  chil- 
dren  living  mostly  out-of-doors,  and  this  woman  was  perfectly 
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well  to-day,  in  that  no  tubercle  bacilli  could  be  found  in  her  urine. 

Another  case  seen  twelve  years  ago  was  perfectly  well  to-day. 
He  did  not  cite  these  cases  to  say  that  they  should  not  be  operated 
on,  but  rather  the  reverse.  In  the  last  five  or  six  years  he  had 
operated  on  six  cases,  removing  the  kidney  and  ureter.  These 
patients  were  all  living  except  two,  one  of  whom  died  of  sepsis  at 
the  time  of  the  operation,  while  the  other  died  of  lung  trouble 
which  had  previously  been  overlooked. 

As  to  drainage  of  tubercular  cases,  all  the  cases  he  had  seen 
would  not  have  recovered  by  instituting  drainage.  Tuberculosis 
of  the  kidney  usually  manifested  itself  in  multiple  abscesses, 
small  spots  penetrating  all  through  the  tissue.  It  was  possible,  if 
the  case  was  seen  sufficiently  early,  to  find  a  single  abscess,  but 
in  none  of  the  cases  he  had  seen  would  drainage  have  sufficed. 
On  the  other  hand,  we  were  so  apt  to  infect  the  surrounding  tis- 
sue by  drainage  that  he  did  not  think  it  was  wise  to  resort  to  it. 
He  had  gone  to  an  extreme  perhaps  in  this,  that  when  he  had 
removed  the  ureter  with  the  kidney,  he  had  not  cut  the  ureter  off 
with  knife  or  scissors,  but  with  cautery,  so  as  to  destroy  thor- 
oughly the  ends.  Again,  infections  of  the  bladder,  tubercular 
ulcerations  of  the  bladder,  usually  got  well  if  the  origin  of  the 
disease  was  removed. 

Dr.  H.  O.  Walker  of  Detroit,  Michigan,  expressed  himself 
as  being  in  accord  with  what  had  been  said  with  reference  to 
drainage  of  the  kidney  for  tuberculosis.  He  had  had  some  suc- 
cessful results  bv  so  doing.  The  drainage  should  be  very  thor- 
ough. He  could  recall  several  patients  with  kidney  tuberculosis 
who  were  now  alive,  and  upon  whom  he  operated  many  years 
ago- 

Dr.  O.  H.  Elbrecht  of  St.  Louis,  Missouri,  cited  two  cases  he 
had  had,  one  of  which  he  drained,  and  the  other  he  did  not  drain. 
One  of  his  patients  died  from  miliary  tuberculosis  eight  weeks 
after  the  operation.  In  this  case  the  kidney  was  large,  full  of 
pus,  and  was  drained.  In  two  or  three  weeks  following  operation 
she  manifested  symptoms  of  miliary  tuberculosis.  This  was  a 
case  in  which  the  kidney  could  not  have  been  removed  without  the 
pus  coming  in  contact  with  the  wound.  In  the  other  case  the 
abscesses  were  small,  so  that  a  nephrectomy  was  done  without 
puncturing  the  various  abscesses  to  find  out  what  they  were,  and 
protecting  the  wound  with  gauze.  After  taking  out  the  ureter 
the  wound  was  closed,  and  that  patient  got  well. 

Dr.  Joseph  Price  of  Philadelphia  expressed  himself  as  being 
a  little  surprised  that  no  one  had  referred  to  the  importance  of 
cvstoscopic  examinations  in  these  cases  whenever  there  was  anv 
suspicion  of  ascending  or  descending  infection.  As  surgeons, 
they  went  to  cities  and  towns  to  do  renal  operations,  but  found 
that  the  practitioners  had  not  made  such  investigations  or  exam- 
inations. He  was  satisfied  that  where  there  were  parenchymatous 
destructive  changes  the  kidney  should  be  removed.  It  was  folly 
to  attempt  drainage  of  a  kidney  that  was  honeycombed  with  tuber- 


hall:    tuberculosis   of  the  kidney.  587 

culosis.  The  results  from  operations  in  cases  of  bladder  infection 
and  from  ascending  infection  of  the  kidney  were  excellent.  Two 
years  ago  he  had  a  peculiar  experience,  in  that  he  received  four 
patients  whose  pathological  kidneys  had  been  anchored.  He  had 
found  this  a  common  practice.  There  was  a  perceptible  increase 
in  the  size  of  the  kidney,  and  the  practitioner  or  surgeon,  becom- 
ing alarmed,  had  fixed  or  anchored  a  so-called  floating  kidney,  but 
which  was  pathological.  In  one  case  he  simply  incised  the  kid- 
ney at  the  residence  of  the  patient  because  the  surroundings  and 
assistants  were  not  sufficiently  good  for  the  removal  of  the  organ. 
That  woman  came  to  him  some  months  later  in  Philadelphia  to 
have  her  kidney  removed.  She  made  a  good  recovery.  He 
strongly  advised  the  use  of  iodoform  and  iodoform  drains  in  cases 
where  but  one  kidney  was  involved.  He  still  had  confidence  in 
that  treatment,  although  it  was  old. 

Dr.  James  F.  W.  Ross  of  Toronto  said  the  question  he  was 
interested  in  particularly  was  nephrotomy  versus  nephrectomy. 
It  was  unpleasant  to  do  a  nephrotomy,  and  then  find  out  after- 
wards it  was  necessary  to  perform  a  nephrectomy.  It  was  difficult 
to  say  whether  to  do  a  nephrotomy  first  or  to  do  a  nephrectomy 
primarily.  English  authorities  some  years  ago  put  forth  the 
dictum  that  nephrotomy  was  a  primary  operation,  and  that 
nephrectomy  was  secondary  in  cases  of  tuberculosis  of  the  kidney. 
He  had  followed  that  plan  to  some  extent  in  his  cases,  but  had 
not  been  able  to  satisfy  himself  as  to  the  condition  of  the  other 
kidney.  It  had  been  said  that  tuberculosis  of  the  kidney  was 
generally  bilateral ;  in  his  experience  that  was  not  so.  In  some 
cases  he  had  performed  nephrotomy,  drained  the  kidney  abscesses, 
and  had  taken  out  the  kidney  later,  and  the  patient  recovered. 
The  question  arose  as  to  whether  he  should  have  done  nephrec- 
tomy in  the  first  place. 

He  had  had  one  case  of  cyst  of  the  kidney.  In  drawing  the 
kidney  out  it  looked  like  a  congenital  cyst.  He  declined  to 
remove  the  organ  because  one-third  of  the  structure  was  healthy. 
Six  weeks  later  he  operated  on  the  other  kidney,  although  at  the 
time  of  the  primary  operation  there  was  no  sign  of  disease  of  that 
kidney.  So  in  cystic  disease  of  the  kidney  the  surgeon,  he 
thought,  should  be  careful  before  he  decided  to  extirpate  the 
kidney  at  the  first  operation. 

As  to  the  cases  that  yielded  to  drainage,  it  was  a  question  in 
the  minds  of  some  as  to  whether  they  were  really  tubercular  or 
not.  He  had  one  patient  now,  a  woman,  who  had  had  an  abscess 
of  the  kidney  for  eight  months.  She  had  cystitis,  ulceration  of 
the  bladder,  and  subsequently  an  abscess  of  the  kidney  developed. 
He  drained  the  kidnev ;  healing  had  taken  place ;  the  symptoms  of 
cystitis  were  disappearing,  but  he  was  not  sure  that  this  was  a 
case  of  tuberculosis  of  the  kidney. 

Dr.  James  F.  Baldwin  of  Columbus,  Ohio,  said  the  point  at 
issue  was  largely  one  of  early  diagnosis.  Dr.  Hall  mentioned 
one  point  which  the  speaker  desired  to  emphasize  and  suggest  to 
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the  members  for  further  observation,  namely,  nocturnal  fre- 
quency of  micturition  was  not  only  equal  to  that  during-  the  clay, 
but  increased.  This  he  had  found  in  so  many  cases  that  he 
attached  considerable  importance  to  it.  This  symptom  had  en- 
abled him  to  verify  the  suspicion  of  tuberculosis. 

Recently,  in  looking  up  this  subject  in  preparing  a  paper  in  con- 
nection with  other  matters,  he  found  statements  made  with  excel- 
lent authority  that  in  ninety  per  cent,  of  the  cases,  as  they  came  to 
surgeons,  only  one  kidney  was  affected ;  not  fifty  per  cent.,  as 
found  at  autopsies. 

While  he  had  only  practised  nephrotomy  in  two  or  three  des- 
perate cases  in  which  he  thought  nephrectomy  would  have  turned 
the  tide  against  the  patients,  still  he  felt  on  general  principles 
that  nephrotomy  was  non-surgical,  yet  these  cases  might  get  well, 
even  if  distinctly  tubercular.  When  we  removed  a  tubercular 
kidney  the  tubercular  ulcers  of  the  bladder  would  recover  in  the 
majority  of  cases.  It  was  known  that  a  tubercular  ureter,  after 
the  kidney  was  removed,  might  get  entirely  well.  Therefore,  why 
should  not  a  tubercular  abscess  of  the  kidney,  if  we  were  sure 
there  were  but  one  or  two,  and  we  had  drained  them,  heal  just  as 
tubercular  abscesses  heal  in  the  lungs  and  elsewhere? 

Dr.  Hall,  in  closing  the  discussion,  said  that  in  a  number  of 
cases,  if  the  diagnosis  could  be  made  early,  a  simple  operation 
would  relieve  them  and  save  a  kidney.  That  statement  was 
based  on  personal  observation  in  three  or  four  cases  in  which  he 
deliberately  operated,  opening  up  the  loin,  with  the  exception  of 
removing  the  kidney,  and  found  not  only  an  abscess  outside  of 
the  kidney,  holding  several  ounces  or  possibly  a  pint  of  fluid, 
but  a  small  abscess  in  the  periphery  of  the  kidney  not  larger  than 
the  end  of  one's  thumb. 


THE  TOXEMIA  OF  PREGNANCY  AS  OBSERVED  BY 
THE  GYNECOLOGIST.1 


BY 

RALEIGH  R.  HUGGINS,  M.D., 
Gynecologist  to  St.  Francis  Hospital,  Pittsburg,  Pa. 


The  success  of  the  physician  and  surgeon  at  the  present  time 
depends  upon  proper  appreciation  of  the  personal  equation  of  his 
patient.  His  advancement  will  be  in  direct  ratio  to  his  ability  to 
grasp  the  individual  resistance,  and  in  the  treatment  of  disease  he 
will  be  governed  accordingly.  This  fundamental  thought  serves 
as  a  foundation  for  a  consideration  of  the  lowered  resistance  found 

'Read  at  the  twentieth  annual  meeting  of  tin-  American  Association 
of  Obstetricians  and  Gynecologists,  held  at  Detroit.  September  17-iQ.  IQ07. 
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in  many  pregnant  women,  which  is  caused  by  a  disordered  condi- 
tion of  the  blood,  and  has  been  well  termed  the  '"Toxemia  of 
Pregnancy." 

The  advancement  made  in  the  knowledge  of  these  complica- 
tions becomes  evident  when  the  scant  literature  found  at  the 
beginning  of  the  last  century  is  compared  with  that  existing  at  the 
present  time.  This  condition  was  then  briefly  referred  to  as  per- 
nicious vomiting,  or  the  fits  of  pregnancy,  with  little  knowledge  of 
the  etiology.  As  a  result  of  each  succeeding  year  of  research  a 
foundation  has  been  laid  which  will  result  in  the  prevention  to  a 
large  degree  of  these  much-dreaded  complications.  There  still 
remains  much  of  practical  importance  which  has  not  received  the 
attention  warranted  by  our  present  knowledge. 

It  is  not  within  the  province  of  this  paper  to  enter  deeply  into 
a  consideration  of  the  etiology  of  the  various  forms  of  toxemia 
and  their  apparent  relationship,  but  the  object  is  to  call  attention 
to  the  lowered  resistance  of  the  pregnant  woman  as  a  result  of 
their  presence,  and  emphasize  the  great  necessity  for  care  and 
attention  throughout  the  pregnant  state.  In  order  to  make  the 
subject  clear  a  brief  consideration  of  the  various  forms  of  toxemia 
is  necessary.  It  may  be  defined  as  a  state  of  the  blood  caused  by 
either  an  insufficient  action  of  the  liver,  or  by  some  disturbance  in 
the  earlier  processes  of  metabolism  as  a  result  of  the  pregnant 
condition.  We  include  in  this  subject  not  only  the  acute  toxemias, 
as  pernicious  vomiting  and  acute  yellow  atrophy  according  to  the 
grouping  by  Ewing,  but  also  the  milder  manifestations.  It  is 
characterized  frequently  by  symptoms  mild  in  character,  but  mark- 
ing occasionally  serious  and  even  pernicious  affections,  such  as 
acute  yellow  atrophy,  pernicious  vomiting  and  eclampsia — condi- 
tions which,  without  doubt,  are  closely  related.  The  fulminant 
type,  as  expressed  by  acute  yellow  atrophy,  is  undoubtedly  tox- 
emic in  its  origin. 

Less  attention  has  been  paid  to  the  study  of  hyperemesis  and 
other  disturbances  during  pregnancy  than  to  eclampsia,  a  name 
which  suggests  at  once  to  us  convulsive  seizures.  All  cases  of 
pernicious  vomiting  are  not  autotoxic,  but  that  a  large  proportion 
of  them  are  due  to  toxemia  cannot  be  disputed  at  the  present  time. 
It  is  true  that  it  may  be  the  result  of  local  disease,  for  example, 
an  ulcer  of  the  stomach,  gallstones,  tubercular  peritonitis,  acute 
lesions  of  the  kidneys  causing  suppression  of  the  urine,  or  even 
obstinate  constipation.    Local  disease  of  the  uterus,  such  as  endo- 
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cervicitis  or  displacement,  may  induce  persistent  vomiting.  After 
a  careful  examination,  the  result  of  which  eliminates  these  local 
lesions  as  etiological  factors,  we  are  safe  in  considering  its  origin 
toxemic. 

Ewing  and  Wolf  believe  that  our  present  knowledge  points  to 
a  single  or  to  closely  related  types  of  metabolic  disturbance  as  the 
fundamental  factor  in  all  forms  of  the  toxemia  of  pregnancy. 
There  can  be  no  doubt  that  the  mild  and  fulminant  cases  occurring 
during  the  early  months  are  similar  in  nature,  and  that  many 
cases  in  which  persistent  vomiting  occurs  early  in  pregnancy  de- 
velop preeclamptic  symptoms  in  the  later  weeks.  It  is  of  interest 
to  note  here  that  the  pathological  findings  in  some  cases  of  per- 
nicious vomiting  and  acute  yellow  atrophy  differ  so  little  from 
eclampsia  that  it  would  seem  that  whatever  is  finally  determined  to 
be  the  cause  of  one,  must  have  an  important  bearing  upon  the 
other.  We  know  that  these  convulsions  are  but  the  climax  of  a 
condition  which,  as  a  rule,  has  been  gradual  in  its  development, 
and  in  the  majority  of  cases  gives  timely  danger  signals,  which 
if  appreciated  and  properly  treated  will  greatly  lower  the  present 
mortality. 

We  are  all  familiar  with  the  many  theories  which  have  been 
suggested  as  the  cause  for  these  complications.  The  theory  which 
seems  the  most  reasonable,  and  the  one  which  is  becoming  more 
widely  recognized,  was  first  advanced  by  Fehling.  He  believes 
the  intoxication  is  of  fetal  origin,  and  that  the  excretions  of  the 
fetus  are  carried  through  the  placenta  into  the  blood  of  the 
mother.  Examinations  conducted  by  Dienst  lead  him  to  believe 
that  those  who  are  searching  in  both  the  organs  of  the  mother 
and  the  fetus  are  nearing  the  truth.  Autopsies  upon  fetuses  from 
eclamptic  mothers  shortly  after  delivery  showed  chronic  nephritis, 
parenchymatous  inflammation  of  the  heart  and  liver,  and  univer- 
sal thromboses.  The  maternal  blood  contained  an  abnormal 
amount  of  fibrin.  He  regards  tbe  diminished  eliminating  power 
on  the  part  of  the  mother  leading  to  the  retention  and  absorption 
of  the  fetal  waste  products  as  the  primary  cause  of  eclampsia,  and 
believes  that  all  conditions  which  interfere  with  the  eliminative 
organs  tend  to  precipitate  an  attack. 

Mowton  favors  the  fetal  theory  as  the  cause  of  eclampsia.  He 
says  that  autopsies  reveal  to  us  certain  changes  in  the  tissues  of 
both  mother  and  child  which  can  only  be  explained  through  the 
presence  of  an  abnormal  amount  of  toxin  in  the  blood.     The  ex- 
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cretory  organs  of  the  mother  having  undergone  changes  conse- 
quent upon  pregnancy,  are  impaired  in  their  capacity  for  per- 
forming their  work  in  a  normal  manner.  If  they  are  able  to  per- 
form their  functions  in  this  impaired  state  the  subject  remains 
well,  but  should  they  be  unable  to  do  so  a  surplus  of  toxins  collect 
in  the  blood  and  eclampsia  results.  This  theory  is  supported  by 
two  facts :  first,  that  eclampsia  occurs  more  frequently  in  twin 
pregnancies ;  second,  that  the  death  of  the  fetus  in  utero  dimin- 
ishes the  symptoms  of  threatened  eclampsia.  He  does  not  believe 
that  postpartum  eclampsia  refutes  the  fetal  theory,  but  claims 
that  the  changes  resulting  from  the  toxemias  remaining  in  the 
maternal  organs  are  sufficient  to  produce  it. 

It  remains  to  be  learned  whether  these  disturbances  are  caused 
by  an  excess  of  poison  eliminated  from  the  fetus,  to  the  effect  of 
these  poisons  upon  the  liver  and  the  earlier  processes  of  metabol- 
ism, or  to  a  deficient  action  of  the  excretory  organs  of  the  mother 
rendering  them  incapable  of  the  extra  work  thrown  upon  them  as 
a  result  of  the  pregnant  condition.  This  theory  has  been  disputed, 
but  it  seems  the  most  reasonable  of  all.  How  the  child  can  grow 
and  develop  within  the  uterus  without  -disposing  of  the 
end  products  of  metabolism  in  some  way  or  other  is  a 
problem  difficult  to  understand.  Disturbance  of  the  organs 
of  excretion  in  the  child  immediately  after  birth  results  seriously. 
If  this  be  true,  then,  certainly  there  must  be  some  provision  for 
these  functions  during  intrauterine  life.  This  being  acknowledged, 
a  good  working  basis  is  established  which  suggests  a  definite  line 
of  treatment. 

The  first  and  most  important  factor  in  the  consideration  of  these 
complications  is  to  rid  our  minds  of  the  idea  that  the  milder  symp- 
toms are  physiologic  and  to  be  expected.  There  can  be  no  doubt 
that  pregnancy  becomes  a  pathologic  state  in  many  women. 
This  may  sometimes  be  attributed  to  a  susceptible  condition  of  the 
nervous  system,  but  in  the  majority  of  cases  is  doubtless  due  to  the 
inability  of  the  liver  and  excretory  organs  to  perform  the  extra 
duties  imposed  upon  them  during  the  pregnant  state.  That  the 
degree  of  toxemia  varies  is  unquestionably  true,  and  that  it  is 
present  in  a  great  many  pregnant  women  to  a  slight  degree  is 
demonstrated  by  many  symptoms.  The  blood  during  pregnancy 
is  often  in  a  state  of  anemia.  That  these  changes  are  due  to 
toxemia  has  been  disputed  on  the  ground  that  pregnancy  is  a 
physiologic    and    not    a    pathologic    condition.      That    pregnancy 
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is  physiologic  should  be  true,  but  owing  to  the  influence  of  many 
ractors,  such  as  civilization,  climate,  diet,  and  the  like,  it  must 
be  admitted  that  the  pregnant  woman  is  seldom  in  a  state  of  per- 
tect  health,  and  that  her  condition  leans  toward  anemia  and  pov- 
erty of  blood,  and  must  be  treated  accordingly. 

The  urine  has  long  been  looked  upon  as  the  best  index  in  cal- 
culating the  severity  of  the  toxic  process.  Many  cases  of  severe 
toxemia  occur,  however,  without  the  presence  of  marked  urinary 
symptoms,  and  sometimes  the  danger  is  not  revealed  in  the  urine 
until  long  after  the  presence  of  other  clinical  signs  which  should 
have  directed  our  attention  to  the  danger  of  toxemia.  Chemistry 
will  undoubtedly  come  to  our  assistance  in  the  detection  of  sub- 
stances which  are  present  early  in  the  disturbance.  The  amount 
of  ammonia  nitrogen  and  the  proportion  it  bears  to  the  total 
nitrogen,  the  tests  for  leucin  and  tyrosin,  acetone,  diacetic  acid, 
and  the  sulphates  are  now  being  carefuly  estimated.  It  remains 
to  be  proven  whether  these  tests  will  give  us  an  idea  as  to  the 
severity  of  the  toxic  process.  Edgar,  in  a  paper  read  before  the 
Medical  Society  of  the  County  of  New  York,  states  that  in  his 
opinion  a  study  of  the  urine  has  not  only  a  diagnostic  value,  but 
that  it  also  points  the  way  to  prognosis  and  treatment.  During 
pregnancy  urinalysis  enables  one  to  determine  that  the  urine  is 
nontoxic  in  character ;  that  a  given  case  of  persistent  vomiting  is 
toxemic  in  its  character ;  that  a  patient  is  in  the  preeclamptic  state 
of  the  toxemic  or  nephritic  variety ;  that  a  given  eclampsia  is 
nephritic  or  toxemic ;  and,  finally,  that  after  delivery  it  is  possible 
to  forecast  the  tardy  or  prompt  recovery  from  a  toxic  or  nephritic 
condition. 

The  urine  of  a  normal  pregnancy  should  not  be  persistently 
small  in  quantity.  The  urea  output  should  not  be  persistently 
low,  and  it  should  not  contain  albumin,  casts,  or  excessive  quanti- 
ties of  indican.  The  persistent  vomiting  of  pregnancy  is  with 
few,  if  any  exceptions,  toxemic  in  character,  as  shown  by  faulty 
urinary  excretion  of  nitrogen.  The  fact  that  the  urea  output  is 
lower  than  normal  in  a  large  percentage  of  cases  is  not  without 
significance.  Such  examinations  of  the  urine  necessitate  the  aid 
of  the  chemist,  and  while  such  care  is  unnecessary  in  every  preg- 
nancy, there  are  times  in  the  presence  of  clinical  symptoms  point- 
ing toward  toxemia  when  it  is  very  essential  to  have  a  thorough 
knowledge  of  the  clinical  constituents  of  the  urine.  We  should, 
however,  consider  the  analysis  of  the  urine  as  being  only  part  of 
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an  examination,  which  includes  the  other  organs  of  excretion  and 
the  general  condition  of  the  patient  as  well. 

In  considering  this  subject  of  toxemia,  the  object  is  to  empha- 
size the  fact  that  these  manifestations,  such  as  pernicious  vomiting 
and  eclampsia,  are  but  the  result  of  conditions  which,  as  a  rule, 
have  gradually  developed,  and  that  previous  to  the  onset  of  the 
serious  symptoms  by  which  they  are  characterized,  there  has  been 
a  gradual  development,  which  continues  to  the  serious  stage  if 
allowed  in  some  women,  while  in  others,  owing  to  a  more  powerful 
resistance,  it  is  held  in  check,  but  that  it  may  be  severe  enough 
to  seriously  impair  the  process  of  metabolism,  and  thus  render 
the  patient  more  susceptible  to  many  other  complications  which 
frequently  accompany  pregnancy  and  the  puerperium,  is  beyond 
doubt. 

PUERPERAL  SEPSIS. 

That  many  dangerous  complications  are  liable  to  develop  after 
delivery  in  these  cases,  as  a  result  of  a  previous  toxemic  condition, 
is  a  fact  that  has  not  received  the  attention  which  its  importance 
merits.  It  would  seem  that  the  additional  burden  thrown  upon 
the  eliminating  organs,  particularly  the  liver  in  its  effort  to  dispose 
of  the  large  quantities  of  waste  products  which  find  their  wTay  into 
the  circulation  as  a  result  of  the  rapid-  changes  in  the  uterus,  still 
further  lowers  resistance.  This  being  so  true  in  the  severe  forms 
of  toxemia,  its  consideration  becomes  equally  important  in  cases 
of  the  milder  type.  Is  the  resistance  of  the  patient  able  to  care  for 
this  additional  load?  In  the  opinion  of  the  writer  this  is  a  matter 
which  depends  largely  upon  the  personal  equation,  and  it  is  at  this 
time  that  good  resistance  is  so  necessary.  Jordan,  in  an  excellent 
article  upon  "The  Toxemia  of  Pregnancy,"  has  emphasized  this 
danger. 

There  are  many  cases  which  do  not  have  persistent  vomiting, 
nor  do  they  develop  eclampsia,  and  yet  present  many  toxemic 
symptoms,  such  as  headache,  lethargy,  insomnia,  irritability,  nau- 
sea, visual  disturbances,  and  slightly  elevated  blood  pressure, 
with  perhaps  some  of  the  urinary  disturbances  above  indicated. 
These  are  mild  cases  and  respond  to  treatment,  which  consists  of 
elimination,  rest,  and  diet.  If  neglected,  symptoms  of  this  kind 
may  become  serious  in  their  manifestations,  and  there  is  much 
greater  danger  of  infection  at  delivery  as  a  result  of  the  lowered 
resistance  than  when  the  eliminative  organs  have  been  function- 
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ating  normally  throughout  pregnancy.  These  iacts  should  be 
kept  in  mind  when  delivering  a  woman  who  gives  a  history  of  a 
stormy  time  throughout  her  pregnancy,  and  great  care  should  be 
taken,  not  only  at  the  time  of  delivery,  to  prevent  sepsis,  but 
throughout  the  puerperium  careful  attention  should  be  given  to 
the  proper  involution  of  the  uterus  and  its  supporting  ligaments. 
It  is  apparent  to  the  gynecologist,  in  reviewing  the  history  of  his 
patients,  that  subinvolution  of  the  pelvic  organs  frequently  fol- 
lows pregnancies  which  have  been  accompanied  by  signs  of  tox- 
emia, and  that  its  importance  as  an  etiological  factor  should  not 
be  overlooked. 

While  there  are  many  conditions  bearing  an  important  rela- 
tionship to  infection,  the  writer  has  observed  for  a  long  time  that 
cases  presenting  the  milder  symptoms  of  toxemia  during  preg- 
nancy were  slow  to  convalesce  after  delivery.  We  have  all  seen 
cases  of  severe  infection  under  the  most  favorable  surroundings, 
and  were  at  a  loss  to  understand  the  cause.  We  know  that  viru- 
lent organisms  swarm  upon  the  vulva,  that  they  are  present  in 
the  uterus  itself  in  cases  which  run  an  apparently  normal  course. 
This  can  only  be  explained  by  the  fact  that  the  individual  resist- 
ance is  sufficiently  strong  to  withstand  the  attack  of  these  organ- 
isms in  one  case,  but  for  some  reason  is  unable  to  do  so  in  another. 
In  the  graver  forms  of  toxemia  we  are  surprised  if  infection  of 
some  kind  does  not  occur.  This  being  true,  it  is  easy  to  under- 
stand why  it  may  occur  oftentimes  when  the  toxemia  previous 
to  delivery  has  been  but  moderate  in  its  severity,  and  doubtless 
overlooked  by  the  obstetrician. 

GALL-BLADDER    COMPLICATIONS. 

When  we  consider  the  degree  of  importance  which  has  been 
given  to  an  insufficient  action  of  the  liver  as  a  causative  factor  in 
the  toxemia  of  pregnancy,  it  is  surprising  that  so  little  can  be 
found  in  literature  concerning  affections  of  the  bile  passages  dur- 
ing pregnancy  and  the  puerperium.  It  seems  reasonable  that  the 
extra  work  thrown  upon  this  organ  may  impair  its  function  and 
predispose  to  local  changes  as  the  result  of  the  added  stress. 
When  the  frequency  with  which  women  suffer  from  gallstones  is 
considered,  together  with  the  fact  that  many  reliable  observers 
are  convinced  that  pregnancy  and  the  puerperium  favor  the  oc- 
currence of  biliary  colic,  it  is  strange  that  so  little  attention  has 
been  paid  to  the  history  of  patients  suffering  from  these  complica- 
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tions.  The  observations  of  the  writer  in  a  number  of  cases  of 
cholecystitis  lead  him  to  believe  that  in  many  of  these  patients  it 
has  developed  in  the  presence  of  toxemic  symptoms,  and  that 
complications  such  as  cholecystitis  and  empyema  of  the  gall- 
bladder have  been  the  direct  result  of  an  overworked  liver  caused 
by  the  toxins  of  pregnancy;  in  other  words,  lowered  resistance 
plus  the  presence  of  bacteria.  In  analyzing  the  history  of  several 
cases,  marked  toxemic  signs  were  found,  such  as  nausea,  vomiting, 
headache,  and  the  like,  at  some  time  during  the  course  of  preg- 
nancy. 

If  we  accept  the  claim  of  Bouchard  that  the  blood  during  preg- 
nancy is  toxic,  we  must  necessarily  look  upon  the  liver  as  an  essen- 
tial factor  in  eliminating  these  poisons  from  the  system.  In  ordi- 
nary health  this  organ  in  many  people  is  scarcely  capable  of  per- 
forming its  duty.  When  we  add  the  toxins  of  pregnancy  to  those 
of  ordinary  metabolism,  it  is  not  surprising  that  the 
liver  cells  become  impaired  and  unable  to  perform  the  extra  work 
imposed  upon  them.  Unfortunately,  we  know  but  little  of  the 
pathology  in  the  earlier  changes,  because  the  patients  recover  and 
autopsies  are  not  obtainable.  We  do  know,  however,  that  degen- 
eration and  necrosis  of  the  parenchyma  of  the  liver  is  found  post- 
mortem in  patients  dying  from  eclampsia,  acute  yellow  atrophy 
and  similar  conditions.  It  certainly  is  not  necessary  for  necrosis 
of  the  liver  to  occur  before  we  admit  the  presence  of  changes 
which  may  be  sufficient  to  interfere  seriously  with  its  function. 

The  action  of  the  liver  cells  is  necessarily  below  normal,  and 
the  bile  eliminated  under  such  conditions  is  an  unknown  quantity. 
It  has  been  shown  that  living  organisms  are  eliminated  with  the 
bile,  and  in  that  way  may  be  transmitted  to  the  gall-bladder, 
where,  if  a  suitable  field  for  incubation  is  found,  complications 
may  result.  This  may  be  an  abrasion  of  the  mucous  membrane, 
or  their  development  may  be  due  simply  to  the  lowered  resistance 
of  the  local  structures.  The  severity  of  the  complications  may 
vary  from  a  simple  cholecystitis  resulting  in  the  formation  of 
gallstones  to  an  empyema  of  the  gall-bladder.  Research  has 
demonstrated  that  bacteria  are  present  in  the  bile  in  cases  operated 
on  for  gallstones  in  a  large  percentage  of  the  cases. 

We  must  admit  that  the  general  conditions  which  determine 
the  formation  of  gallstones  is  as  yet  uncertain.  There  is  no  defi- 
nite evidence  that  gallstones  are  formed  by  derangements  in  meta- 
bolism which  are  not  accompanied  by  the  presence  of  bacteria  in. 
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the  gall-bladder.    On  the  other  hand,  we  know  that  the  choiesterin 
j  of  the  bile  can  be  increased  by  local  irritation  without  the  presence 
!  of  infection,  and  it  is  quite  reasonable  that  local  conditions,  suffi- 
cient for  such  increase,  may  arise  from  disturbed  metabolism.     It 
is  difficult  to  explain  the  reason  for  the  development  of  calculi  in 
intrauterine    life    as    evidenced    by    their    presence    in    still-born 
infants.     The  alimentary  canal  in  the  new  born  is  sterile,  and  it 
i  would  seem  that  the  only  logical  reason  is  stagnation  of  bile. 
After  all,  while  a  disturbance  in  metabolism  may  not  be  an  essen- 
tial factor  in  the  production  of  gallstones,  there  is  no  evidence 
that  such  disturbances  may  not  modify  the  composition  of  the 
bile,  and  thus  play  an  important  part  in  the  predisposition  of  such 
complications. 

According  to  the  statistics  of  Schroeder,  gallstones  occur  almost 
five  times  as  often  in  women  as  in  men,  and  ten  times  oftener  in 
women  who  have  borne  children  than  in  those  who  have  not.  In 
bis  autopsies,  which  are  under  the  direct  supervision  of  Reckling- 
.  hausen,  90  per  cent,  of  the  women  who  had  gallstones  had  borne 
children.  Articles  and  case  reports  by  the  following  men  cover 
the  literature  of  cholecystitis  complicating  pregnancy  and  the 
puerperium  to  the  present  time : 

Vineberg  refers  to  fifty-one  cases  of  biliary  colic  collected  by 
Berline-Hering,  in  eleven  of  which  the  first  attack  occurred  during 
pregnancy.  In  four  the  first  attack  followed  an  abortion,  and  in 
the  remaining  thirty-six  cases  the  first  attack  followed  labor  in 
periods  varying  from  one  day  to  one  month.  Schauta  believes 
that  pregnancy  and  the  puerperium  favor  the  formation  of  the 
gallstones.  Naunyn  also  concludes  that  pregnancy  favors  the 
formation  of  gallstones.  He  believes  it  does  this  by  the  mechan- 
ical o'  ^truction  to  the  flow  of  bile  through  the  ducts  as  a  result 
of  the  cstricted  movements  of  the  diaphragm.  Skutsch  attributes 
the  c.ttack  of  biliary  colic  to  the  change  of  abdominal  pressure, 
thus  tivoring  the  passage  of  calculi  from  the  gall-bladder  into  the 
ducts. 

Vineberg  says :  "Is  it  not  likely  that  the  outbreak  of  acute 
cholelithiasis  during  the  puerperium  is  favored  by  not  allowing 
the  parturient  woman  to  have  a  movement  of  the  bowels  during 
the  first  three  days  of  the  puerperium  and  by  keeping  her  in  the 
/lorsal  position  for  at  least  the  same  period?" 

Potocki  reports  the  following  case  :  Patient,  age  33,  strong  ar.d 
robust ;  during  the  ninth  month  of  pregnancy  she  was  seized  with 


HUGGINS:     TOXEMIA    OF    PREGNANCY.  597 

pain  in  the  right  hypochondriac  region,  accompanied  by  nausea,  * 
vomiting,  tympanites,  high  temperature,  and  a  tender  swelling  in 
the  region  of  the  gall-bladder;  labor  began,  and  he  decided  to 
deliver  her  before  operating.  A  cholecystotomy  was  performed 
the  following  day,  and  gall-bladder  found  filled  with  pus  and  quan- 
tities of  minute  calculi. 

Eierman  reports  a  case  of  cholecystitis  following  labor,  accom- 
panied by  jaundice  and  frothy  urine.     No  stone  was  round.     He: 
says  this  complication  is  not  infrequent,  and  he  attributes  it  to  the ' 
pressure  of  the  uterus  and  the  disturbance  of  the  circulation  dur- 
ing pregnancy,  leading  to  stasis  of  the  bile  with  possible  formation 
of  stone.     After  birth,  the  pressure  being  removed,   the   stone 
started  down  the  duct.    Davis  reports  a  cholecystectomy  in  a  fifth 
pregnancy  at  seventh  month.    The  history  of  gall-bladder  disease* 
in  this  case  antedates  the  first  pregnancy  and  is  of  no  importance 
in  the  consideration  of  this  subject. 

Willien  reports  a  case  of  cholecystotomy  occurring  in  the  third 
month  of  pregnancy,  stones  being  removed  from  the  common  and 
hepatic  ducts  with  recovery  of  the  patient.  Vineberg  reports  two 
cases  of  cholecystotomy  performed  nine  and  ten  days,  respectively,' 
following  delivery.  Both  cases  were  thought  to  be  due  to  sepsis 
by  the  attending  physician,  owing  to  the  severity  of  the  symptoms 
and  the  absence  of  the  classic  signs  of  cholecystitis. 

Christian  refers  to  two  cases  of  cholecystitis;  one  occurred  four 
days  after  delivery,  and  the  second  eight  days  before  delivery, 
which  began  at  the  usual  time.  Doloris  reports  a  case  during 
pregnancy.  Rose,  Pinaud,  Barrillion,  Villard  and  Gelibert,  Ru-; 
daux  and  Van  Engelen  report  cases.  Dreyfus  Brisac  mentions 
two  cases  reported  by  Willemin,  one  a  woman  who  had  an  attack' 
of  biliary  colic  after  two  labors  which  were  nine  years  apart,  and 
another  in  whom  an  attack  of  cholecystitis  followed  each  of  four, 
labors.  Attacks  of  this  character  did  not  occur  in  these  women  at 
any  other  time.  Huchard  gives  a  resume  of  twenty-two  cases  of 
biliary  colic  occurring  during  pregnancy  and  the  puerperium. 

We  note,  in  reviewing  the  histories  of  the  patients  above  re- 
ferred to.  that  the  only  reasons  which  have  been  advanced  for  the 
development  of  these  complications  are  constipation  and  mechani-» 
cal  obstruction  to  the  outflow  of  bile.  Toxemia  is  not  referred  to; 
as  an  etiological  factor,  and  no  knowledge  is  gained  from  the 
history  as  to  the  presence  or  absence  of  toxemic  symptoms.  That 
cholecystitis   occurs   during  pregnancy   and   the   puerperium    as 
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seldom  as  the  literature  would  lead  us  to  believe  is  doubtful.  That 
many  cases  are  not  recognized,  but  diagnosticated  as  some  other 
condition,  especially  during  the  puerperium  is  evident.  Owing  to 
our  lack  of  knowledge  upon  this  interesting  subject,  is  it  not  wise 
to  direct  our  attention  to  the  necessity  for  greater  care  in  the  study 
of  this  complication  when  it  occurs.  During  the  puerperium 
much  greater  activity  of  the  liver  cells  occurs  in  order  to  dispose 
of  the  additional  excrementitious  material  incident  to  involution. 
In  this  effort  it  is  quite  reasonable  that  the  bile  may  lose  some  of 
its  protective  qualities,  and  it  is  true,  here  as  elsewhere,  that  any 
factor  which  lowers  the  normal  resistance  may  increase  the  sus- 
ceptibility to  infection.  It  seems  strange  indeed  that  these  com- 
plications are  not  more  frequent  when  we  realize  the  large  ma- 
jority of  women  who  struggle  through  pregnancy  unaided,  and 
with  little  consideration  for  the  necessity  of  this  extra  effort  on 
the  part  of  the  liver. 

A  careful  review  of  the  history  from  the  beginning  of  the  preg- 
nancy should  be  made  to  determine  if  possible  what  the  important 
factors  are  in  the  etiology,  and  by  what  means  they  can  be 
avoided.  It  is  with  the  hope  of  stimulating  further  research  in 
this  direction  that  the  following  cases  are  reported : 

Case  I. — Mrs.  F.,  referred  by  Dr.  Stevenson.  This  patient  gave 
the  following  history :  age  23,  primipara,  family  history  negative, 
health  had  always  been  good  until  she  became  pregnant.  States 
that  she  never  had  pain  in  the  abdomen  of  any  kind.  She  began 
to  vomit  early  in  pregnancy,  and  continued  at  intervals  during 
the  entire  course,  suffered  considerably  from  headache  during  the 
latter  months ;  limbs  and  face  were  badly  swollen,  and  states  that 
she  was  miserable  from  the  beginning  until  the  end  of  pregnancy. 
No  satisfactory  report  as  to  the  condition  of  the  urine  could  be 
obtained.  Three  days  after  delivery  she  was  seized  with  severe 
pain  in  the  abdomen  accompanied  by  elevation  of  temperature. 
This  attack  continued  for  some  days  and  finally  subsided.  Since 
this  time  she  has  had  recurrent  attacks  of  severe  pain  in  the 
region  of  the  gall-bladder,  and  has  never  been  free  from  pain  at 
any  time  since  the  first  attack.  She  is  unable  to  perform  work 
of  any  kind.  Examination  five  months  after  delivery  revealed  the 
following  conditions :  Great  tenderness  and  pain  on  slightest 
pressure  over  region  of  the  gall-bladder.  Right  rectus  muscle 
rigid.  On  account  of  the  muscular  rigidity  and  elevation  of 
temperature  the  diagnosis  of  empyema  of  the  gall-bladder  was 
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made.  She  entered  St.  Francis'  Hospital  and  was  operated  upon 
two  days  later.  The  gall-bladder  was  distended,  containing  at 
least  three  ounces  of  pus.  Two  small  gallstones,  so  friable  that 
they  crumbled  upon  removal,  were  present.  Gall-bladder  drained. 
Recovery. 

Case  II. — Cholecystitis  developing  on  the  20th  day  of  the  puer- 
perium.  Mrs.  M.,  referred  by  Dr.  N.  R.  Graham;  history  as 
follows:  age  28,  multipara,  fourth  pregnancy.  Always  in  good 
health  until  March,  1907,  when  she  was  sick  for  several  weeks. 
She  was  then  in  the  seventh  month  of  pregnancy.  The  nature 
of  her  illness  at  that  time  was  hard  to  determine.  She  recovered 
from  this  illness,  and  was  apparently  well  until  twenty  days  after 
delivery,  when  she  was  seized  with  severe  pain  in  the  right  upper 
quadrant  of  the  abdomen.  The  pain  has  been  continuous  since 
that  time ;  upon  examination  a  distended  gall-bladder  was  easily 
outlined.  Cholecystotomy,  June  18,  1907.  Upon  opening  the 
abdomen  all  evidence  of  a  recent  inflammatory  process  was  pres- 
ent, the  omentum  covered,  and  was  glued  to  an  inflamed  gall- 
bladder; sixty-seven  stones  were  removed,  gall-bladder  drained. 
Recovery. 

Case  III. — Mrs.  H.,  age  36 ;  three  children.  This  patient  has 
always  had  a  stormy  time  during  her  pregnant  condition.  Vom- 
ited during  the  early  months,  and  had  all  the  premonitory  symp- 
toms of  eclampsia  during  the  latter  weeks — headache,  swelling, 
high  blood  pressure,  and  low  urea  output.  During  her  second 
pregnancy  three  years  ago  she  developed  symptoms  of  cholecysti- 
tis. An  acute  attack  occurred  five  days  after  delivery,  lasting  for 
one  week.  Since  that  time  she  has  had  recurrent  attacks  of  con- 
siderable severity.  While  we  have  not  been  permitted  to  verify 
our  diagnosis  by  operation  in  this  patient,  gallstones  are  undoubt- 
edly present. 

Case  IV. — Mrs.  F.,  referred  by  Dr.  Rohan,  age  38.  This  pa- 
tient gives  a  history  of  no  illness  until  her  first  pregnancy  ten 
years  ago.  During  the  latter  weeks  of  pregnancy  many  toxemic 
symptoms  occurred,  such  as  headache,  swelling  of  face  and  ex- 
tremities, and  the  like.  Six  days  after  delivery  she  became  very 
ill,  and  her  trouble  was  diagnosticated  as  peritonitis.  The  pain 
was  most  severe  in  the  upper  right  quadrant  of  the  abdomen,  and 
the  subsequent  history  justifies  the  diagnosis  of  acute  cholecystitis, 
which  may  have  been  complicated  by  peritonitis.  She  recovered 
from  this  attack,  but  since  that  time  has  had  recurrent  attacks  of 
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severe  pain,  accompanied  by  jaundice.  When  seen  by  the  writer 
a  diagnosis  of  cholecystitis,  together  with  a  stone  in  the  common 
duct,  was  made.  Patient  was  operated  upon  September  5,  1906. 
The  gall-bladder  was  found  surrounded  by  many  dense  adhesions, 
contracted,  walls  very  thick,  and  filled  with  calculi.  A  large  stone 
was  located  in  the  lower  end  of  common  duct.  The  gall-bladder 
was  removed.  In  its  removal  an  accident  occurred  which  may  be 
worthy  of  mention.  Owing  to  the  dense  adhesions  and  displace- 
ment of  the  organs,  it  was  impossible  to  recognize  the  structures 
about  the  base  of  gall-bladder,  and  in  the  effort  to  tie  off  the  gall- 
bladder the  ligature  was  carried  around  the  lower  end  of  the 
hepatic  duct,  and  almost  two  centimeters  of  the  common  duct  was 
removed  before  the  accident  was  discovered.  However,  after 
freeing  the  lower  end  of  the  duct  it  was  brought  up  and  sutured 
to  the  hepatic  duct,  end  to  end.  A  rubber  drainage  tube  was 
carried  to  the  line  of  approximation  and  held  in  place  by  suture. 
Patient  made  a  good  recovery. 

Case  V. — Through  the  kindness  of  the  attending  surgeon,  Dr. 
Ely,  under  whose  service  this  patient  came,  I  am  permitted  to 
report  it.  Mrs.  P.,  age  22,  primipara,  health  good  previous  to 
pregnancy.  During  first  four  months  she  suffered  continuously 
from  nausea  and  vomiting.  Health  was  not  good  during  whole 
period  of  pregnancy,  especially  during  the  latter  weeks.  She 
was  very  thirsty,  had  no  appetite,  and  suffered  from  headache. 
Her  labor  was  uneventful.  Six  days  after  delivery  she  was  seized 
with  severe  pain  in  the  region  of  the  gall-bladder,  which  has 
continued  until  her  admission  to  the  hospital,  which  was  four 
weeks  from  beginning  of  the  attack.  She  presented  the  follow- 
ing symptoms  upon  admission :  complains  of  severe  pain  in 
upper  right  quadrant  of  the  abdomen,  muscular  rigidity  very  pro- 
nounced, and  great  tenderness  over  the  region  of  the  gall-bTadder. 
Temperature  ranges  from  ioo°  to  1040  ;  no  jaundice.  Diagnosis, 
suppurative  cholecystitis.  Operated  upon  by  Dr.  Ely,  April  8, 
I9°7i  gall-bladder  distem'ed  and  full  of  pus;  but  one  very  small 
stone  of  recent  formation  present ;  gall-bladder  drained ;  recovery. 

On  account  of  an  insufficient  history,  the  lack  of  definite  knowl- 
edge as  to  the  urinalysis  and  careful  observation  by  the  obstetri- 
cian in  these  cases,  proof  is  somewhat  lacking  that  the  gall- 
bladder complications  were  a  result  of  toxemia.  The  symptoms 
which  occurred  during  the  course  of  prcgnancv  in  these  patients 
can   scarcely   be   attributed    to   the   presence   of   gallstones   or   to 
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disease  of  the  bile  ducts  previous  to  conception,  because  the  pa- 
tients were  in  perfect  health  before  pregnancy  occurred."  The 
occurrence  of  symptoms  as  above  related  in  primiparse  is  strong 
evidence  in  favor  of  a  toxemic  origin,  because  we  know  that 
manifestations  of  this  character  are  most  apt  to  occur  during  the 
first  pregnancy.  The  stones  present  in  Cases  I.  and  V.  were 
so  small  and  friable  that  they  were  doubtless  the  result  of  a  recent 
infection. 

PUERPERAL  INSANITY. 

To  the  neurologist  properly  belongs  a  consideration  of  the 
psychoses  complicating  pregnancy.  It  is  only  with  a  desire  to 
emphasize  the  necessity  for  a  proper  understanding  of  the  toxemia 
of  pregnancy  as  an  etiological  factor  that  it  is  here  referred  to. 
Through  the  kindness  of  Drs.  McKennan,  Diller,  and  Hersman, 
neurologists  to  the  psychopathic  department  of  the  St.  Francis' 
Hospital,  an  unusual  opportunity  has  been  afforded  the  writer  for 
the  study  of  puerperal  insanity.  While  the  prognosis  for  recov- 
ery from  the  mental  state  is  better  in  puerperal  insanity  than  in 
other  psychoses,  the  risk  of  death  is  greater  than  in  any  of  the 
acute  forms  of  insanity.  Eight  per  cent,  of  these  patients  die 
during  the  attack. 

Jones,  in  a  recent  report,  says  that  out  of  3,500  admissions  259 
patients  were  received  suffering  from  insanity,  for  which  preg- 
nancy, parturition,  the  puerperal  state,  or  lactation  were  assigned 
as  the  cause — a  proportion  of  7.4  per  cent.  These  are  compriesd 
as  follows :  fifty-six  were  from  pregnancy,  a  proportion  of  20.62 
per  cent. ;  120  occurred  during  the  puerperium,  a  proportion  of 
46.33  per  cent. ;  83  were  associated  with  lactation,  a  proportion  of 
32.43  per  cent.,  yielding  a  ratio  among  these  cases  of  four  puer- 
peral, three  of  lactation,  and  two  of  pregnancy.  During  the  year 
1900  the  births  were  given  as  132,652,  which  yields  an  approxi- 
mate ratio  of  one  case  of  puerperal  insanity  admitted  into  an 
asylum  for  every  one  hundred  births.  Other  authorities,  speak- 
ing generally,  state  that  the  ratios  may  average  from  one  in  four 
hundred  to  one  in  seven  hundred  births. 

Insanity  must  ever  be  considered  as  a  product  of  two  predis- 
posing factors,  stress  and  heredity,  and  it  must  be  understood 
that,  in  order  to  have  a  case  of  puerperal  insanity,  there  must  be 
an  underlying  neurotic  condition.  The  question  then  arises, 
what  are  the  causes  precipitating  the  attack  ?     In  searching  the 
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literature  it  seems  to  be  the  opinion  of  most  men  that  insanity 
occurring  during  pregnancy  is  due  to  some  profound  effect  upon 
the  nervous  system  as  a  result  of  the  pregnant  condition.  It  has 
been  attributed  in  some  instances  to  toxemia,  but  so  far  as  I  can 
learn  there  has  been  no  systematic  study  made  in  a  large  series  of 
cases  showing  a  careful  urinalysis,  or  with  any  particular  atten- 
tion to  other  signs  of  toxemia  which  might  have  existed  previous 
to  or  concurrent  with  the  attack.  In  cases  occurring  after  deliv- 
ery, and  developing  during  the  first  seven  or  eight  days  of  the 
puerperium,  there  are  many  factors  to  be  considered.  Shock, 
exhaustion,  loss  of  blood,  and  the  element  of  infection  must  all 
be  taken  into  consideration. 

As  a  causative  factor,  we  must  ever  bear  in  mind  that  the  addi- 
tional stress  placed  upon  the  eliminative  organs  of  the  mother 
after  delivery,  in  order  to  care  for  the  morbid  and  effete  material 
which  is  taken  into  the  maternal  circulation  at  this  time,  is  of 
great  importance.  If  they  have  been  overworked  previous  to 
delivery,  perhaps  almost  to  the  point  of  insufficiency,  it  is  easy  to 
understand  that  the  additional  burden  imposed  upon  these  organs, 
increasing  the  already  toxemic  condition,  may  produce  a  pro- 
found effect  upon  the  nervous  system  of  women  where  the  pre- 
disposition is  present. 

As  a  stimulant  to  others  who  may  have  the  opportunity  of 
making  careful  observations  and  further  study  along  this  line,  a 
brief  report  en  resume  concerning  twenty-five  cases  of  puerperal 
insanity  is  submitted.  The  nervous  symptoms  developed  in  all 
of  these  cases  after  delivery.  All  were  under  thirty  years  of  age, 
eight  below  twenty-five.  Ten,  or  40  per  cent,  of  this  number, 
were  primiparse.  In  but  three  cases  was  there  a  history  given  of 
difficult  delivery.  The  examination  of  the  urine  made  after  their 
admission  into  the  hospital  was  incomplete,  but  albumin  was 
found  present  in  twelve,  or  almost  50  per  cent,  of  these  cases.  It 
has  been  difficult  to  elicit  a  good  history  as  to  the  condition 
throughout  the  pregnant  state,  but  in  ten  of  the  patients  referred 
to  undoubted  symptoms  of  toxemia,  such  as  nausea,  vomiting, 
headache,  general  malaise,  and  the  like,  had  existed  for  some  time 
previous  to  delivery.  In  eight  cases  which  gave  other  signs  of 
toxemia  previous  to  delivery  albumin  was  present.  As  in  some 
instances  the  urinalysis  was  not  made  until  some  time  after  the 
beginning  of  the  attack,  it  is  possible  that  the  urine  may  have 
contained  albumin  at  an  earlier  date.     I  am  indebted  to  Doctors 
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Nealon,  Jahn,  and  Barrett,  resident  physicians  in  charge  of  the 
psycopathic  department,  for  their  kindness  in  securing  the  history 
of  many  of  these  patients. 

Nathan  Raw  has  observed  albuminuria  in  62  per  cent,  of  pa- 
tients having  puerperal  insanity.  In  some  cases  it  quickly  dis- 
appeared; in  others  it  persisted  for  weeks.  Sir  James  Simpson 
in  1857  recorded  several  cases  of  puerperal  insanity.  He  says: 
"As  far  as  my  experience  of  puerperal  mania  goes,  albuminuria 
precedes  and  attends  the  first  attack  of  puerperal  insanity  in  a 
large  proportion  of  cases,  but  perhaps  not  so  frequently  and  so 
constantly  as  it  precedes  and  attends  upon  attacks  of  puerperal 
convulsions.  I  have  found  it  present  in  eight  out  of  ten  cases 
of  puerperal  insanity  at  the  beginning  of  the  attack.  The  coagu- 
lability of  the  urine  in  puerperal  insanity  generally  disappears 
more  speedily  than  in  puerperal  convulsions.  The  fire  goes  on 
burning  in  these  cases  of  insanity  after  the  lighted  match  is 
merely  applied  and  the  strong,  morbid  clockwork  runs  on,  as  it 
were,  after  the  key  that  wound  it  up  is  withdrawn.  I  have  seen 
all  traces  of  albumin  disappear  from  the  urine  in  fifty  hours  from 
the  onset  of  the  malady." 

When  Simpson  was  asked,  "What  is  the  special  morbid  agent 
in  the  blood  which,  when  accumulated  there  in  sufficient  quantity, 
produces  puerperal  insanity?"  he  replied,  "We  know  not  yet,  and 
will  not  know  until  pathological  chemistry,  which  is  still  in  its 
infancy,  has  grown  and  advanced  to  an  extent  and  certainty  infi- 
nitely beyond  its  present  limited  bounds." 

The  report  of  two  cases  taken  from  this  series  assists  in  em- 
phasizing the  important  points. 

Case  I. — Mrs.  N.,  age  22,  primipara.  Patient  entered  the  hos- 
pital under  the  services  of  T.  M.  T.  McKennan.  Her  appearance 
would  suggest  a  predisposition  to  mental  disturbances.  Her 
family  physician,  Dr.  R.  L.  Ertzman,  related  the  history  as  fol- 
lows :  During  the  early  months  of  pregnancy  she  presented  no 
unusual  symptoms.  During  the  last  two  months,  however,  she 
was  not  so  well,  and  complained  of  headache  the  greater  part  of 
the  time.  Her  pulse  was  very  rapid  and  of  high  tension.  No 
albumin  was  found  at  any  time,  but  no  further  examination  of  the 
urine  was  made.  The  delivery  was  uneventful.  After  delivery 
she  continued  to  have  a  rapid  pulse,  and  on  the  third  day  the 
temperature  rose  to  1020,  pulse  became  very  rapid,  and  she  was 
cyanotic.     Under  stimulation  she  improved,  but  during  the  first 
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week  after  delivery  several  of  these  attacks  occurred.  On  the 
eighth  day  she  began  to  show  symptoms  of  mental  disturbance. 
which  gradually  grew  worse  until  her  admission  to  the  hospital 
two  weeks  later.  At  this  time,  six  weeks  after  admission,  she  is 
improving  mentally  and  physically. 

Case  II. — Mrs,  S.,  age  25,  primipara.  Entered  the  hospital 
May  9,  1907,  coming  under  the  service  of  Dr.  Hersman.  Her 
husband  gave  the  history  as  follows :  Considerable  vomiting 
in  the  early  weeks  of  pregnancy.  Six  or  seven  weeks  before  de- 
livery she  began  to  feel  very  miserable.  Was  short  of  breath, 
face  and  limbs  swollen,  restless  at  night,  and  suffered  from  severe 
headache.  Her  delivery  was  difficult,  and  she  seemed  much  ex- 
hausted afterward.  Her  convalescence  seemed  slow,  and  she 
was  very  nervous  and  irritable.  About  the  eighth  day  after  the 
birth  of  the  child  she  became  delirious  and  has  so  continued  until 
the  present  time,  which  is  about  five  weeks  after  delivery.  She 
does  not  recognize  any  one.  Temperature  varies  from  99°  to 
1020,  and  pulse  is  extremely  rapid.  Careful  examination  of  the 
pelvic  organs  reveals  no  cause  for  the  above  symptoms.  The 
urine  is  scant,  of  low  specific  gravity,  and  contains  albumin.  Her 
condition  grew  rapidly  worse,  and  she  died  seven  days  after 
admission.  Her  death  seemed  due  to  the  effect  of  a  profound 
toxemia  in  connection  with  the  exhaustion  incident  to  delirium. 

In  this  patient  toxemia  unquestionably  began  weeks  before  the 
termination  of  labor,  and  if  she  had  been  placed  upon  proper  treat- 
ment at  that  time  it  is  probable  that  her  life  could  have  been 
saved ;  moreover,  it  is  quite  possible  that  the  nervous  symptoms 
would  have  been  avoided.  In  the  report  of  Jones  the  mental 
breakdown  followed  a  first  confinement  in  33  per  cent,  of  the  cases, 
but  he  lays  little  if  any  stress  upon  the  condition  of  the  urine  or 
other  toxic  symptoms  existing  before  the  onset  of  the  psychoses. 

When  we  consider  that  so  many  cases  of  puerperal  insanity 
occur  in  primipara,  it  should  at  once  attract  our  attention.  We 
have  learned  that  it  is  during  the  first  gestation  that  the  various 
forms  of  toxemia  are  most  likely  to  occur.  Also  that  in  many 
of  these  cases  of  insanity  there  has  been  albumin  in  the  urine, 
and  many  other  signs  of  toxemia.  For  these  reasons  it  is  doubt- 
less true  that  the  non-eliminated  poisonous  materials  circulating 
in  the  blood  cause  a  disordered  state  in  the  cerebral  cortex,  with 
constant  mental  disturbance.  The  point  in  question  is.  if  these 
signs  of  toxemia  are  recognized  by  the  obstetrician  several  weeks 
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before  delivery,  could  not  these  complications,  which  are  among 
the  saddest  in  our  experience,  be  sometimes  prevented  ?  Is  it  not 
the  duty  of  the  physician  when  caring  for  a  pregnant  woman  who 
possesses  an  unstable  nervous  organization,  to  keep  her  as  near 
her  own  normal  as  possible,  no  matter  how  far  it  may  deviate 
from  the  proper  standard  ? 

In  thus  considering  the  relationship  of  these  toxemias  to  the 
various  complications  above  referred  to,  we  place  greater  re- 
sponsibility upon  the  obstetrician.  It  becomes  evident  that  his  aim 
should  be  not  only  to  prevent  the  development  of  the  severe  forms 
of  toxemia,  but  to  so  guide  his  patient  that  she  will  be  as  free  as 
possible  from  even  the  mildest  type,  for  by  so  doing  he  will  have 
greatly  contributed  to  a  normal  puerperium  and  a  safe  recovery 
to  health.  Just  as  the  surgeon  calculates  the  ability  of  his  patient 
to  withstand  operative  measures,  realizing  the  necessity  to  operate 
only  when  his  patient  has  been  properly  prepared,  if  possible,  and 
is  at  the  point  of  strongest  resistance,  so  must  the  obstetrician 
of  the  future  realize  that  the  resistance  of  his  patient  must  be 
kept  at  the  highest  possible  point  in  order  that  she  may  pass 
safely  through  the  dangers  of  delivery  and  the  puerperium. 
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Diamond  Building. 

DISCUSSION. 

Dr.  E.  Gustav  Zixke  of  Cincinnati,  Ohio,  said  that  no  criticism 
could  be  made  of  the  paper,  and  he  indorsed  every  word  of  it; 
but,  in  listening  to  it  he  was  vividly  reminded  of  the  many  papers 
that  had  been  written  on  this  subject  during  the  past  decade,  all 
searching  for  the  particular  cause  or  germ  that  may  produce 
puerperal  toxemia.  That  it  was  a  toxemia  no  one  denied.  It 
was  of  little  practical  value  as  to  what  the  particular  poison  might 
be ;  there  were  probably  a  number  of  them.  Obstetricians  should 
educate  the  laity  and  general  practitioner  in  regard  to  this  tox- 
emia. While  it  was  probable  that  obstetrics  was  better  taught 
to-day  than  ever  before  in  this  country,  yet  it  was  a  child  that 
was  neglected  by  the  average  general  practitioner.  The  woman 
who  became  pregnant  little  knew  the  dangers  that  might  beset  her 
path  during  the  following  nine  months.  Few  consulted  a  physi- 
cian in  time,  and  verv  often,  he  was  sorry  to  say.  when  he  was 
consulted  in  time  he  did  not  give  the  case  the  necessary  attention. 
He  was  satisfied  from  what  he  knew  about  puerperal  toxemia 
that  probably  nine-tenths  of  it  could  be  forever  eliminated  if  the 
physician  knew  all  about  it.  and  if  the  patient  consulted  a  physi- 
cian who  would  do  as  he  should  by  her.  There  was  so  much  to 
be  done  for  these  cases.  The  woman  should  have  the  necessary 
care  from  the  beginning  of  her  pregnancy  until  the  end  of  it, 
until  she  was  up  and  about  after  her  confinement.  This  was  what 
obstetricians  should  tench  young  practitioners  ;  this  was  what  they 
should  preach  to  the  public. 

Dr.  Toseph  Price  of  Philadelphia  was  greatly  interested  in  this 
subject.  One  could  not  help  but  observe  the  race  suicide  that 
was  goinof  on  along  these  lines — the  inclination  of  the  unpregnant 
woman.  Tt  was  known  how  often  women  lost  their  first  child  bv 
all  sorts  of  neglect  and  carelessness,  while  the  second  was  saved. 
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He  recalled  small  epidemics  of  emptying  the  uterus  in  certain 
communities,  where  it  was  unnecessary  in  the  second  child.  Now, 
with  frequent  visits  of  the  physician,  the  use  of  the  laboratory, 
with  careful  management,  out-of-door  life,  and  advanced  steps  in 
therapeutics,  practitioners  could  save  both  mother  and  child.  He 
spoke  of  this  from  a  race  suicide  standpoint.  Those  conditions 
had  been  the  means  of  distressing  people  who  were  ready  to  claim 
an  heir  early  in  life.  He  recalled  a  woman  of  great  wealth  who 
had  diabetes,  and  the  question  arose  as  to  whether  it  was  safe  for 
that  woman  to  conceive,  and  Dr.  Price  was  called  to  determine 
that  question.  He  decided  that  it  was  safe  for  her  to  bear  a  child. 
The  woman  was  watched  with  great  care  by  a  splendid  clinician, 
who  managed  her  skillfully,  and  who  at  the  time  of  labor  made 
high  application  of  the  forceps  in  a  powerful,  well  built  woman, 
and  delivered  her  of  a  child  that  was  now  alive  and  the  joy  of  a 
large  and  influential  family.  He  had  had  a  number  of  experi- 
ences of  that  nature  which  clearly  demonstrated  that  these  troubles 
could  be  managed  early  and  safely. 

Dr.  O.  H.  Elbrecht  of  St.  Louis  asked  Dr.  Huggins  what  dis- 
tinction he  made  between  puerperal  toxemia  and  the  toxemia  that 
causes  hyperemesis  gravidarum.  Recently,  in  an  article  which 
appeared  in  the  Annals  of  Gynecology,  the  two  conditions  were 
put  in  the  same  class  with  eclampsia. 

He  was  glad  the  author  directed  attention  to  the  liver,  because 
he  thought  that  was  the  place  to  look  for  the  cause.  All  present 
had  had  the  experience  of  having  eclampsia  with  normal  urine 
until  at  the  time  of  delivery,  and  were  convinced  that  the  urine  was 
not  the  place  to  look  for  the  trouble  in  eclampsia.  The  urine  in 
cases  of  hyperemesis  gravidarum  gave  the  same  picture ;  but 
hyperemesis  gravidarum,  if  this  was  what  the  essayist  was  aiming 
at,  was  one  of  the  troublesome  things  the  obstetrician  had  to  han- 
dle if  the  case  was  genuine.  But  there  was  a  marked  distinction 
between  hyperemesis  gravidarum  and  the  persistent  vomiting  of 
pregnancy,  the  same  as  there  was  between  sapremia  and  sepsis. 

It  was  his  misfortune  to  have  a  case  of  hyperemesis  gravidarum 
occur  in  a  member  of  a  very  devout  family,  a  woman  weighing 
180  pounds,  and  during  a  period  of  six  weeks  she  had  lost  forty 
pounds.  She  was  kept  in  a  dark  room,  as  the  light  brought  on 
vomiting.  She  vomited  day  and  night.  He  could  not  show  her 
water ;  he  had  to  keep  her  on  rectal  irrigation  to  furnish  the  neces- 
sary amount  of  fluids.  They  had  to  fight  a  priest  in  this  case, 
who  did  not  want  fetal  life  destroyed.  The  patient  was  two 
months  pregnant.  He  tried  everything  almost.  One  of  the 
theories  given  as  the  cause  of  acute  hyperemesis  gravidarum  was 
the  reflex  action  of  the  nerves  about  the  cervix.  The  cervix  was 
dilated ;  she  was  given  every  possible  medication ;  to  check  the 
vomiting  she  was  given  large  doses  of  morphine,  but  nothing  was 
successful.  The  only  thing  he  could  do  was  to  induce  abortion  to 
cure  the  condition.  The  patient  was  willing  and  more  than 
anxious  that  it  should  be  done,  but  *he  members  of  the  family 
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and  priest  were  not.  Finally,  they  consented  to  emptying  the 
uterus.  This  was  done,  shortly  after  which  vomiting  ceased. 
He  had  seen  two  or  three  other  cases  of  hyperemesis  gravidarum, 
but  they  were  not  quite  as  bad. 

Dr.  William  H.  Humiston  of  Cleveland,  Ohio,  in  the  severe 
cases  that  had  resisted  other  methods  of  treatment,  had  obtained 
good  results  by  the  use  of  stomach  lavage,  twice  daily,  with  rest 
in  bed  and  with  enemas  of  saline  solution. 

Dr.  Huggins,  in  closing  the  discussion,  said  he  had  made  a 
distinction  between  persistent  vomiting  and  hyperemesis  gravi- 
darum. He  did  not,  however,  enter  into  a  consideration  of  the 
various  conditions  of  toxemia  and  the  different  toxins,  whatever 
they  might  be.  The  point  he  wanted  to  make  was  that  these 
troubles,  from  a  clinical  standpoint,  were  evidently  interrelated, 
and  if  these  women  came  under  the  care  of  obstetricians  early 
enough,  they  would  not  have  eclampsia,  nor  acute  yellow  atrophy. 
These  conditions  came  on  acutely. 


PRESENT  TREATMENT  OF  PUERPERAL  SAPREMIA 
AND  PUERPERAL  SEPSIS.1 
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The  treatment  of  puerperal  sapremia  may  be  said  to  have  been 
pretty  definitely  settled.  The  accepted  treatment  is  neither  experi- 
mental nor  is  it  based  on  theoretical  deductions,  our  knowledge  of 
the  subject  strongly  indicating  the  removal  of  all  decomposing 
material  from  the  uterine  cavity.  When  there  is  an  offensive  dis- 
charge from  the  os  uteri,  and  other  indications  of  retained  and 
decaying  material,  a  digital  exploration  of  the  interior  of  the 
uterus  should  be  made  and  the  offending  material  removed. 
Failing  to  detach  it  with  the  finger  or  appropriate  forceps,  such 
as  a  sponge  holding  forceps  when  the  os  is  wide  enough  for  its 
easy  admission,  a  dull  curet  should  be  used,  gently  manipulating 
the  same  so  as  not  to  incur  risk  of  perforating  the  uterine  wall. 

An  offensive  discharge,  associated  with  bleeding,  often  urgently 
calls  for  the  use  of  the  sharp  curet.  A  large-bladed  instrument 
entails  less  danger  to  the  patient,  and  with  it  one  can  do  more 
thorough  work.     The  use  of  the  <ound  or  small  curet  is  danger- 
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cms,  especially  for  those  who  are  lacking-  in  large  experience  in 
this  line  of  work.  At  the  time  of  curettage  I  irrigate  the  uterus 
freely  with  salt  solution  through  the  rinsing  curet,  having  a  very 
moderate  elevation  only  of  the  irrigator,  so  as  to  avoid  risk  of 
forcing  fluid  into  the  abdominal  cavity  by  the  tubal  route.  Only 
occasionally  a  few  douches  are  given  afterward.  Some  take  an 
extreme  view,  and  object  to  the  use  of  the  curet  in  any  form  of 
uterine  infection,  claiming  that  it  disseminates  infection.  In  a 
large  series  of  cases  I  have  irrigated  and  curetted  with  the  hap- 
piest results.  Rest  in  bed,  nutritious  diet,  and  stimulation  if 
needed,  form  an  important  part  of  the  after-treatment. 

TREATMENT  OF  PUERPERAL  SEPSIS. 

The  treatment  of  this  condition  as  yet  is  undetermined  and  un- 
satisfactory. There  are  few  diseases  in  which  the  treatment  is  so 
far  from  ideal.  Several  more  or  less  ineffective  lines  of  treat- 
ment each  have  their  champions.  The  yeasts,  the  nucleins,  the 
serums,  and  more  recently  the  opsonins,  have  been  lauded  more 
or  less  extravagantly.  In  one  or  several  of  these  lines  evidently 
lies  the  hope  of  the  future. 

The  non-surgical  treatment  is  largely  expectant,  symptomatic, 
and  supportive,  a  prime  essential  being  intelligent  and  careful 
nursing.  The  application  of  some  of  the  principles  of  physio- 
logic therapeutics  is  of  value  here.  Especial  attention  should  be 
paid  to  the  securing  of  the  best  possible  condition  of  the  assimi- 
lative, as  well  as  eliminative  organs.  As  much  appropriate  nutri- 
ment as  can  be  assimilated  should  be  ingested.  The  skin  must 
be  bathed  frequently,  the  body  warmth  must  be  kept  up  in  such 
a  manner  as  not  to  interfere  with  an  abundant  supply  of  fresh 
air,  while  plenty  of  pure  water  by  the  mouth,  and  saline  solution 
by  the  bowel  or  under  the  skin,  helps  in  the  elimination  of  poison. 
The  serious  and  widespread  streptococcus  infection  profoundly 
intoxicates  and  depresses  the  patient.  The  entire  body  economy 
is  upset,  and  the  physician  must  do  his  best  to  marshal  the  de- 
moralized and  scattered  vital  forces  against  the  multitudinous 
ranks  of  the  enemy.  Gastric  lavage  and  the  cautious  administra- 
tion of  cracked  ice  and  champagne  will  do  more  to  relieve  vomi- 
ting than  drugs.  The  use  of  medicines  pure  and  simple  is  of  little 
avail ;  indeed,  many  remedies  tend  more  to  debilitate  and  upset 
the  patient  than  otherwise.  The  use  of  heart  tonics,  as  nux  vomica 
and  digitalis,  is  important.  Use  must  be  made  of  all  agents  cal- 
culated to  antagonize  the  general  adynamia. 
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Injections  of  saline  solution  subcutaneously  and  by  the  rectum 
are  of  great  value,  especially  in  the  beginning  of  the  disease. 
From  200  c.c.  to  500  c.c.  should  be  used  at  a  time.  The  circulation 
is  thereby  regulated,  heart  action  increased,  and  the  cerebrospinal 
system  and  nutritive  function  are  stimulated.  Diuresis  is  in- 
creased promptly,  but  no  very  increased  amount  of  toxic  matter 
is  eliminated.  Improvement  is  usually  ascribed  to  the  dilution 
of  toxins  in  the  blood.  The  process  of  dilution  should  be  kept  up 
as  long  as  new  toxins  develop. 

Frequent  sponge  baths  will  keep  the  skin  in  good  condition. 
Abnormally  high  temperatures  should  be  reduced  by  cold  spong- 
ing with  water  or  alcohol  and  the  application  of  ice  bags  to  the 
scalp.  If  much  inflammation  of  the  lower  abdomen  is  evidenced 
an  ice  bag  may  be  applied  above  the  pubes.  The  inhalation  of 
oxygen  will  promote  the  oxidation  processes,  and  the  administra- 
tion of  stimulants  will  be  of  value  at  times ;  ergot  has  been  recom- 
mended on  the  ground  that  it  would,  by  causing  contraction,  pre- 
vent extensive  infiltration  of  the  uterine  tissues  by  cocci.  It  is, 
probably,  of  theoretical  value  only.  The  value  of  the  nucleins,  like 
that  of  alcohol,  as  a  medicine  has  neither  been  established  nor 
disproven,  Crede's  ointment,  much  used  by  its  enthusiastic  pro- 
mulgator and  his  followers,  and  mercurial  ointment,  extensively 
used  in  German  clinics,  are  both  probably  fairly  good  placebos. 
Fochier's  abscess  by  fixation,  produced  by  the  injection  of  turpen- 
tine, is  mentioned  as  a  method  of  respectful  antiquity.  The  intra- 
venous injection  of  formalin  solution  had  a  brief  but  meteoric 
career.  Aided  by  the  medical  press,  too  prone  to  seize  every 
untried  novelty,  its  boom  was  sudden ;  it  went  up  like  a  sky- 
rocket and  came  down  like  a  stick. 

Antistreptococcic  serum  has  held  the  faith  and  support  of  the 
profession,  made  hopeful,  nay  even  confident,  by  the  brilliant 
results  of  diphtheria  antitoxin ;  it  was  hard,  therefore,  to  realize 
that  other  specific  serums  should  not  burgeon  and  blossom  at  the 
bidding  of  the  laboratory  wizard.  The  use  of  the  various  serums, 
Marmorek's  1  icing  among  the  most  notable,  has  not  been  encour- 
aging. Lately  horse  serum  has  been  used  as  an  adjuvant  to  sur- 
gical measures  with  what  seemed  to  be  some  indications  of  suc- 
cess. To  date  the  injection  of  serum  has  obtained  neither  curative 
nor  immunizing  effect.  It  is  a  pretty  universal  belief,  however, 
that  it  is  onlv  a  matter  of  time  when  an  effective  serum  will  be 
produced  which  can  be  depended  on  for  passive  immunization  and 
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treatment.  While  the  results  reported  from  the  use  of  the  serum 
have  been  on  the  whole  encouraging,  their  proper  use  is  attended 
with  no  risk.  Much  was  expected  from  vaccine  therapy.  Sir 
A.  E.  Wright  says  the  results  in  streptococcus  sepsis  treated  by 
his  methods  with  opsonins  have  been  fair,  but  not  very  encour- 
aging. 

The  irrigation  of  the  uterus  with  solutions  of  iodine  and  other 
germicides  has  been  disappointing.  Some  still  adhere  to  these 
irrigations.  They  probably  do  no  harm,  and  may  cleanse  the 
uterine  cavity  mechanically.  Other  such  semi-surgical  measures 
as  the  packing  of  the  uterus  with  ichthyol  gauze  still  have  a  few 
half-hearted  adherents  who  practise  the  method,  giving  as  a  reason 
that  if  it  does  no  good  it  does  no  harm.  The  use  of  the  uterine 
curet  in  the  treatment  of  puerperal  sepsis  has  been  praised  by  a 
few  and  decried  by  many.  It  is  most  likely  an  effective  means  of 
scattering  and  increasing  the  infection. 

Pryor's  method  of  thoroughly  curetting  and  irrigating  the 
uterus,  packing  it  with  iodoform  gauze,  opening  the  cul-de-sac, 
and  making  through  this  a  fan-shaped  packing  of  iodoform  gauze, 
in  his  hands  seemed  to  give  unexcelled  results.  In  considering 
this  we  are  reminded  of  the  old  truism  that  human  cell  life  is 
quite  as  susceptible  to  the  poisonous  action  of  chemicals  as  germ 
life,  and  in  many  instances  more  so.  Duhrssen's  suggested  treat- 
ment of  atmocausis  for  the  interior  of  the  uterus  would  probably 
have  given  few  if  any  advantages  over  curettage,  or  even  the  use 
of  caustic  substances. 

The  opening  and  drainage  of  localized  collections  of  pus  is  of 
course  done  by  advocates  of  any  and  all  methods  of  surgical 
treatment.  It  gives  relief  of  a  certain  kind.  The  toxic  part  of  the 
pus  is  no  longer  absorbed  under  high  pressure.  True,  one  is 
often  not  at  all  sure  but  that  there  may  be  concealed  collections 
of  pus  after  opening  everything  in  the  way  of  an  abscess  that  can 
be  located  through  the  vagina.  Recovery  at  best,  after  opening, 
draining,  and  irrigating  an  abscess  cavity  is  a  tardy  procedure, 
associated  with  much  tedious  treatment.  Generally  a  radical  ex- 
tirpation will  have  to  be  done  later  in  order  to  effect  a  real  cure. 
The  simple  incision  and  drainage  of  a  pelvic  abscess  will  at  times 
save  life.  It  is  believed  by  many  that  vaginal  drainage  for  acute 
pelvic  peritonitis  is  beneficial.  Others  consider  that  all  acute  exu- 
dates in  the  same  region  should  be  incised  and  drained.  All  local 
collections  of  pus  should  be  drained  as  soon  as  they  can  be  located. 
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Simple  single  incision  with  drainage,  and  without  irrigation, 
I  think  best  for  puerperal  peritonitis.  Some  highly  advocate 
multiple  incisions,  but  their  mortality  statistics  are  not  better  than 
those  of  men  who  do  less  cutting.  If  the  pelvis  was  the  storm 
center  I  would  advocate  a  supplementary  vaginal  drain,  which 
has  the  advantage  of  gravity,  especially  when  associated  with  the 
exaggerated  Fowler  posture.  Pettit  of  Paris  is  a  warm  advocate 
of  the  use  of  horse  serum  in  these  cases ;  he  pours  it  into  the 
abdominal  cavity,  saturates  drains  with  it,  and  introduces  the 
.dried  serum  on  a  tampon  into  the  uterus.  He  says  it  calls  out  the 
polynuclear  and  increases  the  resistance  to  infection. 

The  excision  of  veins  containing  septic  thrombi,  if  done  early, 
will  be  productive  of  great  good.  These  vessels  can  often  be  felt 
through  the  vagina  as  thick  strands  running  out  toward  the  pelvic 
wall,  which  can  be  approached  either  through  the  vagina  or  by 
median  laparotomy.  These  thrombosed  vessels  usually  lie  en- 
tirely outside  the  uterus. 

Extirpation  of  the  uterus  is  of  value  if  it  is  known  that  the 
infection  is  limited  to  that  organ.  The  mild  case  often  recovers 
without  hysterectomy,  while  the  infection  of  the  severe  case  is 
very  apt  to  be  spread  beyond  the  uterus.  Removal  of  the  infected 
uterus  is  often  followed  by  rapid  collapse  and  death.  Tf  the  pre- 
cise conditions  could  be  determined  with  absolute  certainty  hys- 
terectomy would  be  more  often  in  order.  There  is  much  room 
for  the  exercise  of  good  judgment  in  this  part  of  the  treatment. 
Tn  a  considerable  number  of  cases  I  have  followed  the  more  con- 
servative plan  of  declining  hysterectomy,  and  have  had  fair  re- 
sults. 

DISCUSSION. 

Dr.  Ernst  Jonas  of  St.  Louis,  Mo.,  thought  the  main  point  in 
the  treatment  of  puerperal  sepsis  was  to  be  sure  that  the  diagnosis 
was  correct.  Physicians  were  called  in  consultation  to  give  advice 
how  puerperal  sepsis  should  be  treated,  but  were  very  much 
astonished  to  learn  that  no  thorough  means  had  been  employed  to 
make  an  accurate  diagnosis.  If  one  was  sure  that  the  uterine 
cavity  was  empty,  then  in  most  cases  noli  me  tangere  was  the  best 
advice  to  offer.  But  besides  the  absolute  assurance  that  nothing 
was  left  in  the  uterine  cavity,  one  should  lie  likewise  sure  that 
.  there  were  no  small  abscesses  in  the  parametrium,  which  were  so 
frequently  the  cause  of  septic  conditions,  and  were  so  easily  over- 
looked by  those  who  were  working  in  this  field.  Tie  mentioned  one 
case  in  which  a  small  abscess,  not  larger  than  a  walnut,  developed 
on  the  right  side  of  the  uterus  in  the  broad  ligament  extraperi- 
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toneally.  On  vaginal  examination  an  infiltration  on  this  side 
could  be  made  out.  The  condition  of  the  patient  was  bad.  He 
decided  on  operation  after  antistreptococcus  serum  and  other 
remedies  had  been  tried.  He  made  an  incision  above  Poupart's 
ligament,  and  gradually  worked  his  way  into  the  pelvis  without 
opening  the  peritoneal  cavity,  and  emptied  these  abscesses,  shortly 
after  which  the  condition  of  the  patient  improved  rapidly.  Un- 
fortunately, a  week  afterward  the  patient  contracted  a  septic 
pleurisy  on  the  right  side,  but  after  frequent  puncturing  she  recov- 
ered completely. 

Dr.  John  A.  Lyons  of  Chicago  said  that  prophylaxis  was  the 
important  object  to  be  kept  in  view  in  these  cases.  When  these 
cases  were  far  advanced  he  had  never  had  good  results  in  taking 
care  of  them.  He  treated  the  symptoms  if  he  was  satisfied  the 
uterus  was  fairly  clean,  giving  douches,  sponging,  and  trusting  to 
God  to  bring  the  case  out. 

Dr.  O.  Hi  Elbrecht  of  St.  Louis,  Mo.,  complimented  the 
essayist  on  the  manner  in  which  he  touched  on  everv  method  of 
treatment,  but  said  he  was  very  careful  not  to  advocate  any  one 
method  of  treatment.  He  did  not  know  exactly  where  the  essay- 
ist stood,  nor  what  particular  method  of  treatment  he  favored  in 
these  cases. 

He  referred  to  the  differential  diagnosis  between  local  sapremia 
and  general  sepsis.     Unfortunately,  too  many  cases  found  their 
way  into  print  which  were  reported  as  instances  of  puerperal  sep- 
sis, when,  in  reality,  they  were  nothing  more  than  examples  of 
local    sapremia,   which   would    recover   whether   treated   or   not, 
A  sharp  distinction  should  be  drawn  between  the  two  conditions' 
and  the  only  way  to  do  this  was  by  making  blood  cultures.     But 
how  many  men  made  such  a  blood  culture  to  determine  whether 
a  given  case  was  one  of  streptococcic  septicemia  or  not?     The 
speaker  recalled  seeing  a  case  of  streptococcus  infection  in  the 
practice  of  a  nose  and  throat  specialist.    This  specialist  had  taken 
out  a  spur  from  the  young  lady's  nose  in  Memphis,  and  subse- 
quently she  died  of  a  streptococcus  septicemia  as  the  result  of 
infection  traveling  in  by  that  route.     It  was  foolish  to  introduce 
any  chemical  into  the  blood  to  combat  sepsis.       This  had  been 
proven  by  Ehrlich  many  years  ago,  who  pointed  out  that  any 
chemical  that  was  introduced  directlv  into  the  blood  current  with 
a  view  to  killing  any  germ  would  also  have  a  herrolvtic  effect  on 
the  red  and  white  blood  corpuscles,  thus  incidentally  helpino-  the 
infection  rather  than  getting  rid  of  it. 

Dr.  Roland  E.  Skeel  of  Cleveland.  Ohio,  said  he  was  a  little 
surprised  that  the  essayist  was  not  more  positive  in  dealing  with 
all  the  methods  of  treatment.  He  was  glad  that  a  sharp  distinc- 
tion had  been  drawn  between  sapremia  and  septicemia  During 
a  consultation  practice  extending  over  fourteen  or  fifteen  vears" 
the  speaker  had  seen  quite  a  large  number  of  cases  of  obstetric 
sepsis  but  he  made  the  confession  that  manv  times  he  was  utterly 
and  absolutely  unable  to  differentiate  between  sapremia  and  septi- 
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cernia,  and  the  clear-cut  differentiation  between  the  rise  in  tem- 
perature in  the  one  or  the  other  he  had  failed  ever  to  see,  so  that 
he  could  utilize  it  for  diagnostic  purposes.  In  some  cases  of 
sap'remia  the  temperature  would  go  up  suddenly  on  the  third  day, 
and  on  the  fifth  or  sixth  day  it  would  decline  materially.  In  vio- 
lent cases  of  sepsis  the  temperature  would  rise  to  1060  the  first 
day,  and  the  patient  might  live  for  seventy-two  hours.  These 
were  cases  of  puerperal  sepsis,  but  in  some  of  them  one  was  not 
able  to  make  a  differential  diagnosis  by  any  positive  evidence. 
Even  to-day  he  was  just  as  utterly  unable  to  make  a  positive  differ- 
ential diagnosis  between  the  two  conditions  in  some  instances  as 
he  was  at  that  time.  If  there  was  a  foul,  offensive  odor ;  if  he 
could  not  find  streptococci  or  staphylococci  in  the  uterus,  and  could 
find  the  colon  bacillus,  it  was  purely  a  local  colon  bacillus  infec- 
tion. 

With  regard  to  the  use  of  the  curette,  it  seemed  to  him  that 
sometimes  curettage  was  resorted  to  in  cases  in  which  there  was 
a  local  sapremia  or  a  generalized  sepsis,  or  what  not,  and  it  had 
been  badly  overdone,  because  if  the  general  practitioner  curetted 
as  the  gynecologist  did,  he  scraped  the  uteri,  and  when  he  did  that 
he  disseminated  the  infection.  There  was  never  a  time  in  the 
first  seventy-two  or  ninety-six  hours  after  labor  when  there  was 
not  more  or  less  material  in  the  uterus.  It  was  always  there. 
There  was  a  necrotic  layer  of  decidua  cast  off ;  there  was  a  certain 
amount  of  clot  there ;  one  could  not  get  rid  of  this  by  intrauterine 
douches,  and  before  infection  had  traveled  outside  of  the  uterus, 
he  could  not  see  what  possible  harm  could  be  done  by  obstetric, 
as  distinguished  from  gynecologic,  curettage.  The  granulation 
layer  and  leucocytes,  which  were  present  as  preventives  of  the 
spread  of  infection,  did  not  come  in  the  first  twenty-four  hours, 
ft  took  time  for  granulation  tissue  to  form  in  any  wound,  and 
inside  the  uterus,  and  in  some  of  the  worst  cases  of  puerperal 
sepsis  no  granulation  tissue  formed  at  all  because  the  patient  was 
dead  before  it  could  be  formed.  If  the  curette  was  used  with 
discrimination,  it  could  not  do  any  harm. 

Dr.  Edward  J.  Ill  of  Newark,  N.  J.,  did  not  think  the  members 
.•should  be  told  what  was  sapremia  and  what  was  sepsis  or  septi- 
cemia. They  were  three  different  conditions.  A  sapremic  condi- 
tion usually  got  well.  Sepsis  began  with  an  inflammation  in  the 
uterine  cavity;  he  did  not  care  what  the  bacillus  was  that  did  the 
mischief.  These  cases  should  be  treated  in  a  surgical  way. 
Twenty-five  years  ago  Dr.  Price  told  the  profession  how  to  drain. 
When  he  saw  him  operate,  he  knew  why  he  had  good  results, 
— because  he  drained  his  cavities  thoroughly.  And  so  the  uterus 
should  be  drained  in  these  cases.  He  had  not  seen  any  good 
results  from  anv  medical  treatment.  A  sapremic  inflammation 
meant  nothing  but  the  retention  of  material  in  the  uterus.  Any 
tyro  could  make  the  diagnosis  when  he  opened  the  uterine  cavitv 
and  had  a  gush  of  fluid.     That  usually  finished  the  case,  but  not 
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always,  because  there  might  be  a  septic  inflammation.  In  treating 
such  cases  one  should  put  a  rubber  tube  in  the  uterus,  fill  the 
uterine  cavity  with  gauze  lightly,  so  as  to  permeate  every  corner 
of  the  uterus ;  then  let  the  nurse  or  woman  who  is  in  charge  of 
the  case  pour  fifty  or  sixty  c.c.  of  dilute  alcohol  into  the  uterus 
and  dry  up  the  coagula  and  destroy  the  nidus  for  the  growth  of 
the  germs,  and  if  the  case  was  treated  early  enough  the  patient 
would  get  well.  One  should  not  wait  until  the  woman  was  sep- 
ticemic, because  then  the  chances  for  her  recovery  were  un- 
favorable. 

Dr.  James  F.  W.  Ross  of  Toronto  said  it  was  rather  discour- 
aging to  hear  discussions  on  puerperal  septicemia  from  year  to 
year,  as  practitioners  did  not  seem  to  get  any  additional  light  on 
the  subject.  Personally,  he  had  long  since  settled  the  question 
for  himself,  and  that  was,  an  ounce  of  prevention  was  worth  a 
pound  of  cure.     This  applied  to  these  cases. 

In  clinical  work  in  the  last  few  years  he  had  been  carrying  out 
two  procedures  in  all  cases  of  septicemia,  either  after  a  full  term 
labor  or  after  a  miscarriage.  First,  to  satisfy  himself  that  the 
uterus  was  empty,  and  the  only  instrument  that  was  used  for  that 
purpose  was  the  finger,  and  if  there  was  retained  placenta  it  was 
removed.  The  curette  was  hardly  ever  or  never  used.  He  did 
not  think  it  should  be  used  for  this  purpose,  and  said  that  a  prac- 
titioner who  could  not  remove  placenta  with  his  finger  had  better 
let  it  alone.  In  teaching  a  class  of  medical  students,  they  should 
be  taught  that  in  all  cases  of  labor  and  miscarriage  the  practitioner 
should  satisfy  himself  that  the  uterus  was  empty  to  prevent  the 
occurrence  of  blood  poisoning,  and  if  this  was  done  he  would  save 
himself  a  great  deal  of  trouble  with  his  cases  afterwards. 

Dr.  Joseph  Price  agreed  with  what  had  been  said  with  regard 
to  curettage  and  also  as  to  the  importance  of  drainage  recom- 
mended by  Dr.  111.  The  late  Lawson  Tait  formulated  a  law  that 
the  curette  should  not  be  found  in  the  hands  of  the  inexperienced, 
and  in  the  hands  of  the  experienced  it  was  never  needed.  Dr. 
McMurtry,  he  said,  pointed  out  many  years  ago  that  every  case 
of  puerperal  sepsis  should  be  treated  surgically.  The  site  of  the 
placenta  was  a  large  wound,  and  should  be  treated  surgically. 
When  he  was  connected  with  a  large  maternity  he  saw  a  number 
of  cases  of  puerperal  sepsis,  and  adopted  the  same  rule  in  regard 
to  maternity  cases  that  he  practised  in  cases  of  ovariotomy  or 
hysterectomy,  whether  done  above  or  below,  and  with  precisely 
the  same  results.  McLean  himself,  Rohe,  and  a  coterie  of  others 
practically  put  an  end  to  puerperal  sepsis.  There  was  hardly  any 
such  thing  as  temperature  at  The  Preston  Retreat  or  at  the  Sloane 
Maternity,  and  two  other  maternities.  If  one  took  the  reports 
of  these  maternities,  he  would  find  that  the  mortality  was  prac- 
tically nil,  and  that  puerperal  sepsis  had  practically  been  blotted 
out. 

Dr.  Magnus  Tate  of  Cincinnati  said  that  if  any  practitioner 
entered  the  hall  at  the  present  time  he  would  think  that  obstetrics 
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was  coming  to  the  front.  Obstetrics  in  the  last  two  years  had 
been  in  the  experimental  stage.  If  he  were  asked  as  to  the  best 
treatment  for  puerperal  sepsis,  he  should  reply,  the  proper  man- 
agement of  labor.  There  was  the  trouble,  and  that  was  the  reason 
why  these  large  institutions  in  the  East,  West,  North,  and  South 
had  such  good  results— the  patients  were  being  treated  in  a 
proper,  scientific  way.  The  curette,  as  a  rule,  was  not  used  in 
these  cases  by  the  gynecologist  or  the  good  obstetrician,  but  by 
the  general  practitioner,  and  obstetricians  were  called  in  consulta- 
tion in  certain  cases  where  the  curette  had  been  used.  Whoever 
did  gynecology  or  obstetrics,  whenever  there  was  an  abscess, 
naturally  would  open  it  up.  One  question  he  had  not  been  able  to 
clearly  understand  was,  in  what  kind  of  a  case  should  the  uterus 
be  removed?  He  hoped  Dr.  Cannaday  would  tell  him  in  what 
class  of  cases  the  uterus  should  be  removed. 

Dr.  Cannaday,  in  closing  the  discussion,  and  in  replying  to 
Dr.  Tate's  question,  said  he  did  not  believe  any  human  being  could 
say  positively  when  or  when  not  to  remove  the  uterus  in  a  case  of 
puerperal  sepsis,  because,  while  the  uterus  might  be  removed, 
the  patient  perhaps  would  have  done  better  without  this  operation 
having  been  performed. 

He  had  not  advocated  any  positive  line  of  treatment,  because, 
in  going  over  the  literature  of  the  subject,  he  had  not  found  any 
authority  for  a  positive  treatment  which  could  be  backed  up  with 
results. 
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JOHN  W.  KEEFE.   M.D., 
Providence,  R.  I. 


The  very  liberal  discussion  that  followed  the  excellent  essay 
upon  prolapsus  uteri  presented  by  Dr.  Hayd  at  the  meeting  of 
this  association  two  years  ago  demonstrated  two  things — first,  the 
importance  of  this  subject,  and  second,  the  lack  of  unanimity 
among  us  as  to  the  proper  surgical  method  to  employ  for  tbe 
permanent  cure  of  this  distressing  condition.  Some  advocated 
hysterectomy,  others  ventrofixation,  ventrosuspension  or  Alex- 
ander's operation,  combined  with  plastic  surgery  of  the  parturient 
canal.  I  wish  to  offer  for  your  consideration  some  of  the  results 
that  have  been  obtained  by  means  of  the  Alexander  operation 
combined  with  plastic  surgery  upon  the  cervix  and  vagina. 

'Read  at  the  twentieth  annual  meeting  nf  the  American  Association 
of  Obstetricians  and  Gynecologists,  held  at  Detroit.  September  17-10.  roj  ' 
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Among  the  first  causes  of  prolapsus  uteri  we  have  relaxation 
and  lengthening  of  the  uterine  ligaments  or  supports,  which  al- 
lows retrodisplacement  of  the  uterus.  This  is  really  the  first 
stage  of  procidentia.  The  uterus  is  found  pointing  in  the  direc- 
tion of  the  long  axis  of  the  vagina  instead  of,  as  we  normally  find 
it,  at  right  angles  to  the  same.  Intraabdominal  pressure  and  the 
weight  of  the  uterus  are  important  factors  in  the  production  of 
prolapsus  uteri.  This  increased  weight  of  the  uterus  mav  be 
due  to  faulty  position,  subinvolution,  tumors,  lacerations,  and  in- 
terference with  the  uterine  circulation.  We  find  hypertrophy  of 
the  supra-  and  infravaginal  portions  of  the  cervix  producing 
elongation.  As  the  uterus  descends  we  have  primary  prolapse  of 
the  vagina,  causing  cystocele  and  rectocele,  followed  by  inversion 
of  the  vagina  and  complete  prolapse  of  the  entire  uterus,  which 
may  become  rough  and  ulcerated  from  friction  and  exposure. 

While  lacerations  of  the  vagina,  levator  ani  muscle,  and  ob- 
turator fascia  have  some  influence  in  the  production  of  proci- 
dentia, this  cause  I  believe  has  been  very  much  overestimated. 
Why  do  we  so  often  see  prolapsus  uteri  in  virgins,  and  why  do 
we  fail  to  cure  prolapsus  uteri  in  multipara  by  plastic  operations 
upon  the  vagina  and  pelvic  floor  alone  ?  What  are  the  pathological 
findings  in  prolapsus  uteri  that  require  correction?  Weight  of 
uterus,  elongation  of  the  cervix,  retrodisplacement,  relaxation 
and  lengthening  of  ligaments,  cystocele,  and  rectocele. 

The  weight  of  the  uterus  may  be  lessened  by  a  thorough 
curetment  and  amputation  of  the  cervix;  the  latter  doing  away 
with  the  elongated  cervix.  The  cystocele  and  rectocele  may  be 
repaired  by  the  operation  best  suited  to  the  operator.  I  believe 
that  there  are  a  number  of  methods  for  successfully  repairing  a 
lacerated  perineum  with  rectocele.  We  mav  use  silk,  catgut,  or 
silver,  each  man  having  his  own  particular  suture  and  method; 
but  it  matters  not  if  he  bears  in  mind  the  anatomy  of  the  parts  ; 
that  the  levator  ani  muscle  arises  on  either  side  of  the  pubic 
ramus  and  passes  back  and  around  the  lateral  walls  of  the  vagina. 
uniting  with  its  fellow  behind  the  rectum,  its  fibers  being  inti- 
mately interwoven  with  the  lateral  walls  of  the  rectum. 

We  must  remember,  also,  that  not  only  are  the  skin  and  vaginal 
mucosa  lacerated,  but  that  the  levator  ani  muscle  and  obturator 
fascia  are  torn  and  at  times  even  the  sphincter  ani  muscle,  and 
that  a  successful  operation  requires  that  all  divided  tissues  should 
be  united.     A  successful  plastic  surgeon  must  have  mechanical 
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Feb.,  1900:    Boy  born.  Sept., 
1 901:     Boy  born.     Exam'd 
Feb.   14,  '03,  uterus  in  nor- 
mal position;  cyst  of  perin'm. 
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normal  position;  slight  tear 
perineum.          Right     vulva 
vaginal    cyst. 
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eration.    No  return  of  pre- 
vious trouble. 

Jan.   2,  '02:     Uterus  in  good 
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struation regular. 
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ingenuity  and  perform  the  operation  best  suited  to  the  case  in 
hand.  He  should  not  have  in  mind  any  definite  diagram,  but 
should  be  conversant  with  the  principles  of  a  number  of  methods 
advocated  for  repair  of  the  perineum.  I  am  still  convinced  that 
Emmett,  that  master  of  plastic  surgery,  has  given  to  us  the  best 
method,  if  we  but  grasp  the  principles  upon  which  his  operation 
is  based. 

Now,  as  to  the  method  of  correcting  the  relaxation  and  length- 
ening of  the  uterine  ligaments:  The  round  ligaments  or  mus- 
cles, as  they  more  properly  should  be  called,  are  so  situated  that 
they  can  be  readily  found  in  the  inguinal  canals.  Traction  upon 
the  round  ligaments  pulls  the  uterus  not  only  forward  but  also 
upward,  as  I  have  many  times  demonstrated,  the  fundus  being 
readily  palpated  just  above  the  pubes.  The  anteverted  position 
of  the  uterus,  which  follows  a  careful  shortening  of  the  round 
ligaments,  places  the  uterus  at  a  right  angle  to  the  axis  of  the 
vagina,  this  position  being  unfavorable  to  descent. 

I  am  convinced  that  hysterectomy  for  prolapsus  should  be 
practised  in  only  rare  instances.  It  is  an  operation  attended  with 
a  high  rate  of  mortality.  The  loss  of  the  uterus  has  a  depress- 
ing mental  influence  upon  many  women ;  and  at  the  child-bearing 
age  should  never  be  performed  for  prolapsus  uteri.  And  why? 
Because  we  have  proved  by  a  number  of  instances  that  simple 
procedures  like  an  Alexander's  operation,  amputation  of  the  cer- 
vix, anterior  and  posterior  colporrhaphy  and  perineorrhaphy,  at- 
tended with  no  mortality,  are  sufficient  not  only  to  relieve  symp- 
toms, but  to  enable  the  patient  to  bear  children  and  subsequently 
thereto  to  leave  the  uterus  in  good  position  with  no  symptoms. 

It  will  be  seen  by  the  accompanying  tables  that  forty-eight  cases 
have  been  operated  upon  for  prolapsus  uteri  of  varying  degree. 
Of  these  cases,  forty-six  were  treated  by  the  combined  methods 
of  plastic  operation  on  the  parturient  canal  and  the  Alexander 
operation.  Two  cases,  I  and  2,  series  3,  were  treated  at  first 
by  plastic  work  only,  and  of  these  two  cases  one,  case  4,  series  2, 
was  subsequently  operated  upon  by  the  Alexander  method.  We 
have  been  able  to  trace  after  operation  twenty-three  cases  out 
of  the  total  forty-eight,  or  over  47  per  cent.  Of  the  twenty-three 
cases  examined  we  have  found  eighteen,  or  yj  per  cent.,  with  the 
uterus  in  good  position  and  cured  of  their  previous  symptoms.  Of 
the  five  cases  remaining,  two  cases,  11  and  13,  series  3,  had  a 
return  of  prolapsus  to  the  second  degree,  but  without  any  sub- 
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jective  symptoms.  Case  i,  series  3,  was  treated  by  plastic  work 
on  the  vagina  and  for  four  years  remained  well  until  she  gave 
birth  to  a  child,  after  which  the  prolapse  returned.  In  this  case 
no  Alexander  was  done.  Case  2,  series  3,  was  also  treated  by 
plastic  work,  with  also  a  resulting  failure.  This  case  returned 
later,  case  4,  series  2,  the  plastic  work  was  repeated  and  an  Alex- 
ander operation  done.  After  this  the  patient  bore  two  children 
and  on  examination,  August  21,  1907,  we  found  the  uterus  in 
good  position,  with  a  moderate  cystocele  and  rectocele.  The  pa- 
tient has  had  no  return  of  the  symptoms  for  which  she  sought 
operation.  The  other  case  of  failure,  case  5,  series  2,  was  advised 
to  return  for  hysterectomy. 

Seven  cases  have  borne  children  since  operation,  and  one,  cast 
17,  series  3,  was  in  a  state  of  pregnancy  at  time  of  examination. 
Cases  6,  series  3,  and  4,  series  2,  have  been  confined  twice.  The 
labor  in  every  case  was  normal,  free  from  the  use  of  forceps,  and 
did  not  cause  a  return  of  prolapsus  except  in  case  1,  series  3, 
which  did  not  have  the  benefit  of  an  Alexander  operation.  As 
can  be  seen  by  studying  the  chart,  the  most  brilliant  results  have 
been  obtained  in  the  cases  of  complete  prolapse.  Out  of  a  total 
of  nineteen  cases  of  this  degree  of  prolapse  operated  upon,  we 
have  been  able  subsequently  to  examine  twelve,  or  63  per  cent., 
without  being  able  to  find  one  complete  failure  where  the  Alex- 
ander operation  was  made.  One  case,  No.  2,  series  3,  failed 
with  onlv  plastic  work  on  the  cervix  and  vagina,  but  when,  later, 
an  Alexander  was  performed  the  operation  was  a  conspicuous 
success.  Two  cases,  11  and  13,  series  3,  as  reported  above,  had 
a  return  of  prolapse  to  the  second  degree,  but  without  any  sub- 
jective symptoms.  A  more  detailed  description  of  each  case  may 
be  had  from  the  accompanying  chart. 

Some  ten  years  ago  I  concluded  to  add  the  Alexander  opera- 
tion to  the  operations  of  curetment,  amputation  of  the  cervix,  an- 
terior and  posterior  colporrhaphy  and  perineorrhaphy  for  the 
cure  of  prolapsus  uteri.  I  was  led  to  adopt  this  method  on  ac- 
count of  the  failure  to  cure  an  aggravated  case  of  complete  pro- 
lapsus uteri  by  the  operation  of  curetment.  trachelorrhaphy,  an- 
terior and  posterior  colporrhaphv,  and  perineorrhaphy.  In  this 
case  the  uterus  projected  beyond  the  vaginal  outlet  and  was  as 
large  as  a  small  orange,  witli  a  thickened,  dry.  and  ulcerated  sur- 
face. Two  specialists  in  gynecology  had  told  her  that  opera- 
tion would  be  of  no  value,  but  that  some  relief  might  be  afforded 
bv  tampons  and  mechanical  appliances. 
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Four  months  after  the  first  series  of  operations,  the  cervix, 
very  much  elongated,  presented  at  the  vaginal  outlet.  I  was  so 
impressed  by  the  excellent  results  I  had  obtained  with  the  Alex- 
ander operation,  in  a  number  of  cases  of  retroversion  of  the 
uterus,  that  I  decided  to  shorten  the  round  ligaments,  thus  pull- 
ing the  uterus  upward  and  forward,  besides  amputating  the 
elongated  cervix  and  repairing  the  vaginal  outlet.  This  patient 
has  borne  two  children  since  the  operation  with  normal  labors. 
Examinations  at  different  periods,  the  last  one  within  a  month, 
show  that  there  is  now  a  slight  vesicocele,  while  the  uterus  is  in 
normal  position.  I  am  convinced  of  the  practical  value  of  the 
Alexander  operation  combined  with  plastic  surgery  upon  the 
uterus  and  vagina  in  cases  of  prolapsus  uteri. 
259  Benefit  Street.  ,  J 

DISCUSSION. 

Dr.  Herman  E.  Hayd  of  Buffalo  complimented  the  essayist 
on  the  splendid  results  he  had  obtained  by  reason  of  the  surgery 
employed,  and,  at  the  same  time,  he  believed  that  the  author  did 
not  realize  he  had  contradicted  himself  in  his  paper,  in  that  he 
did  not  attribute  to  the  prolapsus  the  influence  of  a  relaxed 
perineum,  and  the  torn  pelvic  fascia  in  the  production  of  the  pro- 
lapse. It  was  because  the  essayist  did  plastic  surgery  he  suc- 
ceeded in  curing  these  cases,  and  if  it  was  by  good  plastic  surgery 
he  restored  the  perineum  and  the  anterior  vaginal  wall,  then  the 
pelvic  fascia  and  the  levator  ani  must  contribute  a  great  deal 
towards  the  production  of  the  prolapsus.  It  did  not  matter 
whether  the  author  resorted  to  the  Emmet,  the  Price,  or  to  the 
operation  the  speaker  described  in  a  paper  read  by  him  at  a  pre- 
vious meeting  of  the  Association.  If  any  of  the  operations  that 
brought  together  in  definite  apposition  from  above  downwards  the 
various  structures  that  were  torn  or  relaxed  and  put  in  proper 
position,_  the  perineum  would  be  restored.  He  had  found  consid- 
erable difficulty  in  a  number  of  his  cases  where  he  performed  the 
Emmet  operation,  and  it  was  for  that  reason  he  elaborated  the 
operation  which  he  read  a  paper  on  some  years  ago. 

He  agreed  with  the  essayist,  in  the  production  of  prolapsus,  not 
only  by  intraabdominal  pressure,  but  from  a  relaxed  outlet.  The 
first  thing  in  the  production  of  prolapse  was  a  retroversion,  and 
gradually  with  the  retroversion  was  a  descending  cystocele,  and 
in  turn  a  rectocele,  with  finally  the  protrusion  of  the  uterus  itself, 
and  sometimes  half  of  the  abdominal  viscera.  The  important 
thing  in  restoring  the  pelvic  fascia,  and  in  lessening  the  vaginal 
outlet,  was  to  throw  the  vaginal  canal  from  a  longitudinal  into 
an  oblique  axis.  Just  as  soon  as  one  built  up  properly  the  pos- 
terior wall,  he  had  an  oblique  vaginal  wall  posteriorly,  which  was 
the  natural  condition  in  the  unimpregnated  rr  undelivered  woman. 
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He  did  not  think  the  criticism  of  the  essayist  was  fair  when  he 
eliminated  hysterectomy.  The  speaker  had  been  very  well  pleased 
with  hysterectomy  in  cases  of  prolapsus  uteri.  He  could  not  agree 
with  the  essayist  that  a  hysterectomy  should  be  performed  in  a 
child-bearing  woman.  But  he  saw  no  reason  why  the  uterus 
should  not  be  taken  out  when  it  was  prolapsed,  and  particularly 
when  there  was  a  lacerated  cervix  and  a  suspicious  ulceration 
about  it,  with  probably  a  combination  of  tuboovarian  mischief. 
There  should  be  no  mortality  in  any  case  of  uncomplicated  vaginal 
hysterectomy.  He  had  done  five  vaginal  hysterectomies  within  a 
comparatively  short  time  for  this  condition,  and  the  patients  got 
up  on  the  tenth  day  and  left  the  hospital  inside  of  three  weeks. 
He  would  not  encourage  hysterectomy  in  a  child-bearing  woman. 

With  regard  to  curing  extreme  cases  of  procidentia,  no  matter 
how  good  the  plastic  work  was  on  the  perineum  and  anterior  wall, 
one  must  open  the  peritoneum  in  these  bad  cases,  because  he  had 
to  pick  up,  if  possible,  the  ends  of  the  broad  ligament  and  engage 
them  in  the  anterior  incision,  in  order  to  hold  up  the  prolapse  of 
the  bladder  and  the  descending  rectum.  If  the  uterus  was  out  it 
.should  be  brought  up  as  a  pump  handle  in  that  way  by  a  rectopexy 
:as  well  as  bladder  elevation  at  the  same  time.  He  did  not  believe 
that  simply  restoring  a  descended  ballooned  vagina,  and  doing  an 
Alexander  operation,  would  cure  cases  of  extreme  procidentia. 

Dr.  Hugo  O.  Pantzer  of  Indianapolis,  Indiana,  said  there  was 
one  class  of  cases  that  should  have  an  additional  structure  attended 
to.  It  was  that  class  in  which  the  retrouterine  ligaments,  or  they 
had  better  be  called  muscles,  had  been  lacerated,  and  as  a  conse- 
quence there  was  a  prolapsus,  not  only  of  the  uterus,  but  of  part 
of  the  rectum,  and  in  many  of  these,  where  attention  was  given 
to  the  regular  evacuation  of  the  rectum,  it  would  be  found  that 
the  symptoms  would  be  very  much  lessened,  so  that  in  addition  to 
the  procedures  advocated  the  retrouterine  muscles,  when  lacerated, 
should  be  attended  to. 

Dr.  Ernst  Jonas  of  St.  Louis,  Mo.,  agreed  with  the  essayist 
that  in  the  moderate  cases  of  procidentia  a  combination  of  anterior 
colporrhaphv  with  the  Alexander-Adams  operation  or  other 
method  of  shortening  the  round  ligaments  would  be  sufficient  to 
cure  the  condition.  In  the  more  advanced  cases,  however,  this 
combined  operation  would  not  suffice  to  relieve  the  patients  of 
their  condition.  In  the  advanced  cases  some  operators  formerly 
removed  the  uterus,  but  lately  the  speaker  had  always  combined 
a  very  high  perineorrhaphy,  which  was  always  essential  in  these 
cases,  with  the  removal  of  the  uterus  for  this  condition.  But 
still  later  he  had  civen  up  this  operation,  although  he  had  been 
fairly  satisfied  with  the  results  following  the  operation  which  had 
been  devised  by  Wertheim,  that  is,  after  having  done  anterior  col- 
porrhaphv, to  open  the  peritoneum,  get  out  the  uterus,  and  put 
it  underneath  the  anterior  vaginal  wall.  In  this  way  the  women 
were  relieved  of  the  fear  of  having  no  uterus.     In  the  child- 
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bearing  period  this  operation  must  be  combined  with  ligation  and 
resection  of  the  tubes,  but  after  the  child-bearing  period  this  con- 
dition was  unnecessary.  He  thought  that  this  operation  gave  the 
best  results  for  total  procidentia  of  the  uterus. 

Dr.  O.  H.  Elbrecht  of  St.  Louis,  Mo.,  said  that  up  to  about 
the  time  Dr.  Hayd  described  and  advocated  his  operation  he  had 
seen  a  number  of  cases  of  procidentia ;  he  would  cite  one  that  was 
convincing  enough  to  show  the  difference  between  the  two  types 
of  operation.  A  woman,  twenty-three  years  of  age,  came  to  him 
with  complete  procidentia,  with  ulceration  of  the  cervix  on  both 
sides.  He  did  a  plastic  operation  from  below,  anterior  colpor- 
rhaphy,  a  plastic  operation  on  the  cervix,  and  later  a  ventrofixa- 
tion. A  year  later  she  was  confined  and  he  repaired  a  laceration 
of  the  perineum.  A  year  later  she  was  confined  without  any 
trouble,  and  there  was  not  a  recurrence  of  the  laceration.  It  fell 
to  her  lot  to  support  four  children,  and  in  so  doing  she  had  to 
work  hard.  This  broup-ht  on  a  slight  recurrence  of  the  old 
trouble,  and  she  returned  to  him  wanting  to  know  what  could  be 
done.  In  the  meantime  he  had  been  doing  the  Freund-Wertheim 
operation,  which  he  regarded  as  one  of  the  best  operations  for  the 
relief  of  these  conditions,  but  he  had  not  had  time  to  observe  the 
results.  He  had  operated  on  twenty-five  or  thirty  cases  by  this 
method,  and  was  having  the  patients  come  back  at  different  times 
to  see  whether  there  was  any  recurrence  of  the  old  trouble  or  how 
they  were  feeling.  He  did  this  same  operation  on  this  woman 
upon  whom  he  had  operated  three  years  before  with  the  combined 
operation.  She  came  back  to  him  a  week  or  so  after  she  left  the 
hospital,  and  informed  him  she  was  working  harder  than  she 
thought  she  should.  She  likewise  wrote  him  a  letter  a  week  or 
two  ago.  telling  him  of  the  large  amount  of  work  she  was  doing, 
and  said_  that  she  thoroughly  approved  of  this  operation  as  com- 
pared with  the  old  one. 

Dr.  Rufus  B.  Hall  of  Cincinnati,  Ohio,  thought  the  essayist's 
conclusions  were  correct  as  to  the  manner  in  which  these  cases 
should  be  treated,  excepting  those  with  extreme  degrees  of  proci- 
dentia. He  disagreed,  however,  in  one  particular  with  the  essay- 
ist. The  extreme  cases  seen  three  or  four,  or  ten  years  after  the 
menopause,  where  the  uterus  was  outside  of  the  body  and  had 
been  for  years,  would  go  on  until  there  was  marked  ulceration 
of  the  cervix.  He  believed  the  best  results  could  be  obtained  in 
these  by  dividing  the  operation  into  two  stages.  Of  course,  many 
operators  would  object  to  this,  because  it  meant  unnecessary  time 
for  the  patient,  but  no  loss  of  time  in  these  conditions  was  to  be 
regarded  if  it  brought  end  results.  He  believed,  therefore,  we 
could  get  the  very'  best  results  by  first  doing  a  complete  extirpa- 
tion of  the  uterus  through  the  vagina.  These  patients  were 
usually  heavy,  fat  women,  weighing  anywhere  from  i^o  to  200 
pounds.  They  were  usually  old  women,  and  opening  the  abdomen 
was  not  so  easy  as  doing  a  vaginal  hysterectomv.  In  cases  in 
which  there  was  considerable  relaxation  there  was  no  difficulty  in 


630     pfaff: phlebitis  following  abdominal  operations. 

getting  the  uterus  out,  and  there  should  be  very  little  or  no  mor- 
tality from  the  operation.  Sometimes  one  might  get  a  death  from 
the  anesthetic,  but  rarely. 

Dr.  Keefe,  in  closing  the  discussion,  said  with  reference  to 
plastic  operations  that  he  believed  in  them  or  he  would  not  have 
done  them  on  this  series  of  cases ;  but  he  thought  too  much  stress 
was  laid  on  them,  and  there  were  two  instances  in  his  early  work 
of  failures  from  plastic  operations,  but  after  adding  the  Alexander 
operation  to  the  plastic  he  had  success.  This  convinced  him  that 
there  was  something  to  the  Alexander  operation. 

With  reference  to  the  sacrouterine  ligaments,  if  it  was  possible 
to  shorten  these  ligaments  readily,  it  would  be  the  thing  to  do, 
but  without  doing  a  laparotomy  he  thought  it  was  difficult  to 
shorten  the  sacrouterine  ligaments.  And,  with  reference  to 
hysterectomy,  he  had  done  vaginal  hysterectomy  for  prolapsus, 
but  thought  it  should  only  be  done  in  rare  instances.  There  were 
cases  so  extreme  that  vaginal  hysterectomy  was  the  proper  opera- 
tion to  do,  and  he  thought  that  shortening  the  round  ligaments 
was  an  excellent  method  in  vaginal  hvsterectomv  in  these  cases. 
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ORANGE  G.  PFAFF,  A.M.,  M.D., 
Indianapolis,  Ind. 


The  occurrence  of  so  distressing  and  unlooked  for  a  complication 
as  thrombophlebitis  toward  the  last  days  of  an  otherwise  gratify- 
ing and  cheerful  convalescence  following  a  serious  surgical  opera- 
tion is  to  the  surgeon  not  unlike  encountering  the  skeleton  at  a 
feast,  and  his  feeling  of  chagrin  is  not  devoid  of  a  certain  element 
of  humiliation.  It  is  one  thing  that  he  has  scarcely  considered  in 
making  the  prognosis,  and  to  the  patient  it  is  as  a  bolt  from  the 
clear  sky.  The  suffering  which  accompanies  it,  and  the  entailed 
disappointment  of  being  consigned  to  the  bed  for  six  weeks 
longer,  seldom  fails  to  arouse  a  feeling  of  rebelliousness  on  the 
part  of  the  patient,  and  one  akin  to  exasperation  on  the  surgeon's 
part. 

The  estimate  of  Cordier  as  to  the  frequency  of  this  very  un- 
pleasant complication  is  no  doubt  near  the  truth,  as  many  surgeons 
of  whom  I  made  inquiry  gave  calculations  which  strike  about  the 
same  average — that  is.  that  in  abdominal  operations  the  occur- 
rence of  post-operative  phlebitis  is  noted  in  about  2  per  cent.     I 

'Read  at  the  twentieth  annual  meeting  of  the  American  Association 
of  Obstetricians  and  Gynecologists,  held  at  Detroit.  September  17-19.  1907. 
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believe  this  to  be  expressive  of  a  fairly  conservative  judgment,  as 
no  doubt  many  cases  of  a  mild  type  are  entirely  overlooked,  and 
then  there  is  a  class  of  cases  which  may  properly  be  considered  as 
of  the  same  pathology,  but  which  are  not  so  readily  demonstrated. 
I  refer  to  those  cases  which,  at  the  end  of  ten  days  or  two  weeks, 
begin  to  suffer  more  or  less  severely  with  intrapelvic  pain,  and 
about  which  no  information  is  yielded  to  the  examining  touch, 
and  which  is  generally  termed  "irritable  stump,"  or  a  little  later 
"adhesions,"  and  the  like,  the  individual  being  urged  to  be  patient 
and  to  wait -awhile,  in  the  meantime  tolerating  massage  and  hot 
vaginal  douches.  After  some  weeks  the  symptoms  disappear, 
and.  while  some  uncertainty  as  to  the  pathology  remains,  it  seems 
plausible  to  regard  them  as  of  phlebitic  origin. 

If  such  an  untoward  occurrence  is  to  be  met  with  in  anything 
like  the  2  per  cent,  which  is  pretty  generally  admitted,  the  subject 
certainly  merits  the  serious  consideration  which  it  has  of  late  been 
receiving.  If  the  etiological  factors  once  come  clearly  within  our 
grasp,  something  practical  in  the  way  of  prophylaxis  may  even- 
tually be  formulated,  in  which  direction  already  much  has  been 
done  that  is  encouraging.  It  is  but  a  few  years  since  any  sort  of 
inflammation  or  elevation  of  temperature  following  a  surgical 
operation  was  fully  accounted  for  in  the  mind  of  the  conscientious 
surgeon  by  the  one  word  "infection ;"  but  to-day  we  know  the 
matter  is  not  so  simple,  and  in  many  instances  it  is  difficult  to 
ascribe  anv  influence  in  the  production  of  phlebitis  to  infection ; 
at  least  the  bacterial  invasion  is  in  most  cases  only  operative  in  con- 
junction with  peculiarly  inviting  conditions  of  the  blood. 

The  many  conditions  which  are  known  to  cause  phlebitis  inde- 
pendently of  surgery  have  a  direct  bearing  in  this  consideration 
when,  as  frequently  happens,  operations  are  performed  on  individ- 
uals who  are  the  subjects  of  such  disorders  ;  for  instance,  phle- 
bitis of  syphilitic  or  rheumatic  origin  may  develop  during  the 
convalescence  from  an  operation  with  which  there  is  no  etiological 
connection  whatever.  Many  cases  of  appendicitis  which  have 
been  neglected  develop  phlebitis,  and  notably  pyephlebitis  with 
liver  abscesses,  are  finally  operated  on,  and  the  dire  results  are 
charged  against  the  surgeon. 

An  individual  may  be  the  victim  of  a  septic  thrombosis,  the 
result  of  procrastination,  ready  to  become  detached  on  the  slightest 
disturbance  of  the  affected  parts,  and  carried  into  the  portal  cir- 
culation.    The  much  needed  operation  is  performed,  the   septic 
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charge  is  fired  into  the  liver  with  disastrous  results,  and  the  luck- 
less surgeon  is  again  charged  with  little  less  than  crime.  We  will 
all  agree  with  Gerster  that  in  such  cases  a  thorough  post-mortem 
examination  is  due  the  operator. 

Phlebitis  is  sometimes  the  result,  and  in  other  instances  the 
cause  of  thrombosis — the  original  clot  depending  upon  either  a 
change  in  the  blood  itself,  or  upon  some  damage  inflicted  upon 
the  vein  wall,  whether  from  inflammation  or  traumatism.  Going 
back  to  Hunter,  we  are  reminded  that  "the  fluid  state  of  the  blood 
is  connected  with  the  living  vessels,  which  is  the  natural  situation, 
and  with  motion,"  and  that  when  not  circulating  it  is  not  subject 
to  the  same  laws  that  govern  the  circulating  blood.  Slowing  of  the 
blood  current,  however,  is  not  in  itself  sufficient  to  cause  throm- 
bosis, as  Baumgarten  has  shown  that  healthy  blood  will  fail  to 
coagulate  after  many  weeks,  though  shut  off  from  circulation 
when  confined  between  two  carefully  applied  ligatures.  We  must 
evidently  have  some  further  departure  from  the  normal  conditions 
than  mere  slowing  of  the  current  in  order  to  produce  thrombosis. 

An  increased  tendency  to  coagulation  is  noted  in  many  debili- 
tating diseases,  such  as  tuberculosis,  and  following  typhoid  fever. 
There  are  also  other  circumstances  not  thoroughly  understood 
that  are  the  cause  of  blood  changes  which  greatly  increase  the 
tendency  to  coagulation.  Traumatism,  damage  of  any  sort,  may 
be  the  determining  factor  in  producing  thrombosis ;  incisions,  con- 
tusions, burns,  suppuration  of  adjacent  structures  which  thereby 
interfere  with  the  integrity  of  the  vein  wall  are  all  to  be  regarded 
as  etiological  factors. 

Phlebitis,  the  result  of  infection,  may  undoubtedly  exist  without 
the  formation  of  a  thrombus,  and  conversely  a  sterile  clot  may  be 
formed  in  a  vein  and  give  rise  to  no  inflammation  whatever.  But, 
if  changes  have  occurred  in  the  blood  favorable  to  the  production 
of  thrombosis,  the  inflamed  vein  wall  will  prove  to  be  the  deter- 
mining cause  of  coagulation.  And  again,  if  a  thrombus  from 
any  source,  whether  traumatism  or  disease,  be  in  any  degree  in- 
fectious, a  true  phlebitis  is  sure  to  follow.  Normal  blood  may 
tolerate  a  given  amount  of  bacterial  invasion  without  a  resulting 
thrombus.  It  remains  to  be  determined  just  what  changes  are 
involved  which  result  in  that  state  of  the  blood  which  is  so  prone 
to  develop  thrombosis  when  acted  upon  by  the  necessary  trauma 
or  the  infection. 

Wright  of  London  has  demonstrated  that  in  the  acute  stage  of 
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typhoid  fever  the  coagulability  of  the  blood  is  decreased — twenty 
minutes  being  required  to  produce  the  clot — while  during  con- 
valescence the  coagulability  is  greatly  increased,  the  clot  forming 
in  Afl/z  minutes.  He  also  states  that  the  blood  of  convalescent 
typhoid  patients  contains  twice  the  normal  amount  of  lime  salts, 
and  he  points  out  that  this  is  to  be  noted  as  the  condition  of  the 
blood  after  a  prolonged  restricted  diet,  chiefly  of  cow's  milk,  which 
is  more  potent  to  produce  this  condition  than  is  lime  water.  The 
suggestion  is  made  (based  upon  several  experiments)  that  the 
administration  of  citric  acid  as  a  decalcifying  agent  would,  with 
some  degree  of  certainty,  reduce  the  coagulability  of  the  blood  in 
such  cases.  Thirty-six  grains  three  times  a  day  brought  the 
lime  salts  below  the  normal  and  proportionately  reduced  the  coag- 
ulability of  the  blood.  If  the  fibrin  ferment  be  shown 
to  possess  its  dangerous  efficiency  only  in  the  presence  of  an 
overcharge  of  lime  salts,  a  step  in  advance  will  have  been  made. 

Why  the  trouble  occurs  in  the  vast  majority  of  cases  on  the  left 
side  is  a  question  which  is  still  not  satisfactorily  answered.  In  the 
case  of  the  ovaries  we  account  for  the  preponderance  of  left-sided 
disease  on  account  of  the  proximity  of  the  rectum.  And  some 
attribute  as  a  cause  of  the  frequency  of  left-sided  affections  in 
general  the  supposed  lesser  resistance  of  that  side  to  the  inroads  of 
disease,  believing  that  the  greater  resistance  of  the  right  side  is  a 
shield  of  safety.  This  theory,  however,  falls  to  the  ground  at  least 
in  arterial  thrombosis,  which  occurs  under  a  variety  of  circum- 
stances, and  with  no  predilection  whatever  for  either  side,  the 
cases  being  of  about  equal  occurrence  in  the  two  sides.  The  most 
plausible  reason  for  the  occurrence  of  the  trouble  so  generally  on 
the  left  side  is  to  be  found  in  the  anatomical  relationship  of  the 
pelvic  vessels,  the  left  common  iliac  vein  passing  beneath  the  right 
iliac  artery,  and  apparently  receiving  pressure  from  this  source. 
The  prolonged  recumbent  posture,  with  slowing  of  the  blood 
current,  no  doubt  has  much  to  do  with  the  production  of  throm- 
bosis, and  there  is  considerable  room  to  believe  that  much  may  be 
gained  by  allowing  the  patients  to  get  out  of  bed  earlier  than  has 
heretofore  been  the  general  custom.  Dr.  W.  J.  Mayo  tells  me  that 
formerly  phlebitis  followed  his  abdominal  operations  in  about  2 
per  cent,  of  the  cases,  but  that  since  getting  patients  up  and  about 
by  the  end  of  the  first  week  they  have  observed  a  reduction  in  the 
percentage  to  about  one-fourth  of  1  per  cent. 

In  conclusion,  it  seems  to  me  that  we  are  justified  in  accept- 
ing as  facts : 
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First. — Many  of  these  cases  are  simply  extensive  aseptic  blood 
clots,  without  any  true  inflammation. 

Second. — An  abnormal  plasticity  of  the  blood  must  be  present 
in  order  that  thrombosis  may  be  the  result  of  surgical  traumatism. 

Third. — The  clot  generally  receives  a  mild  form  of  infection 
introduced  into  the  wound  at  the  time  of  the  operation,  and  in 
turn  an  invasion  of  the  vein  wall  results. 

Fourth. — As  stagnation  is  such  an  important  element  in  the 
etiology,  getting  our  patients  up  earlier  will  undoubtedly  reduce 
the  liability  to  thrombosis. 

Fifth. — As  an  abnormally  high  degree  of  plasticity  of  the  blood 
is  essential  in  developing  the  disorder,  the  blood  ought  to  be 
tested  by  some  recognized  standard  in  every  case,  and,  if  found  in 
a  dangerous  state,  operation  should  be  postponed  until  medication 
shall  have  brought  it  back  to  a  normal  condition. 

T218  North  Pennsylvania  Street. 

discussion. 

Dr.  Herman  E.  Hayd  of  Buffalo,  in  opening  the  discussion, 
said  there  must  be  great  susceptibility  on  the  part  of  some  women 
or  men  to  phlebitis  following  operation,  or  it  would  not  be  so 
common  after  the  most  trivial  undertaking.  One  of  his  patients, 
a  woman,  was  in  bed  now  with  a  postoperative  phlebitis,  he  having 
operated  on  her  four  weeks  ago  for  a  simple  recurrent  attack  of 
appendicitis.  The  wound  healed  kindly,  without  any  evidence  of 
irritation  or  pus.  The  woman  was  also  married  and  sterile,  but 
was  anxious  to  have  a  child.  He  examined  the  ovaries  and  tubes 
and  found  they  were  healthy.  He  dilated  the  cervix  and  put  in  an 
intrauterine  stem.  The  vaginal  work  was  done  with  just  as  much 
care  as  the  work  from  above.  The  stem  was  thoroughly  boiled. 
There  was  no  possibility  of  infection  having  occurred  in  this  case 
— at  least,  it  was  not  evident  to  him.  He  did  a  curettage  before 
he  performed  the  appendix  operation,  so  that  his  hands  were 
perfectly  sterile  for  both  operations.  He  used  gloves  for  the 
vaginal  work,  and  the  same  pair  of  gloves  for  the  abdominal.  The 
woman  left  the  hospital  in  two  weeks,  walked  upstairs  to  her 
apartment,  and  the  next  day  complained  of  pain  in  the  calf  of  the 
leg.  He  was  immediately  suspicious  of  phlebitis.  A  coir, 
days  later  the  left  thigh  was  two  and  a  half  inches  larger  than 
the  right.  He  thought  the  phlebitis  came  from  the  vaginal  work 
and  not  from  the  appendiceal  operation.  It  was  possible,  however, 
that  it  might  have  come  fn  mi  the  other.  He  cited  the  case  to  show 
that  after  such  a  trivial  undertaking  as  a  curettage  and  the  intro- 
duction of  a  stem,  under  the  most  careful  precautions,  phlebitis 
had  resulted,  and  probably  this  woman  would  have  to  remain  in 
bed  five  or  six.  or  eififht  weeks. 
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Dr.  Joseph  Price  of  Philadelphia  said  that  whenever  much 
"acrobatic  surgery"  was  done,  postoperative  phlebitis  would 
occur.  He  had  noticed  that  in  certain  institutions,  where  a  great 
deal  of  prominence  was  given  to  binders,  crutches,  and  the  use  of 
retractors,  there  was  a  large  number  of  cases  of  postoperative 
phlebitis.  He  mentioned  one  institution  where  retractors  and 
other  instruments  were  used  freely,  in  which  there  were  48  cases 
of  phlebitis,  25  of  ileus,  and  18  of  ether  pneumonia.  He  had  not 
had  a  case  of  phlebitis  for  five  or  ten  years.  Really,  he  hardly 
knew  what  it  was,  and  it  pained  him  to  hear  men  talking  about 
the  early  rising  or  getting  up  of  patients,  which  was  so  commonly 
practiced.  He  regarded  this  early  getting  up  as  a  variety  of  crim- 
inal assault  on  patients.  Phlebitis  was  common  in  some  hospitals, 
but  very  rare  in  others. 

Dr.  Robert  T.  Morris  of  New  York  said  that  he  had  had  two 
instances  of  left-sided  phlebitis  after  operation  on  the  appendix. 
It  was  difficult  to  explain  the  occurrence  of  left-sided  phlebitis  in 
these  two  cases. 

Dr.  James  F.  Baldwin  of  Columbus  asked  if  the  members  had 
not  seen  phlebitis  occur  in  cases  in  which  no  operation  had  been 
made  for  appendicitis. 

Dr.  Morris  replied  that  he  had  seen  it  in  cases  without  infec- 
tion. In  the  two  cases  mentioned  there  was  no  infection  appar- 
ently.   They  were  interval  cases. 

Dr.  Baldwin  said  that  some  years  ago  he  was  called  to  see  a 
case  of  appendicitis  in  consultation  in  a  young  boy.  In  this  case 
the  phlebitis  was  on  the  left  side  and  ran  its  usual  course.  The 
trouble  about  the  appendix  had  subsided. 

Dr.  John  W.  Keefe  of  Providence,  R.  I.,  said  that  very  little 
was  known  as  to  the  cause  of  phlebitis  following  operations.  He 
cited  an  instance  of  hernia  in  a  woman  for  whom  he  did  a  Bassini 
operation.  The  operation  was  clean ;  it  was  done  in  fifteen  min- 
utes, but  a  left-sided  phlebitis  occurred,  and  within  two  weeks  a 
right-sided  phlebitis  followed.  At  no  time  was  there  any  suppura- 
tion or  redness  about  the  hernial  wound. 

Dr.  Edward  J.  Ill  of  Newark,  N.  J.,  said  he  wished  to  make 
a  confession.  For  a  number  of  years  he  had  had  no  cases  of 
postoperative  phlebitis,  and  then  there  were  eight  that  came  in 
succession  in  one  winter.  These  cases  were  operated  on  in  differ- 
ent hospitals  and  in  private  practice.  Not  one  of  his  assistants 
had  had  a  single  case  of  phlebitis  following  operation.  He  took 
it  upon  himself  to  investigate  the  cause  of  it.  He  thought  he 
operated  cleanly  and  more  quickly  than  any  of  his  assistants,  and 
still  there  was  postoperative  phlebitis.  He  believed  it  was  a  septic 
condition,  for  he  had  seen  it  follow  five  weeks  after  a  simple 
appendectomy.  What  the  nature  of  it  was  he  hoped  to  learn  some 
time,  but  at  present  he  did  not  know.  It  might  be  that  it  was 
the  peculiar  condition  of  the  blood  which  had  been  referred  to 
by  the  essayist  which  was  going  to  help  us  out.  However,  he 
thought  that  surgeons  had  better  look  to  themselves. 
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Dr.  Hugo  O.  Pantzer  of  Indianapolis,  commended  the  paper 
for  its  clear  and  convincing  arguments.  He  took  exception  to  the 
early  rising  of  patients  after  an  infectious  disease.  Most  cases 
of  phlebitis  were  certainly  aggravated  as  soon  as  patients  got  up, 
as  in  some  the  phlebitis  did  not  develop  until  they  began  to  sit  up. 

Dr.  Pfaff,  in  closing  the  discussion,  said  he  was  a  little  sur- 
prised to  hear  that  Dr.  Price  had  not  had  a  case  of  phlebitis  in 
ten  years.  This  made  it  incumbent  upon  the  rest  of  surgeons 
to  obtain  approximately  the  same  result,  or  it  would  be  their  own 
fault.  He  thought  certain  factors  in  the  etiology  were  going  to- 
be  cleared  up,  as  Wright  was  too  good  a  man  for  practitioners  to 
consider  lightly  any  statements  he  might  make.  Traumatism  was 
inevitable  in  all  cases.  Sepsis  was  also  inevitable,  and  yet  it  was 
not  always  the  septic  cases  that  gave  us  phlebitis.  It  was  the 
simple,  easy  cases,  as  for  instance  where  a  surgeon  had  done  a 
fifteen-minute  abdominal  section,  had  inflicted  no  traumatism,  and 
yet  phlebitis  followed. 


FORMATION  OF  AX  ARTIFICIAL  VAGINA  BY  INTES- 
TINAL TRANSPLANTATION.1 


BY 

JAMES  F.  BALDWIN.  M.D  . 
Columbus,  Ohio. 


(With  two  illustrations.) 


In  the  Annals  of  Surgery,  September,  1904,  I  described  a 
method  which  I  had  devised  for  the  formation  of  an  artificial 
vagina  in  cases  of  congenital  or  acquired  absence  of  that  organ. 
The  case  which  then  I  had  on  hand  was  that  of  a  young  married 
woman  who,  as  the  result  of  sloughing  in  connection  with  her 
first  confinement,  had  suffered  complete  destruction  of  the  entire 
vaginal  canal.  She  refused  to  have  the  operation  which  I  sug- 
gested performed  and  passed  from  observation ;  but  as  the  method 
which  I  had  worked  out  was  new,  and  seemed  to  me  entirely 
feasible,  I  published  it  as  mentioned. 

Many  surgeons  have  tried  to  construct  a  new  vagina  under 
conditions  such  as  I  have  suggested,  but  all  of  them  have  at- 
tempted to  make  it  by  lining  the  canal  which  they  had  made 
between  the  bladder  and  rectum  with  flaps  of  skin  taken  from  the 
inside  of  the  thighs,  or  from  the  neighborhood  of  the  vulva.     In 
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all  the  cases  which  have  been  reported  there  has  been  practically 
complete  failure,  owing  to>  the  contraction  of  the  artificial  canal. 
I  need  not  go  into  a  discussion  of  these  methods,  which  are 
familiar  to  all. 

The  method  which  I  suggested  was  designed  to  utilize  for  the 
lining  of  the  new  vagina  the  sigmoid  flexure  of  the  colon,  or  a 
loop  from  the  lower  end  of  the  ileum.  The  abdomen  was  to  be 
opened  and  the  sigmoid,  or  loop  of  ileum,  seized  near  its  center 
by  forceps  introduced  from  below  through  the  new  canal  and 
drawn  down  to  the  perineum.  The  piece  of  bowel  thus  drawn 
down  was  next  to  be  detached,  with  the  usual  precautions,  by  a 
transverse  incision  through  the  gut,  but  without  injuring  the  ves- 
sels in  the  mesentery,  the  continuity  of  the  bowel  being  at  once 
restored  by  anastomosis.  One  end  of  the  detached  loop  would 
then  be  inverted  and  closed  by  a  continuous  suture,  not  pene- 
trating the  mucous  membrane.  By  pulling  up  the  fundus  of  the 
uterus  until  the  cervix  was  exposed  in  Douglas's  cul-de-sac  (or, 
if  the  cervix  were  absent,  the  opening  into  the  uterus  found),  the 
other  end  of  the  bowel  would,  be  attached  around  the  cervix  by 
interrupted  sutures,  so  as  to  form  a  canal  for  the  uterine  dis- 
charges. The  abdomen  would  then  be  closed  in  the  usual  way, 
with,  if  desirable,  a  drainage  wick  introduced  from  above  down- 
ward through  the  new  canal  and  just  below  the  loop  of  intestine. 
Finally,  the  patient  being  placed  in  the  lithotomy  position,  the  loop 
of  bowel  still  held  by  forceps  would  be  opened,  the  bowel  cleansed 
as  necessary,  each  limb  of  the  loop  packed  with  iodoform  gauze, 
and  the  edges  of  the  opening  in  the  bowel  attached  to  the  sur- 
rounding skin. 

At  the  completion  of  the  operation  a  double  vagina  would  be 
formed,  each  canal  being  approximately  of  the  size  of  the  bowel 
selected,  and  with  the  nutrition  positively  provided  for  by  the  in- 
tegrity of  the  mesentery.  The  gauze  would  be  removed  and  re- 
placed from  time  to  time  as  necessary,  and  at  the  end  of  ten  days 
or  two  weeks  the  septum  between  the  vaginas  could  be  easily 
removed  by  clamp  pressure.  Such  a  vagina  would  be  of  ample 
size,  would  be  lined  with  normal  mucous  membrane,  would  not 
materially  contract,  and  would  serve  every  purpose  save  that  of 
childbirth,  and  it  would  hardly  be  prudent,  perhaps,  to  absolutely 
•deny  the  possibility  of  a  birth  through  such  a  canal,  considering 
the  ample  capacity  of  the  colon  under  certain  circumstances. 

With  this  proposed  operation  in  mind.  I  took  pains  in  a  large 
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number  of  abdominal  sections,  to  note  the  available  amount  of 
slack  which  could  be  found  in  the  mesocolon  of  the  sigmoid  and 
the  mesentery  of  the  ileum.  I  always  found  that  the  slack  was 
ample  for  the  purpose  suggested,  and  in  one  instance  I  was  able 
to  carry  out  this  procedure  on  the  body  of  an  adult  male  a  few 
moments  after  his  death,  and  while  the  parts  were  still  in  practi- 
cally a  living  condition.  In  this  instance  I  found  in  both  the  colon 
and  the  ileum  amply  slack  to  be  used  for  the  purpose  named. 

I  carried  out  this  procedure  March  22,  1907,  in  all  its  details 
on  a  patient  aged  38,  who  some  eight  months  before  had  been 
delivered  by  forceps  of  her  fir=t  child.  Following  the  delivery 
there  had  been  complete  sloughing  of  all  the  vaginal  tissues.  All 
that  was  left  was  a  sinus  so  small  and  so  tortuous  that  it  could 
not  be  followed  by  the  finest  probe.     The  patient  was  menstru- 


Fig.  1.     a,  6,  Sigmoid;   c,  d,  points  for  section. 


ating  with  fair  regularity,  but  the  function  was  performed  with 
great  pain  owing  to  the  difficulty  of  extruding  the  blood  through 
this  tortuous  canal.  She  was  in  fairly  good  flesh,  so  that  any 
abdominal  operation  would  be  attended  with  more  than  the  aver- 
age technical  difficulties. 

The  operation  was  made  in  the  presence  of  Dr.  M.  Jones  of 
Oakhill  and  Dr.  Wardlow  of  Columbus.  In  making  the  new 
vagina  the  parts  were  separated  with  a  good  deal  of  difficulty 
owing  to  the  amount  of  cicatricial  tissue  present,  and  the  rectum 
was  accidentally  wounded.  The  wound  was  closed  at  once  with 
fine  catgut,  and  gave  no  further  trouble  in  the  progress  of  the 
case.  The  details  of  the  operation  were  carried  out,  as  had  been 
previously  planned.  On  opening  the  abdomen  some  pelvic  ad- 
hesions were  found,  which  had  to  be  separated.     The  uterus  \\v.- 
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found  in  a  normal  condition,  but  a  double  hematosalpinx  was 
present.  On  the  left  side  the  ovary  was  somewhat  enlarged  and 
intimately  connected  with  the  corresponding  tube.  This  ovary, 
therefore,  and  both  tubes  were  removed.  The  cul-de-sac  was  then 
opened,  but  absolutely  no  portion  of  the  vagina  was  present.  The 
artificial  passage  which  had  previously  been  made  was  therefore 
enlarged  and  extended  freely.  A  loop  of  small  intestine  (the  lower 
end  of  the  ileum,  as  this  seemed  to  have  the  greater  freedom  of 
motion)  was  then  seized  with  forceps,  introduced  through  the 
vagina,  and  having  been  detached  from  the  rest  of  the  bowel  was 
drawn  down  into  the  new  canal,  the  continuity  of  the  intestine 
being  restored  by  means  of  a  Murphy  button.  As  the  uterus  was 
rather  fixed  in  position  so  that  it  would  be  quite  difficult  to  attach 
the  cervix  to  the  bowel  in  making  the  new  vagina,  and  as  the 
uterus  would  have  no  function  further  than  the  carrying  on  of 


Fig.  2.     a,  b,  Sigmoid  drawn  into  new  vagina:  c,  d,  anastomosis;  e,  attach- 
ment of  one  end  to  cervix;   f,  closed  end. 


menstruation,  it  was  removed  in  the  usual  way,  leaving  the  right 
ovary.  The  peritoneum  was  drawn  over  the  floor  of  the  pelvis  so 
as  to  leave  this  intact. 

Healing  of  the  abdominal  incision  took  place  by  first  intention, 
and  the  tissues  in  the  perineum  united  with  equal  promptness, 
except  at  the  point  where  a  drainage  wick  had  been  passed  from 
above  down.  This  healed  as  soon  as  the  drainage  wick  was  re- 
moved. The  entire  series  of  operations  required  two  hours,  but 
in  a  patient  with  thinner  abdominal  walls,  and  with  the  experi- 
ence gained  from  this  case,  the  time  could  be  very  materially 
reduced. 

May    1    the   septum   between   the  two   vaginas   was   cut   v\  ith 
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scissors,  light  packing  introduced,  and  the  patient  returned  to 
her  home  May  4  in  excellent  condition.  The  Murphy  button 
passed  on  the  tenth  day  after  her  operation.  August  18  the 
patient  consulted  me  and  was  feeling  perfectly  well.  All  her 
pelvic  symptoms  had  subsided,  and  her  only  complaint  was  that 
occasionally  her  bowels  were  a  little  loose  and  that  there  was  at 
times  a  little  difficulty  in  holding  her  urine.  This  difficulty  she 
had  had  before  her  operation,  so  that  the  operation  itself  was  not 
in  any  way  responsible  for  it.  Her  power  of  retention  was  in- 
creasing, and  will  doubtless  ultimately  be  entirely  recovered. 
Vaginal  examination  showed  everything  in  fine  shape.  At  the 
extreme  upper  end  of  the  vagina  I  could  make  out  a  septum,  the 
remains  of  the  original  septum  formed  by  the  two  intestinal  walls. 
The  new  vagina  seemed  to  be  absolutely  normal  in  every  way,  so 
that  I  think  no  one  in  making  a  vaginal  examination  would  have 
suspected  any  abnormality.  The  vagina  was  capacious  in  every 
particular,  and  showed  no  evidence  of  any  cicatricial  contraction. 

With  this  lapse  of  time,  therefore,  since  the  operation,  and  with 
the  excellent  local  conditions  which  are  present,  I  believe  the 
operation  in  this  instance  may  be  accepted  as  having  been  en- 
tirely successful.  The  operation  is  not  one  which  should  be  under- 
taken by  a  tyro  in  abdominal  surgery,  since  the  operator  should 
understand  thoroughly  what  the  different  steps  of  the  operation 
are,  and  how  to  carry  out  promptly  and  accurately  the  proper 
technique.  The  experienced  surgeon,  however,  should  have  no 
special  difficulty  in  carrying  it  out  in  all  its  details,  and  with  no 
more  risk  than  that  attending  any  other  abdominal  operation  of 
average  difficulty. 

DISCUSSION. 

Dr.  Joseph  Price  of  Philadelphia  said  that  the  method 
described  was  an  ingenious  one  for  such  an  affliction.  However, 
all  surgeons  had  had  experiences  along  that  line.  For  instance, 
surgeons  were  commonly  asked  to  repair  some  horrible  traumatic 
lesion,  such  as  one  received  by  a  patient  falling  astride  an  iron 
fence,  splitting  the  rectovaginal  septum,  and  occasionally  one 
would  find  a  little  girl,  perhaps,  with  these  parts  nothing  more 
than  a  cloaca.  He  cited  such  a  case,  which  had  come  under  his 
observation  recently,  and  on  which  he  had  operated. 
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SOME  OF  THE  CAUSES  OF  PAINFUL  MENSTRUATION 
IN  YOUNG  UNMARRIED  WOMEN.1 


BY 

W.  A.  B.  SELLMAN,  M.D., 
Baltimore,  Md. 


1.  It  is  absolutely  essential  to  consider  the  anatomical  conditions  exist- 
ing in  discussing  this  subject. 

2.  The  cause  of  painful  menstruation  must  be  thoroughly  understood 
before  we  make  any  attempt  to  relieve  the  condition. 

3.  Does  painful  menstruation  persist  to  a  greater  degree  in  those  indi- 
viduals imperfectly  developed  or  do  we  find  it  prevailing  as  frequently  in 
the  athletically  developed  young  women? 

4.  Do  we  find  the  condition  as  frequently  in  the  individuals  occupying 
the  lower  walks  of  life  as  in  those  with  luxurious  surroundings  and  whose 
early  lives  are  spent  in  the  nursery,  schoolrooom,  and  boudoir? 

5.  Does  diversion  and  occupancy  of  the  mind  exert  any  influence  to 
prevent  painful  menstruation? 

6.  What  relation  does  nasal  catarrh  bear  to  these  cases? 

7.  A  congenital  thickened  condition  of  the  endometrium  bears  a  strong 
causal  relation  to  the  existence  of  painful  menstruation. 

8.  Painful  menstruation  is  too  lightly  considered  by  the  family  physician 
and  the  condition  is  not  dealt  with  as  a  pathological  condition. 

The  subject  of  this  paper  is  one  of  great  importance  to  the 
gynecologist,  for  it  is  absolutely  impossible  to  overcome  a  con- 
dition of  dysmenorrhea  until  we  recognize  the  cause  existing  in 
the  individual  cases  presenting  themselves  for  treatment.  Pain 
during  menstruation  is  looked  upon  too  lightly  by  the  family 
physician,  who  considers  that  the  majority  of  unmarried  women 
experience  pain  at  the  time  of  menstruation.  This  class  of  cases 
is  seldom  referred  to  the  specialist  for  the  removal  of  the  cause, 
which  in  most  cases  is  unrecognized  by  the  general  practitioner. 

The  patient  is  told  that  she  must  suffer  until  she  enters  the 
marital  state,  when,  if  she  is  fortunate  enough  to  bear  children, 
she  will  be  relieved.  We  recall  the  occasion  of  reading  a  paper 
upon  the  treatment  and  relief  of  painful  menstruation.  A  mem- 
ber of  the  association,  in  discussing  the  same,  said  "he  always 
suggested  that  the  patient  should  marry,  and  this  he  considered 
the  most  efficient  treatment  which  he  could  advise."  Not  every 
girl  has  met  the  man  with  whom  she  would  be  willing  to  mate, 
and  frequently  these  young  women,  when  married,  remain  sterile 

*Read  at  the  twentieth  annual  meeting  of  the  American  Association 
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because  some  pathological  condition  exists  in  some  portion  of  the 
sexual  organs,  and  finally  they  are  compelled  to  submit  to  opera- 
tive measures  before  they  can  conceive  and  bear  children. 

In  the  first  place,  we  must  understand  the  anatomical  con- 
ditions which  exist  in  healthy  and  normal  females.  We  must 
understand  the  physiology  of  the  process  of  menstruation.  So 
many  theories  have  been  advanced  as  to  what  occurs  at  this  time 
which  have  been  proven  false,  that  it  is  not  surprising  that  we 
are  so  uncertain  in  regard  to  what  does  take  place  at  this  time. 
We  must  first  study  the  female  sexual  apparatus  and  understand 
the  structure  of  the  organs  concerned,  the  amount  and  distribu- 
tion of  the  blood  supply,  the  nerves,  their  origin,  with  a  consid- 
eration of  the  possible  reflexes  that  may  be  transmitted  not  only 
from  distant  portions  of  the  human  frame,  but  also  what  impulses 
and  reflexes  may  be  sent  to  distant  portions  of  the  body.  These 
points  may  be  either  spinal,  encephalonal,  or  abdominal. 

Byron  Robinson  in  his  latest  work  has  most  clearly  outlined 
the  tract  of  the  sympathetic  nerve  and  elucidated  how  sensations 
and  impulses  can  be  transmitted  along  this  tract.  Starting  from 
the  brain,  we  have  the  first  station  along  this  nerve  line  at  the 
Wrisberg  ganglion  controlling  the  action  of  the  heart.  The 
next  station  is  at  the  celiac  ganglion  controlling  the  stomach,  kid- 
neys, and  liver.  Lastly  we  have  the  ganglion  cervicovaginale,  or 
pelvic  brain. 

The  sick  stomach  frequently  existing  during  painful  menstrua- 
tion, the  excessive  action  of  the  kidneys  and  the  liver  disorders 
prevailing  at  this  time  are  explained.  The  headaches  and  the 
pains  in  the  lower  extremities  are  readily  understood.  The  physi- 
ology of  menstruation  is  not  satisfactorily  explained  at  this  time. 
Manx  theories,  as  before  stated,  have  been  advanced,  only  to  be 
proven  false  by  more  recent  investigation.  Westphalia,  Mandl, 
and  Gebhard  claim  that  "at  time  of  menstruation  there  is  a  pas- 
sage of  red  and  white  blood  cells,  whether  by  diapdesis  or  by 
rhexis  is  not  known,  through  the  endometrial  capillaries.  This 
blood  collects  in  the  superficial  part  of  the  endometrium  beneath 
the  surface  epithelium,  through  which  it  finally  passes,  detaching 
the  epithelium  here  and  there  and  carrying  away  small  portions. 
The  amount  of  menstrual  blond  lost  at  a  single  period  is  said  to 
average  four  to  six  ounce  5." 

Compare  this  description  with  that  of  Dalton  (edition  1867), 
"that  the  blood   which   escapes   during  menstruation   is   supplied 
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by  the  .stroma  or  lining  mucous  membrane.  It  is  discharged  by 
a  kind  of  capillary  hemorrhage,  similar  to  that  which  takes  place 
from  the  lungs  in  cases  of  hemoptysis,  only  less  sudden  and  vio- 
lent. The  hemorrhage  comes  from  the  whole  extent  of  the 
mucous  membrane  of  the  body  of  the  uterus."  Landois  (edition 
1889)  states  "that  the  uterine  mucous  membrane  in  its  entirety 
is  the  chief  source  of  the  blood.  The  glands  enlarge  and  the  cells 
undergo  fatty  degeneration  and  likewise  the  tissue  and  the  blood- 
vessels lying  between  the  glands.  This  fatty  degeneration  and 
the  excretion  of  the  degenerated  tissue  occur,  however,  only  in 
the  superficial  layers  of  the  mucosa,  whose  bloodvessels,  when 
torn  across,  yield  the  blood.  The  deeper  layers  remain  intact, 
and  from  them,  after  menstruation  is  over,  the  new  mucous  mem- 
brane is  developed.  The  mucous  membrane  of  the  cervix  remains 
free  from  these  changes." 

Reichert's  theory  is  that  before  an  ovum  is  discharged  there  is 
a  sympathetic  change  in  the  uterine  mucous  membrane,  whereby 
it  becomes  more  vascular,  more  spongy,  and  swollen  up.  The 
mucous  membrane  so  altered  is  spoken  of  as  the  membrana  de- 
cidua  menstrualis,  and  from  its  nature  it  is  in  proper  condition  to 
receive,  retain,  and  nourish  a  fertilized  ovum  which  mav  come 
in  contact  with  it.  If,  however,  the  ovum  be  not  fertilized  and 
escapes  from  the  genital  passages,  then  the  entire  mucous  mem- 
brane degenerates  and  the  blood  is  shed  as  above  described.  Ac- 
cording to  this  view,  the  hemorrhage  from  the  uterine  mucous 
membrane  is  a  sign  of  the  non-occurrence  of  pregnancv.  Pfluger 
considers  that  the  ''constant  growth  of  the  ovarian  cells  and 
the  consequent  swelling  of  the  ovary  subject  the  ovarian  nerve 
fibers,  and  through  them  the  spinal  cord,  to  a  constant  slight  stim- 
ulation. Through  the  summation  of  the  stimuli  within  the  cord 
a  reflex  dilatation  of  the  vessels  in  the  genital  organs  is  produced ; 
the  excessive  blood  supply  leads  in  turn  to  a  tumefaction  of  the 
uterus  and  frequently  to  the  ripening  of  a  Graafian  follicle. 
Bleeding  follows." 

James  Oliver  (London,  Eng.),  in  an  article  published  in  the 
New  York  Medical  Journal,  June,  1907,  endeavors  to  show  that 
menstruation  is  neither  a  manifestation  nor  yet  an  association  of 
any  process  of  denudation  of  the  uterine  mucosa,  and  offers  as 
evidence  what  obtains  in  cases  of  chronic  inversion  of  the  uterus. 
"Under  such  circumstances,  as  is  well  known,  menstruation  may 
continue  to  display  a  periodic  tendency,  although  the  discharge 
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related  thereto  is  invariably  excessive  in  amount  and  usually 
recurs  more  frequently  than  was  its  wont.  Moreover,  during  the 
intermenstrual  period  there  transudes  from  the  extroverted  en- 
dometrium a  greater  or  less  amount  of  serous  fluid,  which  is 
often  tinged  with  blood.  This  discharge  is  essentially  a  nitration 
product,  and  arises  from  the  turgescent  state  of  the  uterine  tissues 
generally.  The  turgor  is  due  to  an  interference  with  the  nerve 
and  vascular  states  of  the  organ,  and  so  pronounced  may  this 
interference  become  that  gangrene  may  set  in." 

This  writer  accepts  the  theory  of  diapdesis  and  of  a  loss  of  the 
outer  layer  of  the  mucous  membrane  in  patches.  He  also  be- 
lieves menstruation  is  closely  connected  with  the  nervous  system, 
and  that,  too,  with  the  sympathetic.  A  woman  whilst  menstruat- 
ing falls  down  ten  to  fourteen  steps.  The  flow  is  at  once  arrested 
and  fails  to  return  until  the  next  cycle  is  reached.  The  oviducts 
participate  in  the  congestion  and  when  the  bloodvessels  are  dis- 
tended in  the  uterus  those  in  the  oviducts  are  in  like  condition. 
Thus  we  have  oviductile  motion  developed.  What  conditions 
existing  will  cause  painful  menstruation?  Displacements  off 
uterus,  congested  condition  of  the  endometrium  where  the  lining 
of  the  organ  has  become  so  thickened  that  the  natural  processes 
occurring  during  menstruation  cannot  take  place.  The  blood 
and  degenerated  epithelium  cannot  escape  by  diapdesis  and  there 
cannot  take  place  the  shedding  of  the  outer  mucosa;  this  failing 
to  occur  the  blood  cannot  pass  off.  The  bloodvessels  remain  dis- 
tended and  the  glands  continue  enlarged  after  the  normal  period, 
for  menstruation  has  passed  by.  The  result  is  the  development 
of  fungoid  growths  upon  the  walls  of  the  uterus. 

Any  cause  that  will  bring  about  a  thickening  of  the  lining  of 
the  uterus  will  eventually  produce  dysmenorrhea.  Contracting 
cold  during  the  menstrual  flow,  thereby  interfering  with  involu- 
tion of  the  uterus  and  the  consummation  of  those  changes  which 
normally  occur  in  the  tissues  at  this  period,  is  a  cause  of  dys- 
menorrhea. Shock  and  mental  influences  exert  a  strong  influ- 
ence in  bringing  about  this  condition.  An  imperfectly  developed 
condition  of  some  portion  of  the  sexual  organs,  any  abnormality 
in  development,  any  vicarious  function  which  may  prevail  in  any 
of  them,  will  be  a  cause  for  painful  menstruation.  A  trequent 
cause  i-  flexion  of  the  uterus  with  a  contracted  condition  of  the 
uterine  canal  at  the  internal  os.  A  diseased  condition  existing 
in  the  ovaries  or  fallopian  tubes  or  in  the  broad  ligaments  will 
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produce  painful  menstruation.  Tumors  or  deposits  in  any  por- 
tion of  the  pelvis  or  lower  abdominal  cavity  will  develop  dys- 
menorrhea. 

An  imperfectly  developed  condition  of  the  sexual  apparatus 
is  so  frequently  a  cause  for  painful  menstruation  that  we  must 
recognize  it.  Malnutrition,  anemia,  chlorosis,  and  general  physi- 
cal feebleness  must  be  accepted  as  a  cause  in  very  many  cases. 
These  young  women  marry  but  remain  childless.  Menstrual 
neurosis  is  so  thoroughly  recognized  as  a  cause  that  it  is  not  re- 
quired that  we  more  than  mention  it.  In  these  cases  the  slightest 
divergence  from  the  ordinary  manner  of  living  or  the  stimulation 
by  any  excitement  will  bring  on  a  premature  menstruation  at- 
tended by  pain ;  the  neurosis  is  transmitted  throughout  the  entire 
sympathetic  system,  as  evidenced  by  the  excessive  action  of  the 
kidneys  or  diarrhea  from  the  intestines,  palpitation  of  the  heart, 
neuralgias  of  the  chest,  and  cephalalgias  with  intolerance  to  light 
and  loud  noises. 

Young  women  in  attendance  at  colleges  where  athletic  exercises 
form  a  requirement  in  the  curriculum  do  not  suffer  from  dysmen- 
orrhea to  the  same  extent  as  those  in  schools  where  exercise  is 
perfunctory.  Moderate  athletics  are  helpful  to  young  females. 
I  do  not  approve  of  the  vaulting  horse,  horizontal  bar,  nor  the 
climbing  ladder,  but  the  dumbbell,  light  club,  and  wand  exercise 
are  beneficial  to  young  developing  women.  At  "The  Margaret 
J.  Bennett  Home"  in  Baltimore,  Md.,  for  young  working  women 
(mostly  stenographers  and  typewriters),  where  I  have  been  the 
attendant  and  adviser  since  the  opening,  we  have  a  well-equipped 
gymnasium  for  light  calisthenics  and  insist  that  a  certain  period 
be  allotted  for  exercise.  The  result  has  been  most  satisfactory 
and  the  number  of  the  inmates  suffering  from  dysmenorrhea  has 
decreased.  In  this  institution  entertainments  are  provided  and 
the  habits  of  life  regulated;  besides,  the  hour  for  retiring  is 
fixed,  the  diet  arranged  so  that  the  greatest  nourishment  is  se- 
cured from  the  food.  Each  inmate  is  provided  with  an  individual 
room,  well  lighted  and  heated.  Night  visiting  and  chafing  dish 
suppers  are  not  allowed.  The  health  of  these  young  women  is 
phenomenal,  and  many  of  the  residents  who  came  into  the  insti- 
tution broken  down  and  suffering  from  dysmenorrhea  have  been 
built  up  and  their  pains  relieved.  The  discipline  of  the  institu- 
tion is  kind,  but  the  young  women  are  compelled  to  care  for 
their  bodies  and  rest  their  nervous  systems.     The  result  of  the 
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surroundings  have  been  marvelous  and  the  result  of  the  dis- 
cipline most  satisfactory. 

Dysmenorrhea  does  not  prevail  to  the  same  extent  in  young 
women  in  the  lower  or  middle  walks  of  life  as  among  those  with 
luxurious  surroundings.  The  young  women  taking  their  exercise 
in  their  carriages  or  motor  cars,  whose  early  lives  are  spent  in 
the  nursery  playing  with  their  dolls  and  toys,  whose  every  desire 
is  anticipated  and  gratified,  are  not  leading  lives  to  develop  strong 
women  mentally  or  physically.  The  life  at  the  fashionable  board- 
ing school  is  not  conducive  to  the  development  of  robust  bodies 
and  perfect  digestion.  The  wealthy  young  woman  spends  the 
most  valuable  portion  of  the  night  at  entertainments,  in  insuf- 
ficient clothing  and  amid  scenes  to  excite  her  nerves  and  sur- 
roundings depressing  to  her  physical  condition.  On  the  other 
hand,  the  working  girl  oftentimes  spends  her  days  at  the  sewing 
machine  or  in  indifferently  lighted  and  ventilated  factories.  Her 
hours  are,  however,  fixed,  and  if  she  wills  she  can  rest  during 
the  night.  She  lacks  the  beneficent  and  health-giving  effects  of 
the  sunshine  and  very  frequently  her  food  is  not  properly  pre- 
pared or  of  a  nourishing  character.  Legislation,  public  opinion, 
and  influence  are  doing  much  to  overcome  this  condition  in  the 
Eastern  States.  As  professional  men  it  is  our  duty  to  take  an 
active  part  in  the  great  struggle  to  remove  the  opprobrious  sweat- 
shop and  the  vile  surroundings  of  the  canning-house. 

Diversion  and  occupancy  of  the  mind  does  benefit  young 
women.  Both  of  these  must  be  of  the  proper  character.  A 
young  woman  who  has  been  standing  in  a  department  store  from 
8  a.m.  to  6  p.m  should  not  be  expected  to  take  a  constitutional 
walk  of  a  couple  of  miles  after  her  duties  are  over.  She  doe^  re- 
quire diversion  among  congenial  friends.  Evening  entertain- 
ments which  allow  her  to  retire  at  a  reasonable  hour  are  beneficial 
to  a  young  woman's  health.  The  habit  of  going  to  the  bedroom 
immediately  after  a  hearty  evening  meal  and  spending  the  time 
until  retiring  reading  trashy  novels  does  not  conduce  to  the  de- 
velopment of  a  healthy  mind  or  body.  The  young  woman  who 
-works  during  the  day  requires  that  relaxation  which  can  he  se- 
cured by  diversion,  otherwise  a  nervous  condition  will  develop 
which  may  cause  neuralgic  dysmenorrhea. 

What  influence  docs  nasal  catarrh  and  diseased  conditions  of 
the  turbinated  hones  exert  in  producing  painful  menstruation? 
With    the   exception    that  thc^e   individuals   are,   as  a   rule,   in   a 
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low  state  of  vitality,  strumous,  and  with  a  tendency  to  develop 
tuberculosis,  we  do  not  consider  that  there  exists  any  connection 
between  the  two  conditions.  A  congenital  thickened  condition  of 
the  endometrium  does  prevent  diapdesis  and  discharge  from  the 
inner  layers  of  the  uterine  mucosa.  In  this  condition  the  secre- 
tion in  the  glands  is  retained  and  the  capillaries  are  seen  elevated 
upon  the  inner  surface  of  the  uterus.  This  gives  rise  to  fungous 
growths  and  we  have  a  similar  condition  which  frequently  is 
found  in  women  after  childbirth. 

These  are  the  cases  where  curetment  accomplishes  so  much 
and  from  the  tissues  left  behind  we  often  have  healthy  endome- 
trium developed.  Curetment  should  be  performed  more  fre- 
quently for  the  relief  of  painful  menstruation ;  the  result  com- 
monly is  complete  cure  of  this  condition. 

In  conclusion,  we  would  insist  that  attention  be  given  to  these 
suffering  young  women  and  that  we  perform  those  operations 
which  have  been  so  successful  in  giving  permanent  relief  to  this 
class  of  cases.  The  girl  suffering  from  dysmenorrhea  is  an  in- 
valid, unable  to  meet  her  friends  and  engage  in  those  entertain- 
ments and  diversions  in  which  she  is  expected  to  take  part.  Little 
sympathy  she  secures  if  she  does  excuse  herself  on  account  of  not 
feeling  well.  And  this  occurs  about  thirteen  times  each  year.  As 
men,  suppose  some  painful  condition  should  fall  to  your  lot  every 
twenty-eight  to  thirty  days  and  last  four  to  five  days.  Would 
you  not  insist  that  some  radical  means  be  made  use  of  in  order  to 
be  freed  from  your  sufferings  ?  Now  do  something  to  bring 
relief  to  these  suffering  young  women  ;  dilate,  curet,  slit  their 
cervices,  ream  out,  or  do  something  else  that  will  bring  an  end 
to  their  pain. 

5  East  Biddle  Street. 

niscussiON. 

Dr.  Bertha  Van  Hoosen  of  Chicago,  by  invitation,  thought 
the  essayist  had  omitted  one  of  the  most  potent  causes  of  dys- 
menorrhea, namely,  a  diseased  appendix  that  made  itself  known 
only  at  the  time  of  the  menstrual  periol.  She  thought  the  surgeon 
had  the  misfortune  to  have  none  every  possible  thing  for  patients 
suffering  from  dysmenorrhea,  such  as  the  Alexander  operation, 
curettement,  correction  of  the  retroversion,  dilated  the  uterus,  etc., 
and  yet  the  natients  kept  on  suffering.  She  had  had  this  experi- 
ence more  often  than  she  thought  she  ought  to  have  had.  During 
the  past  two  years  she  had  recognized  more  and  more  the  impor- 
tance of  making  a  thorough  examination  of  the  appendix,   and 
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since  she  had  done  this  she  had  had  almost  no  case  of  dysmenor- 
rhea that  she  had  not  been  able  to  relieve. 

Dr.  Joseph  Price  of  Philadelphia  said  he  felt  that  a  great 
injustice  had  been  done  one  of  the  past-masters  in  gynecology  and 
pelvic  surgery — Robert  Battey  of  Rome,  Georgia.  The  author  of 
this  paper  should  read  Battey's  contribution  in  the  Transactions 
of  the  American  Gynecological  Society  before  publishing  his 
paper.  After  reading  Battey's  paper  and  reviewing  his  early 
operations,  the  speaker  found  that  the  same  class  of  cases  at 
present  would  be  dealt  with  surgically  and  more  successfully  than 
in  the  time  of  Battey,  because  he  (Battey)  operated  in  preaseptic 
days,  and  unfortunate  conditions  or  complications  followed  his 
operations.  In  this  connection  Dr.  Price  said  that  menstrual  dis- 
turbances had  been  greatly  exaggerated.  He  could  remember  per- 
fectly well  that  whenever  any  young  woman  in  the  valley  of  Vir- 
ginia got  married  she  became  a  mother.  He  believed  that  early 
matrimony  was  the  best  treatment  for  all  varieties  of  dysmenor- 
rhea, with  the  exception  of  those  cases  in  which  pathological  con- 
ditions existed.  He  had  just  removed  two  small  dermoid  tumors 
from  women  who  had  married  and  had  conceived.  These  der- 
moids complicated  their  menstrual  history.  They  were  so  prone 
to  inflammatory  action  and  adhesions  that  they  should  have  been 
removed  before  the  women  were  married.  Appendiceal  complica- 
tions had  not  been  commonly  referred  to.  He  was  satisfied  that 
in  a  number  of  women  who  had  been  married  and  failed  to  con- 
ceive, their  sterility  was  largely  due  to  a  previous  appendicitis. 

Dr.  J.  Henry  Carstens  said  he  had  found  that  there  were  two 
different  conditions.  In  one  the  dysmenorrhea  did  not  amount 
to  much,  and  would  pass  away  in  many  instances  if  the  women 
got  married  and  bore  children.  In  the  other  the  dysmenorrhea 
was  a  serious  thing,  and  it  was  necessary  to  differentiate  clearly 
between  the  two.  Where  the  trouble  was  in  the  uterus,  he  had 
repeatedly  called  attention  to  the  value  of  the  use  of  the  stem 
pessarv  to  remove  the  hypertrophied  condition  of  the  mucous 
membrane,  and  in  several  instances  where  the  dysmenorrhea  was 
due  to  an  undeveloped  uterus,  by  stimulating  and  bringing  about 
further  development  of  that  organ,  good  results  were  obtained 
in  cases  that  had  resisted  all  ether  forms  of  treatment.  In  the 
very  extreme  cases  of  dysmenorrhea,  where  it  was  impossible  to 
ascertain  the  cause,  he  believed  the  surgeon  was  justified  in 
making  an  abdominal  section  for  diagnostic  and  curative  pur- 
poses, and  one  should  do  whatever  he  found  was  iry.  After 
the  abdomen  was  opened  the  surgeon  would  find  sufficient  pathol- 
ogy, as  a  rule,  to  account  for  the  woman's  distress,  and  would  have 
no  difficulty  in  relieving  her  condition. 

Dr.  Hugo  O.  Pantzer  of  [ndianapolis  was  delighted  with  the 
emphasis  put  on  the  hygienic  treatment  of  tlu^e  cases.  I  lis  efforts 
had  been    fruitful   in  the  one  class  emphasized  by  the 

essayist,  exemplifying  the  effect  of  proper  ln<;iene  in  the  case  of 
young  girls  who  went  to  mountainous  regions  for  a  short  sojourn. 
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changing  their  manner  and  habits  of  living,  climbing1  hills,  and 
mountains,  thus  relieving-  them  of  this  affliction  for  months  after, 
or  until  they  returned  to  a  life  that  was  faulty  so  far  as  hygiene 
was  concerned. 

Dr.  Sellman,  in  closing  the  discussion,  said  he  failed  to  recog- 
nize a  causal  relation  between  appendicitis  and  dysmenorrhea.  He 
verified  Dr.  Price's  remarks  regarding  Virginia  girls  marrying 
and  bearing  children.  These  women,  if  questioned,  would  be 
found  not  to  have  had  dysmenorrhea  before  marriage. 


THE  MENSTRUAL  FUNCTION;  ITS  INFLUENCE  UPON 

CHRONIC  INFLAMMATORY  CONDITIONS 

OF  THE  APPENDIX.1 


FRANCIS  REDER,  M.D.. 
St.  Louis,  Mo. 


Why  should  the  menstrual  function  provoke  an  attack  of  ap- 
pendicitis? Upon  what  grounds  can  it  be  made  reason- 
ably clear  that  the  menstrual  function  is  the  exciting  cause? 
The  menstrual  function  can  only  provoke  an  acute  attack  in  an 
appendix  that  is  chronically  diseased.  The  menstrual  function 
must  be  considered  as  a  habitual  functional  hyperemia,  and  as 
such  must  be  looked  upon  as  the  causative  factor. 

After  a  somewhat  painstaking  consideration  of  the  cases  com- 
ing under  my  observation,  I  can  state  that  only  in  the  severest 
forms  of  adnexal  disease  can  the  inflammatory  condition  commu- 
nicate itself  to  the  appendix  and  cause  the  primary  acute  attack. 
It  is  in  the  chronic  form  of  appendicitis,  be  it  a  catarrhal  or  an 
interstitially  diseased  appendix,  where  a  pelvic  hyperemia  can 
arouse  the  dormancy  of  a  smouldering  appendix  and  provoke  the 
clinical  manifestations  of  an  acute  attack.  That  such  a  bacterial 
activity  may  incite  an  attack,  pathologic  conditions  must  be  fa- 
vored by  the  anatomic  relationship  of  the  right  iliac  fossa  and 
the  true  pelvis.  For  instance,  an  appendix,  with  adhesions,  dip- 
ping over  the  pelvic  brim,  with  its  end  resting  somewhere  in  the 
true  pelvis,  would  be  an  example  where  the  organ  might  easily 
share  with  the  hyperemia  of  the  pelvic  viscera.  Even  if  no 
pathologic  lesions,  such  as  abscesses,  existed,  the  anatomy  of  the 

*Read     at  the  twentieth   annual   meeting:   of  the   American    Association 
cf  Obstetricians  and  Gynecologists,  held  at  Detroit,  September  17-19,  1907. 
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right  iliac  region,  and  in  particular  the  structures  of  Clado's  liga- 
ment, would  give  sufficient  convincing  evidence  of  how  an  active 
pelvic  hyperemia  could  involve  the  appendix. 

Why  a  smouldering  appendix  should  show  activity  one,  two,  or 
three  days  before  menstruation,  and  remain  quiescent  at  other 
times,  has  been  to  me  an  especially  difficult  matter  to  reason  out 
satisfactorily.  I  have,  however,  come  to  the  conclusion  that  such 
an  appendix  can  show  activity,  independently  of  the  menstrual 
function,  provided  the  proper  conditions  exist  favorable  to  an 
attack.  I  wish  to  state  here  that  any  remarks  are  directed  only  to 
those  attacks  that  have  been  observed  to  occur  regularly  with  the 
menstrual  function  for  periods  of  from  4  to  18  months.  My  at- 
tention was  first  called  .to  this  menstrual  appendicitis,  and  I  beg 
to  ask  the  indulgence  of  the  fellows  of  this  association  for  calling 
it  such,  when  two  women  came  under  my  care,  suffering  with  an 
abdominal  pain  at  the  time  of  menstruation.  Both  had  been  oper- 
ated on  for  ovarian  disease,  the  operation  removing  the  ovaries 
from  both  women.  1  was  informed  by  them  that  for  two  and 
five  months,  respectively,  they  felt  improved  after  the  operation, 
but  that  now  the  pain  had  returned  as  bad  as  ever. 

The  history  is  of  interest,  but  1  will  state  only  the  more  salient 
points.  Mrs.  M.,  age  32,  married,  four  children,  two  miscarriages. 
Housewife  and  in  good  health.  Typhoid  fever  at  age  of  16; 
always  accustomed  to  hard  work.  Last  miscarriage  three  years 
ago  at  two  months.  After  that  her  periods  were  quite  painful  and 
profuse,  but  regular.  About  a  year  after  the  last  miscarriage  the 
1  ain  at  the  time  of  her  menstruation  was  of  such  a  severe  nature 
thai  she  consulted  a  physician.  As  to  the  character  of  pain,  the 
patient  states  that  it  was  constant  and  cutting,  changing  but  little 
in  its  severity.  She  was  unable  to  locate  it  at  any  particular  place, 
as  it  was  diffused  over  her  whole  abdomen.  Pressure  over  the 
lower  part  of  the  abdomen  caused  the  pain  to  increase  in  severity. 
The  patient  was  unable  to  say  whether  the  right  or  the  left  side 
was  the  more  painful. 

Her  abdomen  would  become  swollen  and  hard,  she  would 
often  feel  nauseated,  and  she  experienced  chilly  sensations,  fol- 
lowed by  what  she  thought  was  fever.  Her  physician,  however. 
informe  1  her  that  if  she  bad  temperature  it  was  very  slight.  For 
almosl  a  year  she  was  under  treatment,  but  was  benefited  very 
little.  The  pain  would  manifest  itself  usually  a  day  or  two  before 
her  menses,  and  would  continue,  but  le^s  severe,  for  about  two 


reder:  the  menstrual  function         (35 i 

days  during  the  period.  During  her  intermenstrual  time  this 
woman  was  in  good  health. 

Inasmuch  as  the  treatment  she  had  been  subjected  to  for  months 
gave  no  improvement,  operation  was  advised  and  accepted.  Both 
ovaries  were  removed.  In  three  months  she  was  able  to  leave 
the  hospital.  When  the  time  arrived  for  her  menses  following 
the  operation  there  was  no  evidence  of  any  flow ;  the  patient, 
however,  suffered  much  pelvic  discomfort,  and  a  heavy,  dull 
pain  in  both  iliac  regions.  This  condition  lasted  almost  two 
months,  causing  the  patient  to  feel  quite  sick.  Five  months  after 
this  condition  had  passed  off,  she  was  awakened  one  night  by  a 
severe  pain  in  her  abdomen,  intense  on  the  right  side.  With 
opiates  and  hot  applications  her  physician  was  able  to  give  her 
comfort  after  the  third  day. 

During  the  following  five  months  she  suffered  this  pain  at  a 
time  corresponding  to  her  menstrual  function.  The  pain  grew 
more  severe  with  each  attack,  and  the  patient  began  to  suffer 
physically.  I  saw  her  in  the  last  attack.  The  condition  offered 
no  difficulties  as  to  diagnosis.  An  immediate  operation  was  per- 
formed, and  a  club-shaped  appendix,  its  tip  adherent  and  dipping 
into  the  true  pelvis,  was  removed.  The  patient  made  a  good  re- 
covery, and  has  been  free  from  any  further  attacks  of  pain  in 
her  abdomen. 

About  seven  months  later  I  saw  a  second  and  similar  case.  Mrs. 
G.,  age  38  years,  married,  five  children,  no  miscarriages,  health 
always  good  excepting  a  mild  form  of  malarial  fever  during 
spring  and  fall,  but  always  able  to  do  her  housework.  Her  men- 
strual function  was  regular,  but  never  free  from  pain.  Suffered 
much  discomfort  from  abdominal  distention.  The  flow  took 
unusually  long  in  starting,  and  was  accompanied  by  a  sense  of 
pelvic  fulness  during  the  time  when  pain  was  present.  Hot 
douches,  sitz  baths.  and  salines  gave  much  relief. 
About  fourteen  months  ago  this  woman  was  taken  with 
severe  cramps  in  the  lower  part  of  her  abdomen.  These 
cramps  were  of  an  unusually  severe  nature,  and  required  medical 
aid  for  their  relief.  Nothing  unusual  was  thought  of  this,  it  being 
the  time  for  her  period.  Furthermore,  the  day  before  she  had 
been  doing  some  washing,  and  from  this  the  inference  was  made 
that  she  had  caught  cold.  The  following  day,  after  the  cramps 
had  been  very  severe,  the  flow  started  and  the  patient  felt  easier, 
but  not  free  from  pain.  The  pain  lasted  three  days  after  the 
flow  had  established  itself. 
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At  the  next  menstrual  function,  and  for  the  four  periods  that 
followed  she  suffered  very  much.  Ovarian  disease  was  diagnosti- 
cated, and  she  was  informed  that  only  an  operation  could  promise 
a  cure.  After  suffering  severely  with  two  more  periods,  she  sub- 
mitted to  operation.  Both  ovaries  and  tubes  were  removed.  The 
patient  made  a  good  operative  recovery,  but  when  the  time  arrived 
for  her  menses  to  appear  again  she  suffered  more  than  at  any  time 
before.  She  was  bridged  over  her  pain  with  opiates.  She  was 
able  to  be  about,  but  did  not  feel  well.  Although  free  from  distinct 
abdominal  pain,  she  felt  very  uncomfortable  in  her  right  side. 

I  saw  the  patient  at  the  time  of  her  supposed  menstrual  activ- 
ity, two  months  after  the  operation.  She  was  suffering  severely 
throughout  her  whole  abdomen.  There  was  distention,  tenderness, 
and  rigidity,  the  muscle  resistance  being  more  marked  on  the 
right  side.  She  was  unable  to  locate  the  pain.  Pressure  over  the 
right  iliac  region  was  not  tolerated,  while  over  left  iliac  region  it 
was  permissible,  but  was  very  painful. 

Vaginal  examination  revealed  an  exceedingly  painful  spot  high 
up  on  the  right  side.  On  the  left  side  the  examination  caused 
pain,  but  much  less  than  in  the  right.  Temperature,  99.40  ;  pulse, 
90.  Diagnosis  of  chronic  appendicitis  was  made,  and  operation  was 
advised.  After  some  deliberation  on  the  part  of  the  patient,  and 
after  passing  through  another  attack  at  her  regular  menstrual 
time,  she  consented  to  operation,  which  was  performed  two  weeks 
after  the  symptoms  had  abated. 

An  abnormally  long  appendix,  directed  downward  and  inward 
toward  the  pelvis,  was  removed.  It  showed  evidence  of  former 
inflammatory  conditions  by  two  constrictions  and  many  firm  ad- 
hesions. The  patient's  operative  recovery  was  good.  There  was, 
however,  a  tenderness  that  remained  in  the  right  ileocecal  region 
for  several  weeks  after  she  was  able  to  leave  her  bed.  The  even- 
tual recovery,  however,  was  satisfactory  and  complete. 

From  these  two  cases  the  inference  must  be  made  that  in  reality 
no  disease  of  the  adnexa  existed,  or,  if  so,  in  a  very  mild  form, 
and  that  the  pain  as  experienced  by  these  patients  emanated  from 
a  diseased  appendix.  I  frankly  admit  that  it  is  a  difficult  matter 
to  interpret  correctly  any  clinical  picture  of  a  woman  who  is  suf- 
fering severe  abdominal  pains  during  her  menstrual  time,  espe- 
cially when  she  gives  a  history  of  painful  menstruation.  The 
symptom  complex  is  rather  confusing  and  uncertain.  It  requires 
close  study  of  the  case  to  be  able  to  determine  whether  this  pain 
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is  caused  by  diseased  adnexa  or  a  diseased  appendix,  or  both. 
In  differentiating  between  abdominal  and  pelvic  pain  the  value  of 
a  vaginal  or  a  rectal  examination  must  not  be  underestimated.  I 
wish  to  state  that  in  the  cases  coming  under  my  observation,  when 
a  diagnosis  of  appendicitis  was  made,  the  most  important  dis- 
closures were  revealed  through  such  examinations.  I  would 
hesitate  to  give  a  positive  diagnosis  of  appendicitis  in  such  cases 
unless  I  could  get  sufficiently  convincing  evidence  by  a  vaginal  or 
rectal  examination. 

Now,  upon  what  grounds  can  it  be  made  reasonably  clear  that 
the  menstrual  function  is  the  exciting  cause  ?  So  far  I  have  had 
under  observation  nineteen  patients,  fourteen  married  and  five 
single,  with  ages  ranging  from  20  to  40  years.  Their  health  on 
an  average  has  been  good.  They  have  been  able  to  work,  except- 
ing for  several  days  when  the  menstrual  condition  compelled  them 
to  lie  down  or  take  to  the  bed.  Some  of  these  women  were 
anemic,  others  gave  the  appearance  of  perfect  health,  but  all  suf- 
fered more  or  less  pain  at  their  menstrual  times. 

In  endeavoring  to  ascertain  whether  or  not  some  of  these 
women  had  passed  through  an  acute  attack  of  appendicitis,  I 
found  only  four  that  were  certain  that  they  had  had  an  attack.  I 
was,  however,  able  to  ascertain  that  all  had  suffered  from  a  severe 
attack  of  indigestion  at  some  time  or  another,  either  with  a  loose- 
ness or  a  constipated  condition  of  the  bowel.  It  is  clearly  evident 
"how  difficult  it  is  to  diagnosticate  chronic  appendicitis  when  no 
definite  history  of  an  acute  attack  can  be  obtained,  especially  when 
painful  menstrual  conditions  may  readily  cause  one  to  overlook 
an  appendiceal  complication. 

That  some  patients  develop  chronic  appendicitis  insidiously, 
that  is,  without  a  characteristic  acute  attack,  I  believe  to  be  quite 
true ;  that  is,  however,  a  question  of  general  health.  I  could  not 
■convince  myself  that  such  was  the  case  in  even  one  patient  of  the 
nineteen  I  have  mentioned.  I  am  of  the  opinion  that  every  one  of 
these  women  had  an  acute  attack  of  appendicitis  at  some  time, 
the  attack  not  being  recognized.  I  do  not  believe  that  a  menstrual 
hyperemia  can  provoke  an  acute  attack  in  a  healthy  appendix. 
I  do  believe,  however,  that  a  menstrual  hyperemia  can  incite  an 
acute  attack  in  a  diseased  appendix. 

Why  have  not  these  patients  suffered  any  acute  attacks  at  a 
time  when  the  menstrual  function  was  not  in  evidence?  Equili- 
bration of  the  metabolic  forces  is  essential  to  the  maintenance  of 


654  reder:    the  menstrual  function. 

health.  These  women  inform  me  that  they  are  in  good  health, 
and  only  at  the  time  of  their  periods  do  they  suffer  with  this  ab- 
dominal pain.  We  must  infer  from  this  that  there  is  a  sufficient 
force  of  the  element  of  health  in  the  body  to  keep  in  check  the 
microbic  action  of  a  diseased  appendix.  I  assume  that  upon  this 
principle  it  may  be  explained  why  acute  attacks  have  not  occurred 
in  these  women  during-  their  intermenstrual  periods. 

It  would  appear,  then,  that  something  of  an  unusual  nature 
would  take  place  in  the  economy  of  these  women  at  the  time  of 
their  menstruation.  We  know  that  every  woman  suffers  more  or 
less  with  a  systemic  depression  about  that  time  ;  that  is  physio- 
logical. I  can  assign  no  other  cause  but  this  depression,  this 
lowered  resistance  in  the  tissues,  as  a  potent  factor  in  inviting  an 
acute  attack  of  appendicitis  about  the  time  of  menstruation. 
Through  anatomical  channels,  and  often  through  pathologic  tis- 
sue changes,  the  appendix  must  share  in  the  congested  condition 
of  the  pelvic  viscera.  Such  an  influx  of  blood  to  a  surrounding 
appendix  is  an  incentive  for  bacterial  activity. 

It  could  be  expected  that  through  the  lowered  vital  resistance  of 
the  body  the  opsonic  power  of  the  blood  would  become  reduced, 
therebv  creating  a  condition  favorable  to  the  pathogenic  microbes 
that  are  either  harbored  in  the  stagnant  secretions  so  often  found 
in  the  lumen  of  a  diseased  appendix,  or  have,  through  the  lym- 
phatic channels,  found  lodgment  in  the  walls  of  the  organ.  If  we 
can  convincingly  assume  that  the  opsonic  power  of  the  blood  is 
diminished  at  the  time  of  the  menstrual  function,  we  could  satis- 
factorily explain  how  the  increased  blood  supply  would  act  as  an 
exciting  medium  to  the  pathogenic  bacteria.  The  leukocytes 
would  be  unable  to  cope  with  the  virulent  bacteria,  having  been 
rendered  powerless  to  fulfill  their  function  as  phagocytes  without 
the  help  of  these  opsonins. 

Under  these  conditions,  the  activity  of  the  pathogenic  bacteria 
would  manifest  itself  as  long  as  there  was  no  increase  in  the 
opsonic  power.  Fortunately  the  systemic  depression  incident  to 
menstruation  is  of  short  duration,  and  this  accounts  for  the  brevity 
of  the  attack.  We  assume  that  with  the  subsidence  of  the  low- 
ered systemic  resistance,  the  opsonic  potency  of  the  blood  is  re- 
stored to  normal,  thus  enabling  the  leukocyte  to  again  become 
invested  with  the  power  to  attack  and  destroy  its  bacterial  enemies. 

462Q  Cook  Avenue. 
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discussion. 

Dr.  W.  A.  B.  Sellman  of  Baltimore  could  not  agree  with  the 
essayist  that  women  experienced  a  peculiar  condition  during  men- 
struation, such  as  exaltation  or  depression,  or  some  psychological 
condition.  He  did  not  believe  that  was  so.  Take  the  women  who 
had  enlisted  in  the  army  and  navy,  who  dressed  themselves  as 
men :  these  women  menstruated,  but  he  doubted  whether  they 
experienced  painful  menstruation. 

Dr.  James  F.  Baldwin  of  Columbus,  Ohio,  said  that  in  several 
cases  of  dysmenorrhea  operations  had  been  performed,  the  tubes 
and  ovaries  removed,  but  pain  still  continued.  The  surgeon  oper- 
ated subsequently  and  found  appendicitis.  That  emphasized  a 
point  he  had  been  urging  for  a  good  many  years  and  had  con- 
stantly carried  out,  namely,  that  in  young  women  especially  tht 
appendix  ought  to  be  examined  in  a  case  in  which  the  abdomen 
was  opened,  and  if  at  all  pathological,  as  these  appendices  nearly 
all  were,  it  should  be  removed.  He  was  speaking  now  of  young 
people.  Had  this  been  done  in  the  cases  cited  by  the  essayist 
there  would  not  have  been  appendicitis  later  on. 

He  thought  that  most  of  the  dysmenorrhea  found  in  young 
women  was  a  penalty  which  they  were  paying  for  so-called  civili- 
zation. YYe  had  headaches :  we  had  bad  teeth ;  we  had  bad  diges- 
tions, and  women  had  painful  menstruation.  All  these  ailments 
very  largely  were  penalties  which  we  paid  for  civilization.  He 
did  not  know  that  civilization  was  pathological  in  itself,  but  cer- 
tainly our  ways  of  living  were  so  unnatural,  using  that  word  in 
the  proper  sense,  that  necessarily  we  must  pay  many  of  these 
penalties.  Therefore,  when  practitioners,  as  in  the  essayist's  cases, 
put  these  young  women  on  the  best  possible  hygiene,  put  them 
back  as  nearly  to  nature  as  possible,  they  relieved  their  dysmen- 
orrhea. 

In  old  maids,  for  instance,  who  were  laboring  women,  who 
could  not  take  trips  to  Europe  or  go  to  Springs,  surgeons  would 
have  to  remove  the  tubes,  if  disease  1,  in  order  to  afford  relief. 
He  did  not  believe  it  was  fair,  however,  to  remove  a  young 
woman's  ovaries  because  she  had  dysmenorrhea.  If  one  had  to 
do  something  to  relieve  her  pain,  remove  the  uterus,  as  it  had  no 
special  function  except  to  procreate ;  but  the  ovaries  had  other 
important  functions,  and  it  was  an  invariable  rule  with  him 
never  to  remove  the  ovaries  of  young  women  unless  it  was  abso- 
lutely necessary. 

Dr.  John  A.  Lyons  of  Chicago  sounded  a  note  of  warning, 
namely,  to  have  the  husband's  consent  before  removing  everything 
the  surgeon  thought  was  necessary.  In  a  case  of  hysterectomy, 
recently  performed,  he  incidentally  examined  the  appendix,  found 
it  diseased,  and  removed  it,  and,  as  a  consequence,  nearly  had  a 
malpractice  suit  on  his  hands  because  he  removed  the  appendix 
without  the  husband's  consent.  The  surgeon  should  have  a  carte 
blanche  to  do  what  he  thought  was  right. 
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Dr.  Ernst  Jonas  of  St.  Louis,  Mo.,  said  the  paper  was  timely. 
It  called  attention  to  the  difference  between  painful  menstruation 
and  appendix  troubles.  Knowing  the  intimate  relation  between 
the  appendix  and  the  infundibulo-pelvic  ligament,  one  could  easily 
understand  that  a  diseased  appendix  gave  pretty  nearly  the  same 
symptoms  as  a  genuine  case  of  dysmenorrhea.  He  recalled  the 
case  of  a  young  woman  in  St.  Louis  who  had  been  suffering  from 
painful  menstruation  for  several  years.  A  few  months  ago  she 
telephoned  to  a  physician  and  asked  him  what  he  could  do  to  re- 
lieve her.  He  gave  her  something  for  the  pain,  and  the  next 
day  he  found  an  extreme  case  of  peritonitis  as  a  result  of  per- 
foration of  the  appendix,  and  in  order  not  to  have  such  unfortu- 
nate experiences  he  thought  the  paper  was  timely. 

Dr.  Rufus  B.  Hall  of  Cincinnati  agreed  largely  with  the 
essayist  that  a  patient  might  have  and  did  have  her  appendix 
involved  in  a  chronic  inflammation  at  the  time  of  the  menstrual 
period.  Occasionally  cases  were  seen  where  the  appendix  was 
involved  in  adhesions,  necessitating  an  operation  for  relief.  In 
all  abdominal  operations  like  the  two  cases  referred  to,  he  was 
convinced  that  if  the  appendix  had  been  examined  at  the  time  of 
the  operation  for  the  removal  of  the  ovaries  there  would  have  been 
found  sufficient  pathology  in  the  appendix  to  have  justified  its 
removal  at  that  time.  Therefore,  we  could  not,  in  his  judgment, 
emphasize  too  strongly  the  necessity  of  examining  the  appendix 
in  every  case  where  the  abdomen  was  opened. 

Dr.  Reder,  in  closing  the  discussion,  said  he  did  not  wish  to 
convey  the  impression  that  the  treatment  he  had  advocated  de- 
pended on  the  removal  of  the  ovaries.  All  were  familiar  with  the 
condition  of  the  ovaries  and  their  physiological  functions ;  there- 
fore, conservative  measures  should  be  directed  toward  them.  But 
in  the  case  mentioned  there  was  a  mistaken  diagnosis,  and,  further- 
more, pathological  ignorance  on  the  part  of  the  operator ;  still  the 
ovary  was  the  seat  of  trouble,  and  it  was  taken  out.  There  were 
different  operators  ;  it  was  not  the  same  operator  in  both  cases,  but 
both  ovaries  were  removed.  The  question  arose  whether  all  of 
these  appendices  should  be  removed.  He  felt  they  ought  to  be, 
but  unless  the  patient  came  to  him  and  said  she  would  like  to  have 
her  appendix  removed,  he  would  not  take  it  out.  There  was 
usually  a  rise  of  temperature  in  menstrual  conditions.  It  was  only 
in  those  cases  where  the  attack  had  been  severe  that  he  would 
urge  on  them  the  advisability  of  having  the  appendix  removed; 
but  in  those  cases  where  the  women  were  confined  to  bed  for 
two  or  three  days,  and  then  felt  perfectly  well  again,  he  would 
not  urge  the  removal  of  the  appendix. 
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LITHQPEDION  OR  LITHOKELYPHOPEDION,  THIRTY- 
TWO   YEARS   OLD,   SUCCESSFULLY   REMOVED 
FROM    A   WOMAN    SIXTY-SEVEN    YEARS 
AND  SEVEN  MONTHS  OF  AGE.1 


HERMAN  E.  HAYD,  M.D..  M.R.C.S.  Eng. 

Buffalo,  N.  Y. 


(With  two  illustrations.) 


The  subject  of  tubal  gestation  has  been  very  thoroughly  dis- 
cussed by  the  members  of  this  Association,  but  I  do  not  think  we 
have  ever  seriously  considered  the  remote  changes  which  take 
place  in  the  products  of  extrauterine  pregnancy,  nor  have  I  ever 
seen  a  specimen  exhibited  at  our  meetings.  The  natural  tendency 
of  all  aberrant  pregnancies  is  to  spontaneous  termination  by  rup- 
ture of  their  enclosing  envelopes,  whether  the  pregnancy  be  tubal, 
ovarian,  or  tuboovarian,  and  in  the  great  majority  of  cases  this  is 
also  true  in  the  interstitial  or  tubouterine  variety ;  but,  in  this  class, 
delivery  of  a  full-term  baby  is  possible  through  the  uterus  per 
z'ias  naturales. 

After  rupture  has  taken  place,  which  is  usually  the  case  between 
the  sixth  and  tenth  week,  the  embryo  is  absorbed  or  must  be  re- 
moved by  operation,  either  on  account  of  the  hemorrhage  and 
fatal  collapse,  or  the  sepsis  which  results  from  the  disintegration 
and  breaking  down  of  the  extra vasa ted  blood  clot.  If,  however, 
a  favorable  rupture  takes  place,  and  the  embryo  attaches  itself  to 
some  other  structures,  it  may  continue  to  grow  and  be  delivered 
at  term  by  abdominal  section ;  or,  if  left  to  itself,  spurious  labor 
sets  in,  the  fetus  dies,  the  liquor  amnii  is  absorbed,  and  the  gesta- 
tion product  either  breaks  down  and  discharges  itself  piecemeal 
through  the  bowels,  bladder,  rectum,  or  abdominal  wall,  or  it  may 
remain  in  its  sepulchered  nest  indefinitely,  if  protected  from  air 
and  the  gases  of  the  bowels,  and  undergo  calcareous  degeneration, 
mummification,  or  maceration.  Sometimes  the  calcareous  incrus- 
tation is  confined  to  the  membranes,  when  the  specimen  is  called 
a  lithokelyphos,  and,  if  the  deposit  engages  both  membranes  and 

*Read    at    the   twentieth    annual   meeting   of   the  American    Association 
of  Obstetricians  and  Gynecologists,  held  at  Detroit,  September  17-19,  1907. 
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superficial  tissues  of  the  fetus,  a  lithokelyphopedion ;  and,  if  the 
embryo  alone  is  calcified,  a  lithopedion. 

These  different  changes  depend  upon  the  location  of  the  fetus, 
the  amount  of  moisture  surrounding  it,  and  its  proximity  to  the 
bowels.  If  an  adhesion  exists  between  the  sac  itself  and  the 
bowel,  and  the  sac  has  been  thinned  out  by  distention  so  that  gases 


I  i .  —Lithopedion.     Cysl  in1 


and  bacteria  pass  freely  and  easily  into  the  gestation  sac.  d< 
position  and  abscess  formation  take  place  very  rapidly;  but  when 
the  membranes  arc  thick  and  the  product  is  deposited  well  down 
into  the  broad  ligamenl  between  its  layers,  and  i^  thoroughly  and 
strongly  walled  off,  it  may  remain  withoul  producing  any  very 
great  discomfort,  and  cases  are  on  record  where  lithopedia  have 
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been  removed  by  postmortem  after  being  carried  for  fifty  years 
and  more. 

What  is  responsible  for  these  strange  pathological  anomalies 
and  freaks  of  nature  is  an  interesting  study,  and  what  enables  one 
peritoneal  cavity  to  tolerate  and  encourage  such  a  foreign  body, 
while  another  immediately  rebels,  is  not  so  easily  explained.  So 
much  has  been  taught  us  during  these  last  few  vears  on  natural 


Fig.  2.— Tumor  sawn  open,    showing  fetal   parts. 

resistance  and  increased  leukocytosis  that  we  fall  back  to  them  for 
a  ready  explanation  to  account  for  this  strange  behavior  of  an 
ectopic  ovum,  and  if  we  add  to  them  some  peculiar  combination 
of  salt  and  calcareous  elements  in  the  blood  of  the  mother  we 
can  understand  how  such  stony  productions  are  possible,  just  as 
a  branch  or  a  tree,  falling  into  a  stream  of  water,  under  suitable 
conditions,  petrifies  and  becomes  hard  and  adamantine,  while 
under  other  combinations  it  softens,  melts,  and  decays      Some- 
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times,  when  the  fetus  dies,  the  fluid  parts  are  all  absorbed,  and 
"the  remnant  dries  up,  desiccates,  becomes  mummified,  and  looks 
like  a  dead  rat,  or  it  is  converted  into  what  is  called  adipocere, 
which  is  a  substance  intermediate  between  fat  and  wax ;  it  is  white 
In  color  and  is  formed  by  the  union  of  a  fatty  acid  with  ammonia, 
the  fat  being  supplied  by  the  fat  in  the  tissues  of  the  ovum  and 
vernix  caseosa,  and  the  ammonia  is  generated  by  decomposition. 

In  the  literature  of  this  subject,  and  the  numerous  articles 
referred  to  in  the  index  catalogue  of  the  Surgeon-General's  office 
at  Washington,  many  cases  are  reported,  some  going  back  to  1595 
by  Venetiss,  1597  by  Albosius,  1661  by  Deusingeus,  1661  by  Eys- 
sonius,  1778  by  J.  G.  Waller  of  Berlin,  others  more  recently  by 
Barnes,  Case,  Chiari,  Sanger,  Leopold,  Tate,  Clarke,  Lusk,  Ban- 
dler,  Price,  McMurtry  and  others.  In  none  of  these  cases  was  the 
specimen  so  perfect  as  mine  and  none  in  whom  the  specimen  was 
so  old  and  removed  by  operation.  In  many  it  was  found  post- 
mortem, and  in  some  suppuration  had  taken  place,  the  tumor  pre- 
senting at  the  abdominal  wall  or  in  the  vault  of  the  vagina,  and 
after  the  pus  and  fluid  contents  had  discharged,  the  fetus  was  re- 
moved either  en  masse  or  in  pieces  by  enlarging  the  original  point 
of  rupture. 

The  history  of  my  case  is  as  follows :  Mrs.  A.,  age  sixty-seven 
years  and  seven  months ;  was  married  when  twenty-two  years  of 
age.  Periods  were  regular  and  without  pain  or  special  inconve- 
nience until  she  was  thirty-five  years  of  age,  when  she  missed  for 
the  first  time  in  her  married  life.  She  sent  for  the  family  doctor, 
who  told  her  she  was  pregnant.  She  suffered  great  pain  in  the 
lower  part  of  her  abdomen  on  the  left  side,  and  was  up  and  down 
in  bed  and  on  the  lounge  during  the  greater  part  of  her  early 
pregnant  months ;  in  fact,  so  great  was  the  pain  at  times  that  she 
did  not  believe  she  was  in  the  family  way.  However,  she  began 
to  grow  larger,  and  at  about  the  fifth  month  she  felt  life,  although 
not  strong.  Later  she  made  preparations  for  her  confinement — 
got  her  baby  clothes  in  order  and  engaged  her  nurse. 

At  the  end  of  the  ninth  month  she  was  seized  with  pain,  and 
there  appeared  a  vaginal  discharge  of  blood.  The  pains  were  not 
very  severe  or  tumultuous,  but  the  loss  of  blood  was  considerable 
and  continued  for  some  days  ;  clots  the  size  of  her  hand  were  often 
discharged.  The  doctor  was  sent  for ;  he  examined  her,  told  her 
she  was  in  labor,  and  that  the  baby  was  living.  After  many  hours 
of  fruitless  effort,  the  pains  gradually  subsided.     She  did  not  re- 
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main  in  bed,  but  was  up  and  down ;  the  swollen  belly  got  smaller, 
and  in  a  few  weeks  she  was  able  to  be  outdoors,  and  soon  was 
about  the  house  doing  her  household  duties.  She  was  always 
conscious  of  a  large  swelling  in  the  abdomen,  particularly  on  the 
left  side,  but  gradually  this  got  smaller,  and  in  a  few  years  she 
suffered  no  inconvenience  whatever.  She  passed  through  the 
change  of  life  without  incident,  and  required  the  services  of  a 
doctor  but  very  seldom  during  her  whole  married  life ;  she  never 
had  any  children. 

She  was  sent  to  me  in  January,  1907,  by  Dr.  Ballou  of  Garden- 
ville,  and  I  saw  her  with  him  at  the  German  Deaconess's  Hos- 
pital. For  some  weeks  previous  to  her  entrance  to  the  hospital 
she  had  been  having  a  good  deal  of  pain ;  was  growing  every  day 
weaker;  had  lost  her  appetite,  and  was  swelling  in  the  abdomen. 
Upon  examination  a  large,  hard  tumor  could  be  felt,  filling  the 
whole  of  the  pelvis,  particularly  in  the  left  side,  and  the  cervix 
uteri  was  pushed  up  toward  the  right.  A  diagnosis  was  made  of 
a  large,  hard,  fibroid  tumor  in  the  left  broad  ligament,  with  free 
fluid  in  the  peritoneal  cavity.  She  was  kept  under  observation  for 
a  few  days,  an  attempt  being  made  to  improve  her  physical. con- 
dition, which  was  bad.  She  improved  but  little,  and  we  decided  to 
operate  at  once,  after  the  necessary  preparations  were  made. 

Upon  opening  the  abdomen  through  a  median  incision,  a  large 
amount  of  straw-colored  fluid  escaped.  The  adhesions  which  ex- 
isted between  the  omentum  and  bowels  and  the  tumor  were  easily 
broken  down,  and  it  was  at  once  evident  that  we  had  to  deal  with 
a  large  intraligamentary  mass.  So  the  broad  ligament  was  split 
along  its  upper  portion,  the  folds  of  the  mesometrium  were  freely 
separated,  and  an  attempt  was  made  to  deliver  the  hard,  calcareous 
tumor.  The  atmospheric  resistance  was  almost  insurmountable, 
but  gradually  a  finger  and  then  another  were  pushed  under  the 
floor  of  the  tumor,  the  suction  being  thus  overcome  when  the 
tumor  shelled  out  with  a  jump.  There  was  practically  no  bleed- 
ing, so  the  ragged  edges  of  the  ligament  were  trimmed,  a  few 
basting  stitches  inserted,  a  small  piece  of  gauze  was  pushed  into 
the  deepest  part  of  the  cavity  for  drainage,  and  the  abdominal 
wound  was  quickly  closed.  She  reacted  promptly,  in  a  few  days 
was  out  of  danger,  and  continued  to  do  well  throughout  her  entire 
convalescence,  leaving  the  hospital  five  weeks  after  the  operation, 
and  was  driven  home  in  a  buggy,  a  distance  of  about  ten  miles. 
She  did  well  for  some  weeks,  but  during  a  sudden  cold  spell  con- 
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tracted  a  subacute  pleurisy,  with  effusion,  and  died  in  April,  1907. 
I  saw  her  at  her  home  before  she  died,  and  with  a  hypodermic 
needle  confirmed  the  diagnosis,  and  Dr.  Ballou  subsequently  as- 
pirated the  chest  and  removed  considerable  fluid.  She,  however, 
slowly  grew  weaker  and  weaker,  and  died  of  exhaustion  and  heart 
failure  a  few  days  later. 

The  specimen,  which  is  globular  in  shape,  and  looks  like  a  bul- 
lock's heart,  weighs  2  pounds  4!4  ounces.  It  is  surrounded  by 
a  dense,  hard  covering,  which  is  about  as  thick  as  thin  cardboard, 
and  by  letting  the  specimen  drop  upon  the  floor  the  noise  made  is 
as  if  a  solid  stone  had  fallen.  After  sawing  through  the  outer 
envelope  the  fetus  is  seen  firmly  bent  upon  itself;  the  arms  and 
legs  are  flattened  like  bands.  The  calcified  membrane  is  firmly 
adherent  to  the  head  and  spine  and  back  of  the  legs  and  arms. 
The  abdomen,  chest,  side  of  head,  or  arms,  legs,  and  fingers 
— and  even  finger  nails — are  in  perfect  preservation,  the  sex  being 
determined  by  the  little  penis  and  scrotum.  The  placenta  is  pres- 
ent, the  cord  is  thin  and  glistening  in  color,  and  is  unusually  well 
preserved.  I  also  append  photographs  of  the  tumor,  and  also  one 
with  the  outer  envelope  cut  through  and  the  fetus  extended,  so 
as  to  get  a  good  picture. 

493  Delaware  Avenue. 

DISCUSSION. 

Dr.  O.  H.  Elbrecht  of  St.  Louis,  Mo.,  reported  a  case  of 

TUBAL    ABORTION,    WITH    COMPLETE    DETACHMENT    OF    THE    FETUS 
FROM   THE  PLACENTA    AT   SIX    MONTHS,    RESULTING   IN   OMEN- 
TAL  ATTACHMENT   AND   BEGINNING    LITHOPEDION. 

The  patient  was  admitted  to  the  Female  Hospital,  St.  Louis, 
August  7,  1906.  She  was  31  years  of  age;  German;  occupation, 
housewife ;  had  had  three  previous  labors ;  two  children  alive,  one 
dead  ;  no  abortions  ;  weight,  117  pounds  ;  size,  five  feet,  two  inches  ; 
previous  general  health  had  been  very  good  up  to  the  past  few 
weeks,  when  she  suffered  with  cramp-like  pains  in  the  abdomen 
and  small  of  the  back.  Bowels  regular,  and  eighteen  urinalyses 
were  made  during  her  stay  at  the  hospital,  but  all  were  negative. 
Last  menstruation,  January  26,  1906;  date  of  quickening,  June  15. 
August  1,  patient  had  done  some  washing,  and  in  the  evening  she 
became  sick  with  cramp-like  pains  in  the  back  and  right  side  of 
the  lower  abdomen.  The  pain  came  on  gradually,  but  suddenly 
increased  to  severe  pain,  so  she  sent  for  a  physician,  who  pre- 
scribed and  relieved  the  pain  for  the  time  being,  but  for  two  days 
following  she  had  some  pain  and  headache.  There  was  absolutely 
no  bleeding  from  the  vagina  during  the  attack.  Since  that  time 
she  had  felt  no  fetal  movements,  and  at  present  was  somewhat 
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weak  and  tired,  and  had  some  pain  in  the  small  of  her  back. 
Temperature,  980  ;  pulse,  96 ;  respiration,  22.  The  accelerated 
pulse  was  thought  to  be  due  to  excitement  incident  to  leaving  her 
children  and  coming  to  the  hospital.  There  was  no  evidence  of 
svphilis  or  rickets ;  chest  was  normal ;  bacteriological  examination 
of  vaginal  secretions  for  gonococci  by  Gram  were  negative. 

The  pelvic  measurements  were:  Interspinal,  26  cm.;  inter- 
costal, 29  cm. ;  bitrochanteric,  31  cm. ;  external  conjugate,  20  cm. 

The  abdomen  was  ovoid  and  its  greatest  circumference  was 
y^l/2  cm.  The  abdominal  wall  was  of  such  thickness  and  tension 
that  palpation  was  difficult,  hence  the  exact  height  of  the  fundus 
was  not  determined.  The  fetal  parts  could  not  be  outlined,  and 
no  fetal  heart  sounds  were  audible  on  auscultation.  On  vagino- 
abdominal and  rectoabdominal  palpation  the  cervix  was  found 
opened  sufficiently  to  admit  one  finger.  The  uterus  was  central, 
softened  and  enlarged,  and  a  large,  hard  mass  was  found  to  the 
right  and  slightly  posterior  to  it.  It  was  slightly  movable,  and 
gave  but  very  little  discomfort  on  pressure.  There  was  no  special 
indication  to  operate  immediately,  for  the  reason  that  the  patient 
was  comfortable,  but  she  was  kept  under  close  observation. 

Dr.  Elbrecht  presented  an  illustration  showing  the  characteristic 
configuration  and  beginning  calcification  about  the  scalp.  The 
roughened  surfaces  on  the  anterior  part  of  the  trunk  and  on  the 
contorted  extremities  showed  the  attachment  of  the  omentum. 

After  referring  to  several  blood  examinations  that  had  been 
made,  he  stated  that  his  purpose  in  waiting  up  to  this  date  before 
operating  was  to  give  the  fetus  a  chance  to  develop  to  a  viable 
age,  if  alive,  for  since  the  woman  was  under  constant  observation 
there  was  little  danger  in  this,  as  immediate  operation  could  have 
been  decided  on  had  she  developed  any  untoward  symptoms. 

Laparotomy  was  performed  on  November  17,  1906,  and  dis- 
closed the  following  interesting  pathology:  The  fetus  was  par- 
tially enveloped  by  the  thoroughly  adherent  omentum  and  was 
located  in  the  region  of  the  umbilicus,  or  even  slightly  above  it, 
and  showed  no  trace  of  any  cordal  attachment  to  the  placenta, 
which  was  plainly  visible  in  the  right  tube.  The  ostium  of  the 
tube  was  perfectly  sealed  by  the  membranes  and  contained  about 
one-half  ounce  of  fluid,  apparently  serum.  The  entire  placental  tis- 
sue occupied  only  the  outer  third  of  the  tube,  which  was  greatly 
distended  and  thickened,  and  thus  accommodated  the  amount  of 
pressure  it  withstood  before  aborting,  and  there  was  no  protru- 
sion or  external  evidence  of  a  cord.  This  proved  that  the  cord 
must  have  been  stretched  or  torn  off,  and  subsequently  macerated 
and  absorbed,  and  that  after  the  abortion  was  complete  the  tube 
collapsed  on  the  placenta,  its  membranes  plugging  the  open  end 
sufficiently  to  prevent  a  severe  hemorrhage.  She  undoubtedly  had 
some  hemorrhage  when  the  abortion  occurred,  but  there  was  no 
trace  of  it  at  the  time  of  the  operation.  Salpingo-oophorectomy 
was  done  by  cutting  the  cornu  of  the  tube  out  of  the  uterus  by 
an  ellipticaf  incision  to  insure  the  entire  removal  of  mucous  mem- 
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brane,  and  the  wound  thus  made  and  the  broad  ligament  were 
sewed  with  a  buttonhole  stitch  of  catgut.  The  fetus  was  detached 
from  the  omentum  by  ligatures,  and  the  appendix,  which  was 
retrocecal  and  held  down  by  adhesions,  was  also  removed.  The 
patient  had  an  uninteresting  convalescence.  The  uterus  was 
curetted  at  a  later  date  to  insure  the  removal  of  decidual  mem- 
brane, but  none  was  found.  Evidently  the  membranes  were 
passed  spontaneously  and  escaped  the  notice  of  the  patient.  The 
patient  improved  greatly  in  general  health  while  under  observa- 
tion, having  gained  about  twenty  pounds  in  weight  during  her 
stay  in  the  hospital.  On  close  inspection  of  the  fetus,  grayish- 
white  spots  were  noted,  superficially  on  the  skull  and  in  various 
locations,  which  looked  like  early  calcareous  formations,  and  it 
was  the  author's  belief  that  this  would  have  been  more  typical  had 
the  specimen  remained  longer.  The  contour  of  the  head  and  the 
contortion  of  the  extremities  were  also  characteristic  of  litho- 
pedion. 

Dr.  Ernst  Jonas  of  St.  Louis,  Mo.,  referred  to  a  specimen 
which  he  presented  to  the  Southern  Surgical  and  Gynecological 
Association  in  1900.  The  case  was  very  unusual.  At  the  begin- 
ning of  the  third  month  the  ovum  had  slipped  away  from  the  right 
tube  and  had  implanted  itself  in  the  region  of  the  liver.  It 
changed  the  liver  tissue  and  peritoneum  which  covered  the  kidney 
tissue  and  was  able  to  keep  up  nourishment  of  the  child  to  full 
term.  The  child  was  delivered  at  full  term  by  Dr.  Tuholske.  The 
mother  died  of  hemorrhage  when  an  effort  was  made  to  remove 
the  placenta.  Considering  that  there  was  no  contractile  tissue  in 
this  region,  it  was  easily  understood  how  the  patient  had  a  fatal 
hemorrhage. 

Dr.  Joseph  Price  of  Philadelphia  said  there  was  scarcely  an 
operator  present  who  had  not  had  similar  experiences  to  those  that 
had  been  related.  Probably  the  cases  were  not  of  such  long- 
standing, and  so  full  of  calcareous  degeneration.  He  recalled  a 
large  specimen  of  this  nature  with  a  foot  protruding  from  the 
sac.  This  case  was  beautifully  illustrated,  and  fully  reported  in 
the  Transactions  of  the  Association.  The  essayist  had  failed  to 
call  attention  to  a  noted  historical  case  in  his  own  city,  where  a 
woman  in  the  presence  of  an  old  fetus,  not  a  lithopedion  or  cal- 
careous degeneration,  gave  birth  to  two  or  three  children.  It  was 
removed  bv  Dr.  Mann,  assisted  by  Dr.  Park.  It  was  necessary  to 
do  extensive  surgery,  some  bowel  suture,  and  resection.  The 
woman  made  a  good  recovery.  Both  surgeons  worked  in  this 
operation  to  save  time.  Dr.  Price  reported  two  or  three  interest- 
ing cases  of  ectopic  gestation  in  connection  with  the  specimen  ex- 
hibited, which  had  a  bearing  on  the  subject. 

Dr.  E.  Gustav  Zinke  of  Cincinnati,  Ohio,  said  that  history  was 
full  of  such  cases,  but  most  of  them  did  not  terminate  so  fortu- 
nately, manv  of  them  ulcerating  through  the  bladder  or  rectum. 
In  examining  the  specimen  that  had  been  exhibited,  there  was  a 
gestation   sac.   which   was  probably  the  only   structure   that   had 


lewis:  ophthalmia  neonatorum.  665 

undergone  calcification.  The  fetus  itself  was  not  a  so-called  litho- 
pedion,  because  soft  structures  could  still  be  found.  In  order  to 
have  a  genuine  lithopedion  everything  must  be  calcareous  in  char- 
acter. While  the  gestation  sac -in  this  case  had  undergone  com- 
plete calcification,  the  fetus  was  quite  soft  and  the  hardness  was 
due  solely,  he  thought,  to  the  pressure  and  the  drying  of  the 
muscles.  One  could  feel  the  skeleton  plainly  through  the  speci- 
men presented,  and  he  did  not  think  it  right  to  say  that  the  speci- 
men belonged  to  the  lithopedion  variety. 

Dr.  Hayd,  in  closing  the  discussion,  said  he  was  familiar  with 
the  cases  mentioned  by  Dr.  Price,  and  particularly  with  the 
Buffalo  case,  he  having  assisted  Dr.  Mann  in  this  operation.  Dr. 
M ann  operated  with  a  history  of  continued  suppuration  and  found 
a  mass  which  resembled  a  dermoid  cyst.  There  was  a  classical 
case  reported  by  Dr.  Lewis  S.  McMurtry  in  the  Transactions  of 
the  Association,  and  which  was  also  given  in  detail  in  Reed's  book 
on  gynecology. 


OPHTHALMIA  NEONATORUM;  A  PATHOLOGIC  AN- 
ACHRONISM.1 


BT 

F.  PARK  LEWIS,  M.D., 
Buffalo,  N.  Y. 


It  is  now  almost  a  quarter  of  a  century  since  Carl  S.  F.  Crede 
of  Leipsic  presented  to  the  medical  profession  in  an  epoch-making 
paper,  a  discovery  of  such  tremendous  importance  that  its  value 
has  not  been  fully  realized  up  to  the  present  day.  In  the  Archive 
fiir  Gynecologic  of  October,  1883,  Crede  announced  that  by  allow- 
ing a  single  drop  of  a  two  per  cent,  solution  of  nitrate  of  silver  to 
flow  from  the  end  of  a  glass  rod  one-eighth  of  an  inch  in  diam- 
eter upon  the  cornea  of  a  new  born  child  he  had  reduced  the  infec- 
tions causing  ophthalmia  neonatorum  in  his  great  obstetrical  clinic 
from  10  per  cent,  of  the  total  number  of  births  to  two-tenths  of  1 
per  cent.  The  importance  of  this  announcement  will  be  better 
understood  when  it  is  borne  in  mind  that  at  that  time,  when  many 
of  us  were  students  or  young  practitioners,  the  new  science  of 
medicine  had  but  just  been  born.  It  was  only  four  years  before 
that  Neisser  had  isolated  the  gonococcus,  and  I  remember  very 
well  strangling  in  a  carbolized  atmosphere  in  an  endeavor  to  see 

\A.n  address  delivered  by  invitation  at  the  twentieth  annual  meeting  of 
the  American  Association  of  Obstetricians  and  Gynecologists,  held  at  De- 
troit, September  17-19.   IQ07- 
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Billroth  apply  the  principles  of  Lister.  Your  distinguished  presi- 
dent— then  a  young-  man — had  but  just  written  that  inspiring  little 
monograph,  which,  though  overshadowed  since  by  his  greater 
work,  nevertheless  served  as  an  inspiration  to  thousands  of  young 
American  surgeons,  "How  to  Treat  Wounds  To-day,"  and  the 
whole  medical  world  was  awakened  and  had  become  keenly  alive 
to  the  importance  of  microbial  infections. 

An  additional  importance  was  given  to  this  great  discovery  by 
reason  of  the  frightful  virulence  of  the  infection  which  it  was 
found  to  control.  The  ugly,  deformed,  staphylomatous  eyeballs, 
resulting  from  the  corneal  ulcerations  of  this  disease,  were  seen 
everywhere.  With  the  exception  of  smallpox,  no  single  infection 
had  begun  to  compare  in  the  virulence  of  its  results  with  ophthal- 
mia neonatorum.  Fully  one-quarter  of  all  of  the  pupils  in  the 
asylums  for  the  blind  were  victims  of  this  malady,  and  when, 
therefore,  the  statement  was  made  by  one  of  the  most  careful  and 
dependable  obstetricians  in  Europe  that,  by  this  absurdly  simple 
precautionary  measure,  the  child's  chances  of  escaping  the  infec- 
tion were  increased  fifty  times,  then  obstetricians  everywhere 
began  repeating  the  experiments  of  Crede,  and  from  enormous 
numbers  upon  which  to  base  their  statistics  obtained  singularly 
uniform  results. 

From  tables  published  by  Kostling  of  Halle,  in  17,767  births 
with  no  treatment,  9.2  per  cent,  developed  the  ophthalmia  of 
infancy,  while  in  24,723  births,  in  which  the  prophylactic  treat- 
ment of  the  2  per  cent,  nitrate  of  silver  was  employed,  the  infec- 
tion developed  in  0.65  per  cent.  In  4,000  births  at  the  Sloan  Ma- 
ternity Hospital  in  New  York  during  a  period  of  six  years,  in 
which  Crede's  method  was  employed,  not  one  case  of  ophthalmia 
developed.  Later,  in  1886,  Crede  reported  1,211  births,  with  3 
but  slightly  affected,  or  0.25  per  cent. 

Other  microbicides  were  tested  for  their  prophylactic  virtues — 
carbolic  acid,  iodoform,  bichloride  of  mercury,  the  newer  silver 
salts,  protargol,  argyrol,  and  even  simple  lavage  with  plain  water. 
All  had  their  advocates,  and  statistics  were  published  galore. 
Indeed,  a  distinctive  literature  has  appeared,  so  popular  has  the 
subject  become,  which  if  assembled  would  make  large  volumes. 
Meantime,  too,  scientific  medicine  had  not  been  quiescent  in  other 
directions.  We  had  learned  how  to  drive  yellow  fever  from  its 
noisome  haunts.  We  had  hunted  the  typhoid  germ  to  its  polluted 
source.    We  knew  under  what  conditions  the  bacillus  of  tubercu- 
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losis  flourished  and  under  which  it  faded  away.  Then,  of  course, 
in  the  case  of  a  superficial  infection  like  that  which  produces  oph- 
thalmia neonatorum,  the  nature  and  time  of  entry  of  which  have 
been  perfectly  understood  for  more  than  two  score  of  years,  and 
which  prophylaxis  places  almost  absolutely  under  control,  the  dis- 
ease must  be  practically  wiped  out  of  the  land,  and  its  ravages  seen 
no  more  forever. 

Let  us  see.  The  city  of  Buffalo  is  perhaps  one  of  the  most 
fortunate  sections  of  the  United  States  in  the  protection  which  it 
legally  affords  the  new  born  child.  For  fourteen  years  it  has  had 
a  law  requiring  midwives  to  attain  a  certain  standard  of  profi- 
ciency in  their  work,  this  to  be  determined  by  a  board  composed 
of  capable  and  reputable  physicians.  There  exists  also  a  law  that 
every  midwife  shall  at  once  report  to  some  physician  the  existence 
of  a  case  of  ophthalmia  neonatorum  when  it  becomes  known  to 
her,  under  penalty  of  a  fine.  The  Health  Commissioner,  Dr. 
Ernest  Wende,  has  the  deserved  reputation  of  being  one  of  tha 
most  capable  and  efficient  public  servants  in  this  work  in  the 
United  States. 

Some  months  ago  Dr.  Wende  sent  return  post  cards  to  each 
physician  engaged  in  the  practice  of  obstetrics,  to  each  midwife 
in  the  city  of  Buffalo,  and  to  the  superintendent  of  each  hospital 
receiving  lying-in  cases.  On  each  card  was  a  request  that  a  state- 
ment be  made  as  to  the  number  of  cases  of  ophthalmia  of  the 
new  born  that  had  occurred  in  the  practice  of  the  person  receiving 
the  card  or  in  the  institution  during  the  previous  year ;  what,  if 
any,  prophylactic  had  been  used,  and  with  what  result.  The  tGtal 
number  of  births  in  the  city  of  Buffalo  during  the  previous  year 
had  been  8,500.  The  returns  did  not  include  hospitals  or  other 
lying-in  institutions  in  which,  as  Hubbell  has  shown,  the  frequency 
is  much  greater  than  in  private  practice.  The  total  numbei  cf 
cases  reported  was  one  hundred  and  two,  and  if  we  add  the  un- 
reported cases  it  will  undoubtedly  show  ten  times  as  many  infec- 
tions as  should  have  occurred  had  adequate  prophylaxis  been 
employed. 

"But,"  said  the  editor  of  a  rather  prominent  southern  journal 
shortly  after  the  appointment  of  a  committee  on  ophthalmia  neo- 
natorum by  the  president  of  the  American  Medical  Association  at 
its  meeting  at  Boston  in  1906,  "does  it  not  seem  strange  ;hat 
legislation  should  be  considered  necessary  to  urge  physicians  and 
midwives  to  do  their  duty?    We  question  very  much  that  blind- 
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ness  due  to  ophthalmia  will  become  much  reduced  by  such  legisla- 
tion. The  disease  is  certainly  much  less  dreaded  now  than  for- 
merly, and  Crede's  method  is  more  generally  used ;  consequently, 
an  additional  legislative  act  seems  an  unnecessary  burden  on  the 
statute  books." 

Is  this  disease,  then,  well  understood  and  under  control,  and 
is  the  method  of  Crede  generally  and  correctly  employed?  The 
secretary  of  your  Association,  who  is  president  of  the  New  York 
Board  of  Medical  Examiners,  refused  recently  to  allow  a  medical 
applicant  to  qualify  because,  among  other  errors  of  knowledge  or 
judgment,  he  advised  as  a  prophylactic  for  ophthalmia  neonatorum 
the  I  per  cent,  or  2  per  cent,  solution  of  nitrate  of  silver  dropped 
in  the  eyes  every  15  to  30  minutes.  An  examiner  of  undoubted 
ability  and  broad  experience  demurred  at  this  ruling,  saying  that 
the  remedy  was  right  and  the  dosage  was  correct — the  error  was 
in  its  too  frequent  application,  asking  whether  nature  did  not  take 
care  of  such  cases  and  whether  disaster  might  be  apprehended  in 
consequence. 

"I  have  been  astonished,"  writes  Dr.  de  Schweinitz,  "in  this 
comparatively  enlightened  age  to  find  the  appalling  practices 
which  go  on  among  the  poor  in  the  Italian,  negro,  and  other  quar- 
ters of  the  city.  It  would  seem  to  me  that  there  is  not  any  foolish 
thing  that  some  equally  foolish  midwife  will  not  put  into  the  eyes 
of  a  new  born  baby  provided  there  is  any  irritation.  I  will  not 
burden  this  letter,"  he  continues,  "by  citing  instances  of  the 
appalling  ignorance  of  certain  physicians  in  regard  to  the  proper 
method  of  employing  silver  under  these  circumstances,  except  to 
quote  a  case  recently  seen,  where  a  physician  used  a  2  per  cent, 
solution  of  nitrate  of  silver — a  drop  in  each  eye  of  a  new  born 
babe  three  times  a  day  for  three  days,  when  there  was  not  the 
slightest  reason  for  its  use,  except  a  small  discharge  at  the  inner 
angles  of  the  eyes  totally  free  from  the  presence  of  gonococci.  As 
a  result  the  baby  has  a  large  white  scar  over  one  cornea  and  a 
smaller  one  over  the  other." 

But,  you  urge,  the  standard  of  medical  knowledge  has  been 
raised  so  much  during  the  last  twenty-four  years  that  even  if 
infections  do  occur,  notwithstanding  the  neglect  or  mismanage- 
ment of  a  gonococcic  or  other  microbial  conjunctivitis  in  an 
infant,  the  resulting  blindness  or  serious  injury  to  the  eves 
must  be  an  exceedingly  rare  occurrence,  and  it  can  no  longer  be 
a  prolific  cause  of  blindness.     In  the  New  York  State  School  for 
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the  Blind  children  are  received  between  the  ages  of  five  and 
twenty-one  years.  Many  of  those  newly  entering  are  of  kinder- 
garten age.  Among  those  registered  during  the  past  four  years— 
which  shows  how  recent  had  been  their  affliction— 26  per  cent, 
had  their  blindness  assigned  by  careful  examiners  to  ophthalmia 
neonatorum,  while  39  of  the  150  registered,  or  one-quarter  of  the 
whole  number,  had  their  eyes,  and  consequently  their  lives,  of- 
fered as  a  sacrifice  to  this  Moloch  of  ignorance  and  neglect. 

Philadelphia  is  certainly  one  of  the  most  enlightened  medical 
centers  in  the  world.  At  Overbrook,  one  of  its  suburbs,  is  the 
school  for  the  blind,  concerning  which  Professor  Allen,  for  many 
years  its  superintendent,  writes  me:  "It  happens  that  I  have  by 
me  the  main  causes  of  blindness  in  percentages  of  the  536  pupils 
during  my  administration— or  between  1890  and  1906  inclusive— 
a  period  of  sixteen  years.  In  this  table  ophthalmia  neonatorum 
figures  29  per  cent,  of  the  whole.  These  cases  were  assigned  by 
our  own  oculist,"  he  writes,  "Dr.  George  C.  Harlan,  and  I  think 
there  is  no  mistake  in  the  compilation  of  the  averages." 

Recently  Mr.  Simeon  Snell,  in  a  communication  to  the  British 
Medical  Association,  reported  that  of  333  inmates  of  the  Sheffield 
school  for  the  blind,  136,  or  42.36  per  cent.,  had  been  blinded  by 
ophthalmia  neonatorum.  These  startling  figures  led  to  the  unani- 
mous passage  of  a  resolution,  proposed  by  Mr.  Stevenson  and 
seconded  by  Dr.  Karl  Grossman,  that  in  the  opinion  of  the  section 
on  ophthalmology  the  time  had  come  for  the  British  Medical  Asso- 
ciation to  take  action  toward  the  prevention  of  ophthalmia  neo- 
natorum. 

While  I  am  not  prepared  to  admit  that  our  results  are  quite  as 
bad  as  these  figures  would  indicate— for  in  our  schools  for  the 
blind  are  only  the  young,  among  whom  the  victims  of  ophthalmia 
neonatorum  are  always  much  the  more  numerous — we  still  must 
admit  with  humiliation  and  chagrin  that  the  lesson  which  Crede 
taught  has  not  been  adequately  learned.  We  have  followed  false 
gods  in  seeking  easier  methods,  and  our  asylums  are  full  of  need- 
less victims.  But  are  all  of  these  cases  of  blindness  occurring  in 
the  schools  of  recent  origin?  Is  it  not  possible  that  these  blind 
children  in  the  schools  are  the  product  of  earlier  negligence,  and 
that  more  modern  methods  are  now  in  use  ? 

In  the  State  of  New  York,  as  determined  by  the  special  com- 
mission, there  were  found  to  be  6,200  blind  persons.  Of  these 
569  were  under  one  year  of  age,  and  under  four  years,  including 
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those  under  one  year,  were  959  children.  In  the  State  of  Massa- 
chusetts, among  3,306  blind  registered,  661,  or  more  than  20  per 
cent.,  had  become  blind  before  their  fifth  year.  If  we  exclude 
ulcerative  conditions,  due  to  bad  hygiene  and  insufficient  nourish- 
ment, which  ought  to  be  controllable,  and  congenital  blindness, 
which  in  many  instances  can  be  avoided  by  preventing  the  con- 
genitally  blind  from  mating,  we  may  safely  assume  that  one-half 
of  this  number,  or  10  per  cent,  of  the  whole,  have  given  their 
eyes  as  a  tribute  to  ignorance  or  neglect. 

Such  statements  as  these  must  give  us  pause.  What  do  they 
mean?  It  would  seem  that  while  we  have  been  combating  more 
spectacular  maladies — bringing  our  sanitary  batteries  to  bear  on 
typhoid,  yellow  fever,  and  tuberculosis — this  elusive,  if  no  less 
vicious  malady,  has  in  some  degree  at  least  escaped  us.  It  is 
endemic  but  sporadic.  It  occurs  only  in  from  one  in  fifty  to  one 
in  two  hundred  cases.  The  busy  general  practitioner,  chiefly 
occupied  with  the  better  classes  of  society,  may  not  see  a  case  in 
years;  meanwhile,  he  forgets  its  virulence  and  malignancy,  and 
when  his  attention  is  called  to  the  red,  swollen,  suppurating  eyes 
of  the  baby — the  mother  being  already  convalescent — he  thinks 
that  any  intelligent  physician  is  capable  of  treating  a  conjunctivi- 
tis ;  indeed,  he  has  been  told  so  by  the  editor  of  one  of  our  med- 
ical journals,  and  he  uses  secundum  art  cm  as  he  thinks  a  2  per 
cent,  solution  of  silver  nitrate  every  two  hours  or  a  10  per  cent 
solution  of  argyrol  once  a  day.  When,  finally,  the  cornea  sloughs, 
the  curtain  falls,  and  the  light  of  those  baby  eyes  is  extinguished 
forever,  he  honestly  believes  that  the  virulence  of  the  attack  was 
such  that  no  skill  could  have  averted  disaster.  "He  done  his 
damndest.    Angels  could  do  no  more." 

But  it  is  not  chiefly  at  us  of  the  medical  profession  that  the 
accusing  finger  can  with  justice  be  pointed  except  for  our  sins 
of  omission  for  responsibility  not  sustained.  The  negligence, 
the  ignorance,  the  indifference  concerning  these  conditions,  find 
their  apotheosis  in  the  midwife.  Permit  me,  if  you  please,  to 
quote  from  a  careful  study  of  this  subject  made  by  a  trained 
nurse.  F.  Elizabeth  Crowell,  on  the  "Midwives  of  New  York," 
which  appeared  in  Charities  and  the  Commons  for  January  12  of 
the  current  year,  and  which  will  stand  doubtless  for  the  same 
class,  whether  they  appear  in  Oakland  or  Oklahoma.  Of  one 
Italian  midwife  it  is  written,  "her  home  was  of  the  dirtiest,  the 
condition  of  her  hands  was  indescribable,  her  clothing  was  filthy, 
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and  her  bag  beggared  description."  As  to  the  midwives'  homes, 
106  were  absolutely  filthy,  as  were  the  clothing  and  person  of 
the  midwife  herself.  As  for  the  bags  and  their  equipment  from 
a  professional  standpoint,  by  far  the  greater  number  would  make 
fit  decorations  for  a  chamber  of  horrors.  Rusty  scissors,  dirty 
string,  a  bit  of  cotton,  a  few  corrosive  sublimate  tablets,  old  rags 
and  papers,  some  ergot  and  vaseline,  a  gum  catheter  wired, 
were  the  usual  contents. 

Please  God,  these  conditions  will  have  been  bettered  by  the  re- 
cent law  passed  for  Greater  New  York,  putting  these  women 
under  the  control  of  the  Health  Department,  for  there  are  between 
nine  hundred  and  one  thousand  of  them  (many,  indeed,  well 
trained,  cleanly  and  intelligent)  who  were  present  during  the  past 
year  at  the  confinement  of  43,834  mothers  in  the  metropolis — 
about  42  per  cent,  of  the  whole  number  of  births.  In  the  city  of 
Buffalo,  with  a  population  of  nearly  400,000,  at  about  half  of  the 
births  a  midwife  presides.  In  all  probability,  a  like  proportion 
obtains  in  every  community  in  which  the  population  is  largely 
foreign.  With  regard  to  the  prevalence  of  ophthalmia  neonatorum 
there  are  no  available  statistics  for  New  York  City.  The  pro- 
vision of  the  sanitary  code  regarding  the  reporting  of  contagious 
diseases  to  the  Board  of  Health  is  practically  a  dead  letter  in 
connection  with  this  particular  disease. 

What,  then,  is  to  be  done?  The  control  of  the  conditions  pro- 
ducing this  vast  amount  of  unnecessary  blindness  is  entirely  pos- 
sible and  practical.  Two  factors  are  essential :  first,  more  en- 
lightenment— a  broader,  more  general,  popular  knowledge  of  the 
causes  and  measures  to  be  employed  for  its  prevention ;  second, 
perfectly  organized  and  coordinated  effort  in  securing  its  control. 
The  first  is  dependent  upon  the  second.  It  is  to  us  of  the  medical 
profession  that  the  intelligent  laity  is  looking  for  advice  and 
instruction.  Already  societies  for  improving  the  condition  of  the 
blind  and  the  prevention  of  blindness  are  asking  what  they  can 
do  to  remedy  the  evil,  and  they  can  take  no  step — they  can  advance 
no  movement — except  as  they  have  the  authority  and  support  of 
those  who  know  what  to  do  and  how  it  should  be  done.  Said  that 
wonderful  young  woman,  Helen  Keller,  a  few  days  ago  at  a  great 
meeting  at  Boston,  speaking  of  blindness  due  to  ophthalmia  neo- 
natorum :  "The  problem  of  prevention  should  be  dealt  with 
frankly.  Physicians  should  take  pains  to  disseminate  knowledge 
needful  for  a  clear  understanding  of  the  causes  of  blindness.    The 


672  LEWIS  :    OPHTHALMIA    NEONATORUM. 

time  for  hinting  at  unpleasant  truths  is  past.  Let  us  insist  that 
the  States  put  into  practice  every  known  and  approved  method  of 
prevention  and  that  physicians  and  teachers  open  wide  the  doors 
of  knowledge  for  the  people  to  enter  in.  The  facts  are  not  agree- 
able reading.  Often  they  are  revolting.  But  it  is  better  that  our 
sensibilities  should  be  shocked  than  that  we  should  be  ignorant  of 
facts  upon  which  rest  sight,  hearing,  intelligence,  morals,  and  the 
life  of  the  children  of  men.  Let  us  do  our  best  to  rend  the  thick 
curtain  with  which  society  is  hiding  its  eyes  from  unpleasant  but 
needful  truths." 

Said  Dr.  Juan  Santos  Fernandez,  the  distinguished  Cuban 
ophthalmologist,  and  an  honorary  Fellow  of  this  Association, 
touching  upon  this  subject:  "The  important  thing  is  to  bring 
before  the  public  mind,  by  means  of  constant  propaganda,  a 
knowledge  of  the  danger  to  a  recently  born  child,  who  is  at  all 
affected  as  to  the  eyes,  the  great  harm  which  a  husband  affected 
with  gonorrhea,  may  cause  his  wife  or  offspring,  and,  side  by  side 
with  these,  to  call  the  attention  of  the  family  to  the  facilities  which 
the  authorities  will  furnish  them  to  guard  against  blindness. 
This,"  he  continues,  "would  be  worth  much  more  than  penalties, 
and  if  there  were  a  physician  paid  by  the  State  (and  in  every 
county  in  the  United  States  may  such  a  health  officer  be  found) 
to  attend  to  the  poor  children  affected,  or  to  prevent  their  becom- 
ing affected,  and  this  fact  were  to  become  known  to  the  poor,  they 
would  surely  seek  his  assistance,  and  he  could  fulfil  his  duties." 

The  campaign  of  education  must  be  conducted  along  two  dis- 
tinct lines.  As  Stephenson  has  shown  in  his  recent  monograph  on 
this  subject,  "It  might  be  thought  that  medical  practitioners  needed 
no  instruction  as  to  the  ways  of  preventing  ophthalmia  neo- 
natorum, and  doubtless  the  majority  do  not!  There  remains, 
however,  the  significant  fact  that  all  of  the  babies  who  subse- 
quently develop  ophthalmia  have  not  been  delivered  by  midwives 
or  uninstructed  women,"  and  Treacher  Collins  supplements  this 
by  saying :  "Sad  to  relate,  cases  in  which  delay  in  the  application 
of  appropriate  treatment  has  resulted  in  permanent  damage  are 
met  with,  where  the  mothers  have  been  attended  by  a  duly  quali- 
fied medical  man,  and  not  by  an  ignorant  midwife."  It  would 
seem  to  be  essential,  then,  that  exact  information  be  conveyed  to 
the  members  of  the  medical  profession  as  to  the  manner  in  which 
the  toilet  of  the  infant  should  be  performed— how  the  eyes  should 
be  cared  for  in  order  that  they  may  be  protected  from  infection. 
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Said  Dr.  W.  O.  Moore,  in  the  Medical  Record,  nearly  a  quarter 
of  a  century  ago,  "if  the  physician  would  attend  to  the  first  bath 
of  the  new  born  and  not  leave  the  entire  charge  to  a  nurse,— per- 
haps an  ignorant  one,— much  trouble  and  suffering  might  be 
averted."  Schirmer  speaks  of  this  first  bath  as  "giftwasser"— 
poison  water— and  simply  dries  the  child's  face,  postponing  the 
bath  till  the  following  day.  Snell  reports  an  almost  absolute 
freedom  from  ophthalmia  in  the  Jersop  Maternity  Hospital,  sim- 
ply by  reason  of  exceeding  care  given  to  the  toilet  of  the  baby's 
eyes.  "The  patients,"  says  Dr.  Snell,  "are  among  the  poorest; 
some  are  inmates  of  the  hospital,  but  the  great  majority  are  con- 
fined in  their  own  homes.  The  midwives  have  received  instruc- 
tions that  immediately  the  head  is  born,  attention  must  be  directed 
to  the  baby's  eyes.  Then  with  little  pieces  of  lint  moistened  in 
tepid  water  the  eyes  are  carefully  washed,  as  well  as  the  eyelids 
and  parts  adjoining.  Subsequently  in  washing  the  child,  care  is 
taken  to  guard  against  reinfection.  During  the  last  three  years 
there  have  been  2,242  labors  among  the  in-patients  and  out- 
patients. In  the  first  200  there  were  a  few  cases  of  purulent 
ophthalmia,  but  in  the  last  2,000,  since  the  method  has  been  sys- 
tematically adopted,  not  a  single  case  occurred.  Directions  were 
also  given  to  the  nurses  that  if  a  child's  eyes  looked  red  it  was 
to  be  taken  at  once  to  the  hospital  for  a  drop  of  nitrate  of  silver 
solution  to  be  dropped  into  the  eye."  The  plan  depends  for  its 
efficacy  on  simple  cleansing,  and  its  success  seems  to  be  well 
worthy  of  note. 

If  these  cases  can  be  improperly  handled  by  trained  medical 
men,  what  must  be  done  by  midwives  ?  Before  these  women  can 
be  instructed  they  must  be  known,  registered,  and  made  responsi- 
ble. It  seems  quite  impracticable  to  eliminate  them  entirely,  but 
they  must  be  made  to  show  certain  qualifications, — a  certain 
amount  of  training,  of  fitness,  of  cleanliness,  and  decency.  This 
means  an  organized  health  movement  for  the  passage  of  State 
laws  placing  these  irregular  and  limited  practitioners  under  the 
control  of  the  health  authorities.  They  should  be  taught  by  lec- 
tures and  simply  but  carefully  worded  instructions  in  their  own 
language,  how  the  toilet  of  the  child  should  be  conducted.  In  a 
circular  issued  by  the  Valentin  Haiiy  Society  for  the  Blind  in 
Paris  for  distribution  to  midwives  and  mothers — and  which  is 
by  far  the  best  published,  advice  is  given  to  the  mother  as  to  her 
personal  care  before  and  up  to  the  time  of  the  birth  of  the  child, 
the  precautions  are  detailed  that  should  be  taken  to  prevent  oph- 
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thalmia,  and  the  necessity  is  urged  in  black  letter  type  of  imme- 
diately seeking  medical  aid  should  the  eyes  of  the  child  become 
at  all  inflamed.  It  cannot  be  hoped,  however,  even  by  the  exercise 
of  the  greatest  care  to  prevent  the  infection  of  every  baby's  eyes, 
although,  as  Stephenson  says,  with  rigid  care  ophthalmia  is 
brought  almost  to  the  vanishing  point.  The  necessity  for  a  proph- 
ylactic is  emphasized. 

Objection  has  been  made  to  the  classic  Crede  method  because 
in  a  very  few  instances  among  the  many  thousands  in  which  it 
has  been  employed  excessive  reaction  has  followed.  The  con- 
sensus of  opinion  seems  to  be,  therefore,  among  obstetricians  and 
ophthalmologists  alike  that  while  Crede's  method  properly  em- 
ployed is  entirely  safe  and  most  effective  in  the  hands  of  the 
trained  accoucheur  it  might,  if  incorrectly  used,  give  rise  to  undue 
irritation  and  it  is  advised,  therefore,  that  the  1  per  cent,  solution 
of  nitrate  of  silver,  which  is  absolutely  free  from  any  danger  to 
the  eyes  whatever  and  which  does  not  produce  silver  catarrh, 
should  in  preference  be  employed  by  unskilled  hands ;  but  what- 
ever prophylactic  is  used  it  should  be  prepared  and  gratutiously 
distributed  by  the  health  department.  It  should  be  enclosed  in 
hermetically  sealed  and  light-proof  tubes  or  ampoules  and  the 
filing  of  the  birth  certificate  which  should  be  invariably  required, 
would  give  the  desired  opportunity  of  placing  the  prophylactic  in 
the  hands  of  the  accoucheur  or  midwife.  The  silver  solution 
would  then  always  be  ready  for  use,  would  be  of  known  strength 
and  purity,  of  trivial  cost  and  of  incalculable  value.  A  physician 
in  Buffalo,  whose  routine  practice  was  to  use  the  Crede  solution, 
omitted  it  twice  in  the  course  of  a  year  because  he  did  not  happen 
to  have  a  preparation  of  the  silver  in  his  bag.  In  both  of  these 
ophthalmia  developed.  Had  these  tubes  been  available  half  a 
dozen  of  them  might  be  carried  at  once  as  the  solution  would  be 
permanently  stable  and  effective  and  two  children  would  have 
escaped  a  danger  which  might  have  cost  them  their  eyes. 

The  certainty  too  that  the  solution  is  of  assured  strength  and 
purity  when  accuracy  of  dosage  is  of  such  great  importance,  must 
give  added  confidence  in  its  use.  In  one  reported  case  the  error 
of  a  pharmacist  made  the  preparation  20  per  cent,  of  silver  nitrate 
instead  of  the  2  per  cent,  called  for,  to  the  consternation  of  the 
doctor  using  it.     The  ampoules  would  prevent  such  errors. 

If  the  midwife  is  to  be  held  responsible  for  her  neglect  to  use 
proper  prophylactic  measures  under  penalty  of  losing  her  license, 
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as  she  should  be,  then  she  should  have  the  prophylactic  put  in 
her  hands  with  fullest  directions  for  its  use,  that  no  excuse  may 
exist  for  omitting  it.  This  measure,  which  is  of  first  importance, 
received  the  unqualified  endorsement  of  Dr.  Sidney  Stephenson  in 
his  admirable  monograph  on  ophthalmia  neonatorum,  in  which 
he  makes  it  one  of  the  measures  recommended  for  the  control  of 
this  disease  and  concerning  which  he  says :  "At  present  in  Eng- 
land we  do  something  of  the.  kind  with  regard  to  calf  lymph  and 
antitoxin.    The  principle,  therefore,  already  is  conceded." 

It  does  not  seem  practicable  to  put  ophthalmia  neonatorum  on 
the  list  of  communicable  diseases.  Considering  the  fact  that  it  is 
so  frequently  of  gonorrheal  origin,  many  physicians  feel  that  to 
report  it,  with  the  name  of  the  parents,  would  be  a  breach  of  pro- 
fessional confidence,  but  for  the  health  officer  to  take  a  semi- 
annual or  annual  canvass  of  the  number  of  cases  occurring  in 
the  practice  of  the  physicians,  midwives,  and  institutions  of  the 
locality,  together  with  a  statement  of  what,  if  any,  prophylactic 
was  used,  with  the  resulting  condition  of  the  eyes  in  each  in- 
stance, has  a  double  value— namely,  in  serving  to  impress  upon 
each  one  receiving  the  card  the  need  of  prophylaxis;  and  in 
obtaining  statistics  from  which  important  conclusions  may  be 
drawn.  It  affords  an  opportunity,  moreover,  of  conveying  in- 
formation to  accoucheurs— that  often  may  not,  and  soon  would 
not,  be  necessary— but,  meanwhile,  it  might  be  instrumental  in 
saving  eyes  that  would  otherwise  be  lost. 

The  conclusions,  in  detail  then,  which  are  suggested  are: 

1.  To  secure  the  enactment  of  laws  in  each  state  or  Federal 
territory  placing  the  supervisory  control  and  licensure  of  mid- 
wives  with  the  Boards  of  Health ;  requiring  that  these  unqualified 
practitioners  be  examined  and  registered  in  each  county  and  that 
they  be  required  to  immediately  report  each  case  of  ophthalmia 
occurring  in  their  practice  under  penalty,  if  found  guilty,  of  for- 
feiture of  their  license  and  a  fine. 

2.  Distribution  by  health  boards  of  circulars  of  advice  to  mid- 
wives  and  mothers  giving  instruction  as  to  the  dangers,  method 
of  infection,  and  prophylaxis  of  ophthalmia  neonatorum. 

3.  The  preparation  and  distribution  by  health  boards  of  am- 
poules or  tubes  containing  the  chosen  prophylactic.  For  mid- 
wives  1  per  cent,  solution  of  nitrate  of  silver  is  almost  universally 
recommended  by  obstetricians  and  ophthalmologists.  For  phy- 
sicians   the    Crede  solution    should    consist  of    a  2    per    cent. 
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solution  of  chemically  pure  fused  nitrate  of  silver.  If  used  as 
directed  by  Crede,  one  drop  from  a  glass  rod  }i  of  an  inch  in 
diameter,  it  is  free  from  excessive  irritation  and  absolutely  safe. 
To  insure  purity  of  the  drug  and  accuracy  of  dosage  the  Crede 
solution  should  be  given  freely  to  physicians  who  make  applica- 
tion therefor.  This,  however,  should  be  merely  advisory.  The 
health  department  should  be  free  to  use  such  prophylactic  as  it 
may  deem  best. 

4.  Periodic  report  to  Boards  of  Health  by  all  physicians  en- 
gaged in  obstetrics  of  the  number  of  cases  of  ophthalmia  neon- 
atorum that  has  occurred  in  their  practice,  whether  or  not  a 
prophylactic  was  used — if    so,  what — together  with  the  result. 

5.  The  accomplishment  of  these  measures  by  the  appointment 
of  committees  through  the  various  state  and  county  societies 
whose  cooperation  would  make  concerted  action  possible. 

6.  To  secure  these  ends  the  requested  cooperation  of  the  Amer- 
ican Association  of  Obstetricians  and  Gynecologists,  the  Academy 
of  Ophthalmology  and  Oto-Laryngology,  the  American  Ophthal- 
mological  Society,  the  American  Public  Health  Association,  and 
such  other  organizations  as  may  appoint  committees  on  ophthalmia 
neonatorum. 

If  this  plan  of  campaign  be  agreed  upon  with  such  modifica- 
tions as  obstetricians,  ophthalmologists,  and  sanitarians  may  sug- 
gest, then  a  united  and  coordinated  effort  should  be  made  to  carry 
it  into  effect.  If  we  would  protect  the  babies — future  citizens  of 
the  United  States — from  the  poverty  and  misery  of  needless 
blindness,  we  must  join  hands  and  form  a  cordon  reaching  from 
Maine  to  Alaska  and  from  the  Great  Lakes  to  the  Gulf.  The 
machinery  is  already  in  existence.     It  is  but  to  act. 

To  what  nobler  work  could  the  splendid  organization  of  the 
American  Medical  Association  lend  itself  than  in  furthering  such 
a  cause.  Such  an  organized  and  concerted  movement  steadily 
and  effectively  at  work  throughout  the  length  and  breadth 
of  the  land,  would  mark  a  new  era  in  which  the  sodal- 
ity of  medicine  would  become  the  chief  factor  in  a 
social  uplift.  It  would  bind  the  fraternity  together  with 
closer  ties  in  an  effort  to  shield  humanity  from  its 
own  follies  and  frailties.  It  would  practically  abolish  oph- 
thalmia as  a  cause  of  blindness,  thereby  saving  millions  to  the 
commonwealth  and  inmeasurably  increasing  the  happiness  and 
efficiency  of  humanity  throughout  the  world. 

454  Franklin  Street. 
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After  a  vote  of  thanks  had  been  extended  to  Dr.  Lewis  for  his 
interesting  address,  the  President,  Dr.  Robert  T.  Morris  of  New 
York,  delivered  his  address.    He  selected  for  his  subject 

BACK  TO  AN  OLD  IDEA.* 

It  was  President  Morris's  wish  that  his  address  be  discussed. 

DISCUSSION. 

Dr.  Joseph  Price  of  Philadelphia  said  it  was  not  his  habit  to 
disagree  with  Dr.  Morris  with  reference  to  rapidity  in  operating, 
but  he  could  not  agree  with  the  statement  that  the  ancient  oper- 
ators were  sluggish  in  their  methods.  Three  of  the  citations  given 
came  from  valuable  sources,  so  that  they  should  be  accepted  as 
authoritative.  In  preantiseptic  and  preanesthetic  days  surgeons 
worked  quickly.  The  speaker  had  had  onoortunities  of  seeing 
surgeons  work  in  preanesthetic  days,  and  it  was  very  vital  that 
surgeons  did  their  work  quickly  to  save  life,  and  although  some  of 
them  had  been  designated  as  heartless,  cruel,  and  brutal,  this  was 
untruthful.  They  not  only  did  their  surgical  work  rapidly,  but 
dextrously,  largely  due  to  the  fact  that  the  mother,  father,  son,  or 
daughter  held  the  legs  and  heads  or  other  members  while  the 
surgeon  passed  the  knife  around  an  arm  or  leg  rapidly  and  used 
the  saw  quickly.  When  a  small  boy,  he  recalled  seeing  two  legs 
amputated  in  Virginia  by  Dr.  Hinkle,  a  graduate  of  the  University 
of  Pennsylvania,  who  did  the  operation  near  a  barn  in  the  sun- 
light, following  a  threshing  machine  accident.  The  operation  was 
very  rapid,  indeed.  The  patient  recovered  without  a  ripple.  He 
had  an  opportunity  early  in  his  boy  life  of  seeing  a  good  number 
of  eminent  surgeons  operate  in  a  hospital  in  Baltimore,  among 
them  Nathan  R.  Smith.  All  of  Smith's  operations  were  done  rap- 
idly. Agnew  and  Levis  were  rapid  operators.  Agnew  did  stone 
operations  in  a  minute  or  so.  Both  of  the  patients  whom  he  saw 
operated  on  by  Dr.  Hinkle  recovered  without  a  ripple,  and  he 
thought  without  "laudable"  pus.  In  ancient  times  they  did  ampu- 
tations, operated  on  hernias,  also  resorted  to  tracheotomy,  and 
occasionally  to  trephining.  But  the  ancient  surgeons  were  bad 
dermatologists,  in  that  thev  lived  on  the  surface.  They  did  not 
invade  the  cavities  of  the  body.  Now,  surgeons  operated  for  stab 
and  gunshot  wounds,  with  only  50  per  cent,  mortality.  He  thought 
this  mortality  could  be  improved.  The  mortality  now  for  abdom- 
inal work  was  near  nil,  notwithstanding  the  fact  that  patients  were 
used  in  large  numbers  for  object  lessons.  He  was  sure  that  the 
address  of  Dr.  Morris  would  do  him  lots  of  good,  and  that  here- 
after he  would  probably  change  some  of  his  methods. 

Dr.  Rufus  B.  Hall  of  Cincinnati  thought  the  address  of  Presi- 
dent Morris  would  do  great  good.  He  rose,  however,  to  speak 
in  opposition  to  one  point,  if  he  understood  the  essayist  rightly, 
namely,  that  surgeons  should  ignore  details  inside  of  the  abdomen 

*See  paper,  p.  561. 


678  LEWIS  :  OPHTHALMIA  NEONATORUM. 

in  order  to  shorten  the  operation.  Taking,  for  instance,  intra- 
abdominal operations,  he  believed  that  neglect  of  details  would  be 
a  grave  mistake.  He  could  not  conceive  how  surgeons  should, 
even  in  an  ordinary  case,  taking  one  case  with  another,  neglect 
details  in  intraabdominal  surgery  for  the  sake  of  saving  a  few 
minutes'  time.  Under  aseptic  conditions  exceptions  might  be 
made.  If  possible,  he  would  like  to  have  Dr.  Morris  state  under 
what  circumstances  he  would  neglect  details  in  the  intraabdominal 
toilet  for  the  sake  of  saving  a  few  minutes'  time. 

Dr.  J.  Henry  Carstens  of  Detroit  said  that  some  years  ago  he 
talked  on  this  subject.  A  good  surgeon  needed  a  very  fine  Italian 
hand.  Students  spent  year  after  year  sitting  on  benches,  reading, 
studying,  listening  to  lectures,  and  writing,  but  rarely  or  never 
developed  manual  dexterity.  In  order  to  make  a  good  and  nimble 
surgeon,  the  hand  had  to  be  developed  from  the  earliest  youth. 
To  make  good,  quick  surgeons,  they  should  start  when  they  were 
children.  They  should  learn  to  make  baseball  clubs,  hatchets,  and 
should  be  familiar  with  hammers  and  screws.  They  should  know 
how  to  cut  and  chisel.  In  this  way  nimbleness  of  hand  could  be 
developed.  It  was  the  medical  college  the  profession  had  to  look 
to  to  help  to  make  good  surgeons,  and  in  order  to  do  that  their 
graduates  must  be  put  in  hospitals,  carefully  trained,  and  then  in 
time  they  would  become  dextrous  operators. 

Dr.  Morris,  in  closing  the  discussion  on  his  address,  said  that 
Dr.  Price  was  evidently  a  firm  believer  in  removing  pathology  ;  but 
sometimes  the  pathology  and  the  patient  were  inseparable. 

With  reference  to  details,  the  matter  of  ignoring  the  detail  of 
getting  pus  out  of  the  peritoneal  cavity  was  one  point.  He  would 
ignore  that  detail.  He  had  seen  a  good  deal  of  distress  caused 
by  puttering  over  hemorrhage  from  adhesions.  This  hemorrhage 
from  adhesions  would  keep  up  just  as  long  as  the  surgeon  kept 
on  fussing  in  trying  to  pick  up  one  bleeding  point  and  then  an- 
other. He  had  seen  operators  fuss  for  half  an  hour  or  an  hour 
over  hemorrhage,  when  the  whole  operation  could  have  been  done 
in  ten  minutes,  and  the  oozing  from  these  adhesions  would 
have  stopped  in  one  minute.  Judgment  was  required  in  determin- 
ing what  details  to  ignore.  Dr.  Hall,  with  his  experience  and 
good  judgment,  could  ignore  certain  details  in  expediting  his 
surgical  work. 

Dr.  Morris  said  he  was  well  aware  that  he  was  not  talking  to 
an  audience  of  undergraduates;  if  he  were,  he  would  not  dare  say 
the  things  he  was  saying.  Undergraduate  students  would  not 
understand  what  the  members  were  talking  about,  and  if  they  in 
going  into  practice  carried  the  idea  of  rapid  operating  and  small 
incisions  into  their  first  work,  many  of  their  patients  would  die, 
they  themselves  would  become  disgusted,  and  the  results  gener- 
ally would  be  bad.  He  was  talking  to  experienced  men.  He 
knew  his  audience,  and  the  things  lie  said  in  connection  with  this 
new  principle,  which  he  believed  was  to  become  a  dominant  prin- 
ciple in  surgery,  were  only  for  experienced  men. 
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Another  object-lesson :  If  a  surgeon  removed  an  ovary,  the 
patient  would  have  less  disturbance  than  if  he  removed  an  ovary 
and  tube.  If  he  should  remove  an  ovary  and  a  tube,  the  patient 
would  have  less  disturbance  than  if  he  removed  an  ovary,  tube 
and  uterus.  If  he  should  remove  an  ovary,  tube  and  uterus,  the 
patient  would  have  less  disturbance  than  if  the  surgeon  went 
further  and  also  removed  the  appendix.  This  was  an  observa- 
tion that  was  common  to  all  experienced  surgeons,  and  if  it  was 
recognized  at  its  face  value  and  carried  to  its  logical  conclusion, 
he  thought  they  could  apply  this  principle  to  all  of  their  work. 
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Our  programme,  as  usual,  is  replete  with  papers  discussing 
the  classic  and  more  scientific  medical  procedures  necessary  in 
the  present-day  practice  of  the  healing  art.  This  is  especially  true 
of  those  conditions  requiring  gynecology  or  surgery  for  any 
abnormal  complication  existing  or  following  in  the  wake  of  ob- 
stetrical practice.  It  can  truthfully  be  said  that  the  special  branch 
of  obstetrics  and  gynecology  has  kept  fairly  abreast  of  the  rapidly 
advancing  medical  times,  and  the  child-bearing  woman  to-day 
stands  a  better  chance,  no  matter  what  the  complications,  than 
she  has  had  heretofore  in  the  world's  history.  This,  indeed,  is 
commendable,  and  due  in  a  great  measure  to  the  magnificent 
papers  prepared  at  enormous  labor,  read  and  discussed  with  such 
advanced  thought  by  the  members  of  this  and  similar  organiza- 
tions, so  that  the  medical  practitioner,  the  midwife  and  even  the 
pregnant  woman  who  reads  should  act  intelligently ;  and  the 
physician,  if  he  does  not  perform  the  capital  operations  himself 
should,  at  least,  know  where  to  find  capable  assistants  or  masters 
of  scientific  surgical  skill. 

In  this  paper  it  is  my  desire  to  emphasize  earnestly  a  few 
thoughts  not  only  of  my  own,  but  of  others,  having  special  refer- 
ence to  the  practice  of  criminal  abortion.  This  subject  is  not  by 
any  means  new  to  obstetricians,  but  what  I  shall  say  is  merely 
intended  to  accentuate  a  topic  that  presents  a  sad  side  of  medical 
contact  with  human  life. 

'Read  at  the  twentieth  annual  meeting:  of  the  American  Association 
of  Obstetricians  and  Gynecologists,  held  at  Detroit,  September  17-19,  IQ07. 
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Let  me  repeat  the  words  of  Dr.  J.  Ross  Snider,1  at  Atlantic 
City  in  June  of  this  year,  who  said :  "The  position  assumed  by 
modern  society  with  reference  to  the  unborn  child  is  a  subject 
which  has  proved  so  inviting  to  sentimentalists  that  physicians, 
as  a  rule,  discuss  it  reluctantly.  But  the  possible  physical  effects 
on  our  women  and  our  children  of  a  widespread  revolt  against 
maternity  is  a  question  that  medical  men,  no  matter  how  much 
against  their  liking,  must  consider  and  answer."  Dr.  Snider 
further  said :  "I  know  of  nothing  more  nerve-wasting,  nothing 
more  cruel,  than  the  way  newly-married  girls  are  beset  with  older 
married  women,  bringing  ghosts  of  child-bed  and  bugaboos  of 
child-care  with  which  to  haunt  the  bridal-chamber."  And  later, 
in  analyzing  the  home,  he  says :  "The  surprising  and  distressing 
feature  is  that  there  is  still  a  large  number  of  marriages  in  which 
child  rights  are  entirely  ignored,  or  are  not  sufficiently  considered 
to  keep  the  family  intact."  Without  entering  into  a  detailed  study 
of  the  complex  causes  that  have  brought  about  the  wreckage  of 
1,400,000  homes  in  the  United  States  within  the  last  twenty  years, 
it  is  seen  at  once  that  a  home  with  "frenzied  finance"  on  the  one 
hand,  and  restless  indolence  on  the  other,  is  encompassed  by  much 
that  is  favorable  to  a  history  of  unhappiness,  for  in  some  of  these 
homes  those  who  should  become  happy  parents  are  too  busy  in 
money-making  or  in  social  strife  to  give  either  love  or  heed  to  a 
child ;  no  wonder,  therefore,  that  divorce  or  fetal  murder,  or 
both,  are  rampant  everywhere ;  hence  a  campaign  of  education 
is  necessary  for  the  older  as  well  as  the  younger  married  woman. 

It  has  been  said  with  considerable  show  of  truth  and  justice 
that  the  laws  controlling  the  conduct  of  abortion,  especially  of 
criminal  abortion,  should  be  left  to  the  control  or  regulation  of 
the  medicolegal  or  medical  jurisprudence  societies  of  the  several 
states.  A  careful  study  from  either  a  legal,  a  medical,  or  a 
humanitarian  point  of  view  will  soon  convince  a  student  of  this 
subject  that  the  language  of  our  penal  statute  is  so  exceedingly 
vague  that  nearly  all  criminal  abortionists,  if  well  defended  as 
they  usually  are  by  able  attorneys,  escape  Scott-free  from  nearly 
all  courts  of  justice  in  nearly  all  the  States  of  the  Union;  for,  as 
is  truthfully  claimed,  in  this  country  the  people  accused  of  this 
crime,  are  entitled  to  the  greatest  benefit  in  the  construction  of 
the  language  of  the  clause  in  our  statute  covering  criminal  abor- 
tion. It  may  be  because  of  this  fact,  and  for  the  further 
reasons  that  it  is  not  deemed  the  particular  business  or  concern 
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of  either  State,  county,  or  city  governments  that  hundreds  if  not 
thousands  of  murderers  are  abroad  in  our  land,  holding  high 
their  heads.  Those  with  careless  sang  froid  appease  their  itching 
palms  with  the  ill-gotten  gain  of  criminal  abortion  and  with  per- 
fect security  destroy  thousands  upon  thousands  of  fetal  forms, 
and  with  cool  indifference  send  to  terrible  untimely  deaths  from 
puerperal  sepsis  hundreds  upon  hundreds  of  misguided  women  in 
the  towns  and  cities  of  this  broad  land. 

Simply  because  a  penal  statute  is  capable  of  being  wrongfully 
construed,  and  may,  when  ably  presented  to  court  and  jury,  be 
the  means  of  setting  such  a  murderer  free,  or  on  the  other  hand  be 
the  means  of  convicting  a  perfectly  innocent  party,  is  no  reason 
why  it  should  not  be  enforced. 

And  why  should  this  state  of  affairs  exist?  If  concerted  action 
be  taken  the  evil  may  easily  be  overcome.  By  displacing  the 
vague,  confusing,  and  verbose  language  of  the  present  clause  in 
the  abortion  statute,  and  adopting  the  Federal  laws,  or  in  the 
laws  of  each  State  an  abortion  clause,  such  as  that  suggested  by 
Wm.  W.  Smithers,  a  member  of  the  Medical  Jurisprudence  So- 
ciety of  Philadelphia,  the  abortionist  would  soon  be  forced  out 
of  business.  The  clause  formulated  by  Smithers  is  somewhat  as 
follows:  "Whosoever  shall  by  any  means  whatsoever  commit, 
bring  about  or  attempt  to  commit  or  bring  about  an  unlawful 
abortion,  or  whoever  may  aid  or  abet  in  such  abortion  or  in  the 
bringing  about  of  such  an  abortion,  shall  be  guilty  of  a  felony." 
Such  a  clause,  short  and  so  strongly  worded,  would  not  be  easy 
of  misconstruction.  Make  these  people  felons  and  their  punish- 
ment is  already  established,  and  having  a  wholesome  fear  that 
this  punishment  will  be  enforced,  they  will  not  be  so  free  in  com- 
mitting these  crimes. 

That  changes  of  a  radical  character  are  needed  and  should  be 
worked  for  earnestly  by  every  member  of  this  and  all  medical  so- 
cieties, is  apparent  to  every  one  who  will  give  the  subject  patient 
thought.  To  substantiate  this,  it  is  only  necessary  to  repeat  the 
sweeping  charges  made  in  July  last  by  the  Chairman  of  the 
Chicago  Medical  Society  Abortion  Committee,  that  more  than 
50,000  immature  and  premature  children  are  killed  in  Chicago 
annually  by  these  criminal  abortion  fiends,  who  are  exceedingly 
hard  to  trap  and  to  convict.  It  was  also  said  that  a  certain 
non-graduate,  decrepit  and  over  eighty-two  years  old,  while 
languishing  in  the  Cook  County  jail,  boastingly  admitted  having 
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produced  five  thousand  criminal  abortions  without  having  any 
serious  trouble  with  the  police. 

I  am  informed  there  exists  in  the  city  of  Chicago  a  regularly 
organized  union  of  physicians  who  do  nothing  but  this  kind  of 
work.  They  have  lawyers  retained  by  the  year  to  advise  them, 
and  it  is  almost  impossible  to  secure  evidence  against  any  mem- 
ber of  this  vicious  trust.  But  Chicago,  while  possibly  leading 
the  world  in  this  kind  of  work,  is  not  alone,  for  the  famous  Dr. 
McLeod  case  of  Boston  revealed  the  fact  that  one  group  of  five 
doctors  performed  more  than  seven  thousand  criminal  abortions 
in  that  fair-famed  city,  in  a  single  year.  Other  cities,  and  even 
smaller  towns,  for  that  matter,  have  their  abortionists. 

Shall  such  a  record  continue  ?  Thousands  of  good  physicians, 
and  hundreds  of  thousands  of  good  citizens  say  NO,  and  ap- 
pealingly  raise  the  Macedonian  cry  to  all  their  American  friends 
everywhere  and  especially  to  all  the  honorable  physicians  and 
surgeons  of  our  land,  who  are  by  far  in  the  majority,  to  morally 
assist  in  annihilating  these  vipers.  In  speaking  thus,  we  are 
not  unmindful  of  the  terrible  disgrace  attached  to  many  preg- 
nancies. Nor  are  we  unmindful  of  the  many  kind-hearted,  loving 
women  whose  family  burdens  are  greater  than  they  can  carry ; 
nor  of  the  rich  or  well-to-do  woman  who  is  seeking  aid  in  the 
production  of  criminal  abortion  because  of  society  functions  or 
for  other  reasons. 

Can  we  not  help  to  stop  the  murdering  onslaught  by  either 
appointing  a  committee,  similar  to  the  Chicago  Medical  Society 
Committee,  which  will  act  for  us,  or  by  a  resolution  that  a  clause 
similar  to  that  suggested  at  the  Philadelphia  Jurisprudence  So- 
ciety be  adopted  ?  We  need  not  all  proceed  alike,  but  all  may 
help  in  their  own  special  manner,  some  by  constantly  teaching 
its  horrors;  others,  by  consulting  with  our  legislators,  may  have 
our  laws  improved.  But  we  should  not  fail  to  aid  in  some  way 
such  a  philanthropy,  for  the  central  idea  of  our  Association  is  to 
cure.  For  as  students  of  social  economics  we  can  easily  observe 
that  the  idea  behind  such  criminal  organizations  is  wrong;  that 
that  idea,  stripped  of  its  essentials,  is  selfishness,  to  gain  for  self 
all  that  can  be  gained.  Under  such  organizations,  the  men  who 
have  the  greatest  chance  are  those  who  are  strong,  cunning  and 
unscrupulous,  and  he  who  has  all  three  of  these  in  greatest 
measure  can  take  most  for  himself.  So  long  as  the  world  and 
its  people   are   at   the  mercy  of  such   organizations;   so  long  as 
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selfish  interests  are  the  dominant  ideals;  just  so  long  will  crime 
and  vice  remain  unchecked.  Therefore,  let  us  destroy  the 
criminal  abortionists ;  let  us  see  to  it  that  they  are  prosecuted  and 
that  neither  small  fines  nor  graft  shall  encourage  the  defendant 
to  violations  of  the  criminal  law  by  esteeming  their  small  penalty 
to  be  in  the  nature  of  a  license  to  murder. 

In  America,  we  confine  the  definition  of  abortion  to  an  inter- 
ruption of  pregnancy  during  the  first  three  months  of  gestation, 
but  abortion,  by  the  German  and  French  obstetricians, 
refers  to  an  interruption  of  pregnancy  before  the  period  of  via- 
bility, which  is  variously  estimated  as  occurring  any  time  be- 
tween the  twenty-fourth  to  the  twenty-eighth  week  of  gestation. 
Natural  viability,  however,  even  under  favorable  circumstances, 
is  unlikely  to  follow  an  interrupted  gestation  earlier  than  the 
twenty-seventh  or  twenty-eighth  week.  Bodin  has  for  years 
claimed  that  by  artificial  means  he  saves  thirty  per  cent,  of  all 
cases  of  premature  interruptions  occurring  during  the  twenty- 
fourth  week  of  gestation,  and  this,  I  believe,  is  now  done  at 
nearly  all  modern  maternities.  Naturally  a  larger  percentage 
under  similar  care,  is  saved  during  the  twenty-fifth  week,  and 
increasing  each  week  until  term,  or,  rather,  until  and  including 
the  twenty-eighth  week;  for  if  we  include  to  full  term,  a  small 
reduction  in  percentage  during  the  thirty-second,  thirty-third, 
and  thirty-fourth  weeks  may  be  noted,  especially  where  incuba- 
tion is  not  thoroughly  understood,  nor  used. 

Complete  Abortion. — By  this  term  we  refer  to  those  cases  of 
pregnancy  in  which  the  fetus  and  its  membranes  are  loosened 
from  its  uterine  attachments  and  forced  from  the  cavity  of  the 
uterus  intact,  passing  away  from  the  vagina  much  as  would  an 
ordinary  blood  clot,  and  often  with  but  very  little  more  pain  or 
general  disturbance ;  therefore,  requiring  very  little,  if  any,  either 
local  or  general  care  or  attention  other  than  rest  for  a  short  time 
to  aid  the  involution  of  the  uterus. 

Incomplete  Abortion. — As  the  word  incomplete  implies,  this 
form  differs  from  the  foregoing  in  many  ways.  Here  the  fetus 
alone  may  suffer  death  and  become  severed  from  the  umbilical 
cord  by  mechanical  interference,  either  directly  or  indirectly,  or 
it  may  possibly  die  from  maternal  anemia ;  it  is  then  discharged, 
but  a  retention  of  all  or  a  part  of  its  membranes  may  take  place, 
causing  a  mild,  moderate,  severe,  or  even  fatal  infection,  either 
local  or  general,  with  or  without  hemorrhage,  often  resulting  in 
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chronic  pelvic  disease,  or  even  in  an  acute  general  peritonitis 
from  which  death  follows ;  hence,  this  condition  of  affairs,  unlike 
complete  abortion,  demands  the  most  intelligent  care  and  atten- 
tion throughout  the  entire  period  of  the  disturbance,  or,  at  least, 
until  the  uterus  is  entirely  emptied  of  its  contents,  and  often 
until  that  organ  has  completely  involuted,  if,  indeed,  it  ever  does 
return  to  a  normal  condition,  for  subinvolution  is  a  common 
sequel  even  under  the  best  management. 

Concealed  Abortion. — Here  the  embryo  perishes  but  is  re- 
tained, gradual  atrophic  changes  taking  place ;  the  pregnant  resili- 
ence of  the  enlarged  soft  uterus  disappears,  which  now  gradually 
decreases  in  size,  all  symptoms  of  pregnancy  gradually  passing 
away,  leaving  no  appreciable  ill  effects. 

Missed  Abortion. — In  this  form  the  clinical  phenoma  of  a 
threatened  abortion  are  present,  followed  by  those  of  a  concealed 
or  neglected  abortion.  The  embryo  dies,  abortive  pains  occur, 
but  the  ovum  remains  in  the  uterus  until  removed.  Neglected 
abortion  resembles  quite  closely  an  incomplete  abortion,  but  added 
thereto  are  those  severe  symptoms ;  first,  of  pelvic  infection,  fol- 
lowed very  soon  by  a  septic,  general  infection,  and  this  often 
by  general  peritonitis  and  death. 

Inevitable  Abortion. — Here  the  diagnosis  of  abortion  is  made 
positive  bv  discovering  the  cervix  dilated;  the  ovum,  which  has 
become  displaced  from  its  attachment  usually  by  severe  hemor- 
rhage, is  found  protruding  from  the  os,  or  possibly  a  portion  of 
the  membranes  may  have  been  passed  or  the  liquor  amnii  dis- 
charged. 

Therapeutic  induction  of  abortion,  miscarriage,  or  prema- 
ture labor  is  a  justifiable  procedure  only  when  undertaken  in 
the  hope  of  saving  the  mother's  life  ami  if  the  fetus 
be  viable,  the  child's  life,  but  should  not  be  attempted 
until  competent  consultation  has  been  had,  for  frequently  women 
are  seen  to  whom  abortion  has  been  advised,  who.  frail  in- 
deed, suffering  and  vomiting  even  to  the  verge  of  starvation 
through  the  entire  term  of  each  pregnancy,  go  successfully  to 
term,  give  birth  to  a  healthy  child,  and  after  labor  sain  strength 
almost  immediately.  Therefore,  before  abortion  is  therapeutic- 
ally induced  for  such  conditions,  for  contracted  pelvis  or  other 
malformation,  or  for  threatened  blindness  of  the  mother,  as  was 
recentlv  advised  by  Gcrmann,  to  prevent  leukoma,  the  advice 
of  one  or   more  well-informed   obstetricians,   if  possible,   should 
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be  obtained.  In  some  instances  the  advice  of  the  Coroner's 
Physician  or  of  the  Health  Commissioner's  office  may  well  be 
added,  for  with  such  a  strong  force  of  consultants,  and  with  the 
consent  of  the  parents  and  of  the  State,  even  legitimate  destruc- 
tion of  the  children,  of  the  feeble-minded,  or  other  hopeless  in- 
curables, unstables,  or  degenerates  might  while  yet  unborn  be 
admissible,  or  at  least  be  considered. 

Again,  in  the  matter  of  female  pelvic  deformities,  occasionally 
general  practitioners  determine  upon  inducing  abortion  for  pelvic 
contractions,  without  having  a  thorough  knowledge  of  the  use 
of  the  pelvimeter,  or,  indeed,  of  taking  measurements  of  any 
kind;  hence  of  themselves  they  are  incapable  of  deciding  such  a 
momentous  question.  This  naturally  accounts  for  the  induction 
of  some  abortions,  miscarriages,  or  premature  labors,  because 
of  so-called  contracted  pelves,  which  might  easily  have  gone  to 
term,  as  has  been  proven  later  by  still  larger-sized  children  being 
born  to  them  with  but  very  little  trouble.  This  would  account, 
also,  for  other  cases  that  have  been  allowed  to  proceed  to  term 
where  perhaps  both  mother  and  child  might  have  been  sacrificed 
because  of  pelvic  malformations  that  ought  to  have  been  dis- 
covered. 

Criminal  abortions  are  attempts  to  empty  the  uterus  for  other 
than  strictly  medical  reasons  by  the  so-called  friend,  the  sani- 
tarium keeper,  the  midwife,  or  doctor,  by  introducing  or  attempt- 
ing to  introduce  an  instrument,  such  as  a  hairpin,  a  hatpin,  a 
catheter,  an  electrode,  or  other  surgical  or  unsurgical  instru- 
ments, and  often  in  such  a  filthy,  slovenly  manner  that  the 
mother's  life  also  is  sacrificed. 

Pathology. — In  a  complete  early  abortion  the  ovum  with  the  de- 
cidua  vera  usually  passes  away  fairly  completely,  and  yet  quite 
often  good-sized  pieces  of  the  decidua  may  remain  and  cause  some 
slight  septic  fever  before  being  expelled ;  indeed,  they  may  be 
so  tenaciously  adherent  to  the  uterine  wall  as  to  require  removal 
by  the  intrauterine  douche,  the  finger,  the  placental  forceps,  or 
even  the  curet.  Most  frequently  in  our  experience  in  incomplete 
abortion  the  ovum  descends,  rupturing  the  reflexa,  passing  into 
the  cervix  or  vagina,  leaving  the  serotina,  the  vera  and  the  re- 
flexa to  break  up  and  gradually  pass  away,  but  very  frequently 
requiring  operative  interference  for  their  removal.  Occasionally 
the  fetus,  with  all  its  surrounding  membranes,  and  with  the  liquor 
amnii,    is   expelled,    leaving   only   the    placenta    to   be    removed. 
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Again,  any  combination  of  this  or  these,  such  as  rupture  of  one 
or  more  of  the  membranes,  may  take  place,  but  the  principal 
modes  of  abortion  which  are  likely  to  occur,  are  as  above  de- 
scribed. 

Frequency. — What  may  be  termed  a  standard  statistic  as  to 
the  frequency  of  abortion  is  very  difficult  to  obtain,  neither 
health  board  nor  labor  commission  giving  them  accurately,  if 
at  all.  If  all  were  recorded,  I  am  quite  sure  at  least  ten  to 
fifteen  per  cent,  of  all  pregnancies  could  be  shown  to  be  inter- 
rupted, and  a  great  portion  of  these  would  come  under  the  head 
of  early  abortions.2  I  herewith  append  the  para-table  of 
Clifton  Edgar,  of  Cornell  University,  who  made  an  exhaustive 
study  of  the  premature  interruption  of  pregnancy  occurring 
among  ten  thousand  cases  of  labor,  treated  in  a  dispensary  ser- 
vice in  New  York  in  1904.  Among  this  group  of  cases,  he  found 
635  premature  interruptions — namely,  242  abortions;  175  mis- 
carriages, or  immature  labors,  and  218  premature  labors,  show- 
ing either  an  abortion,  a  miscarriage,  or  a  premature  labor  once 
in  every  15.7  labors,  being  only  a  little  over  6  per  cent. 
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He  also  found  in  the  635  cases  a  marked  tendency  for  gesta- 
tion to  terminate  in  the  third  month,  23.91  per  cent,  occurring 
at  that  time;  in  the  fourth,  11. 18;  in  the  fifth,  6.93;  in  the  sixth, 
6.15;  in  the  seventh,  9.50;  in  the  eighth,  12.63,  and  in  the  ninth, 
12.25.  These  at  present  are  the  best  arranged  public  statistics 
obtainable,  and  although  not  extensive  as  to  numbers  or  time, 
they  are  surely  not  overdrawn,  and  I  can  imagine  the  enormous 
amount  of  labor  and  of  time  required  in  their  preparation. 

Etiology. — The  causes  of  abortion  may  lie  divided  into  predis- 
posing and  immediate.  Among  the  first  of  the  predisposing 
causes  to  be  mentioned  is  congenital  or  hereditary  fetal  syphilis, 
which  may  be  conveyed  by  the  father  to  both  mother  and  fetus, 
or  to  either  separately.  If  to  the  fetus  alone,  it  is  conveyed 
through   an   infected   spermatozoa,   for  intercourse  need  not  of 
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necessity  always  inoculate  the  mother;  if  not,  she  is  the  better 
enabled  to  ward  oft  the  ravages  of  this  dread  disease  upon  her 
nursing  infant,  should  she  give  it  birth.  If  the  mother,  how- 
ever, be  inoculated  from  a  chancre  or  open  ulcer,  gummatous 
proliferation  of  the  decidua  takes  place  by  the  formation  of  a 
chronic  inflammation,  which  involves  the  cells  and  villi  of  con- 
nective tissues,  followed  by  a  gradual  closing  of  the  vessels  and 
a  proliferation  of  their  epithelial  covering;  the  parenchyma  of 
the  villi  becomes  engorged  with  lymph ;  these  dying  villi  crowd 
upon  the  blood  sinuses,  obliterating  them,  and  for  want  of  nour- 
ishment the  fetus  dies.  The  anemic  fetal  picture  impressed  by 
these  syphilitic  abortions,  either  before  or  after  a  placental  form- 
ation, reminds  one  of  the  illustration  by  Schauta3  (in  Lusk's 
obstetrics),  showing  fetal  death  by  starvation,  due  to  extreme 
torsion  or  knotting  of  the  umbilical  cord.  A  syphilitic  fetus  is, 
indeed,  a  skeleton-like  framework,  whose  internal  organs  almost 
resemble  its  own  dead-like  placental  tissue,  which  is  an  unhealthy, 
dark-looking,  hard,  conglomerate  mass,  devoid  of  all  semblance 
of  that  life-giving  structure  observable  in  the  normal,  soft,  spongy 
placental  tissue,  which  is  filled  with  an  abundance  of  healthy 
bloodvessels,  sinuses,  and  lacunae,  and  which  to  be  seen  but  once 
and  thoroughly  observed  is  to  be  remembered  for  life.  The 
marked  difference  between  these  two,  the  syphilitic  and  the 
healthy  placenta,  both  to  the  eye  and  the  finger,  need  never  be 
forgotten. 

Other  predisposing  causes  of  abortion  are  the  maternal  drug 
habit,  acting  as  a  direct  or  an  indirect  poison;  consanguineous 
marriages  ;  obesity ;  rapid  pregnancies  ;  too  free  use  of  oxytocics ; 
also  maternal  kidney  insufficiency  or  other  toxic  conditions  which 
may  excite  uterine  irritability;  prolonged  hunger  and  thirst  as 
in  case  of  famines;  tuberculosis;  early  youth  or  old  age  preg- 
nancies, and  the  like.  The  immediate  causes  are  injuries  due  to 
blows,  kicks,  falls,  or  accidents  on  steamboat,  railroads,  mountain, 
stage,  or  other  rough  road  traveling,  or,  as  before  mentioned,  by 
the  introduction  of  instruments  of  various  kinds  into  the  uterine 
canal  for  the  express  purpose  of  fetal  destruction. 

Symptoms.— Any  time  before  the  fourth  month  the  ovum  may 
be  discharged  en  masse  or  broken  up  with  or  without  profuse 
hemorrhage,  which  may,  especially  during  the  first  six  or  seven 
weeks,  resemble  an  ordinary  menstrual  period,  which  often  with 
but  little  pain  carries  away  the  ruptured  or  unruptured  ovum. 
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Early  "ovular  abortions"  usually  occurring  about  the  regular 
menstrual  epoch  differ  entirely  from  later  pregnant  interrup- 
tions, as  in  them  there  is  no  first,  second,  and  third  stage,  as  there 
is  from  the  third  month  on,  these  first,  second,  and  third  stages, 
becoming  more  and  more  pronounced  each  month  thereafter 
until  they  resemble  full  term  parturitions.  There  may  be  nausea, 
syncope,  backache,  and  slight  rigors ;  the  vaginal  secretions  and 
micturition  increase  with  nervousness,  pain,  and  pallor,  attended 
with  intrapelvic  pressure ;  later  free  hemorrhage  occurs,  and 
large  clots  may  pass  away. 

During  the  immature  or  so-called  miscarriage  period  the  dis- 
tinguishing clinical  characteristics  are  the  tendency  to  placental 
retention  and  adhesion ;  also  a  prolonged  third  stage,  with  pro- 
fuse hemorrhage,  the  latter  lasting  many  days,  and  often  weeks, 
if  not  artificially  terminated. 

Diagnosis. — Aided  by  the  personal  history  of  the  patient,  the 
diagnostic  points  presented  by  Schickell4  of  criminal  abor- 
tion will  be  sufficient  to  arrive  at  a  clear  diagnosis  of  a  criminal 
act.     These  are : 

i.  The  presence  of  recent  lacerations  of  the  external  genitals, 
the  vagina  or  vaginal  vault,  the  cervix,  or  the  cervical  canal  of 
a  pregnant  woman,  which  appear  to  have  been  produced  by 
pointed  or  sharp  (rarely  dull)  instruments,  providing  operative 
procedures  by  a  physician  be  excluded. 

2.  The  discharge  of  the  products  without  pain  or  hemorrhage, 
providing  a  coincident  trauma  may  be  excluded. 

3.  Injuries  of  the  fetus,  providing  digital  or  instrumental  ther- 
apeutic measures  on  the  part  of  a  midwife  or  physician  may  be 
excluded. 

4.  The  appearance  of  a  severe  infection  (apparently  originat- 
ing in  the  genitalia),  during  or  immediately  after  an  abortion, 
especially  when  it  localizes  or  produces  a  rapid  death,  providing 
all  other  sources  of  infection  are  excluded. 

The  differential  diagnosis  of  an  abortion  from  a  possible  extra- 
uterine pregnancy,  from  hemorrhage  due  to  interstitial  and  other 
fibroids  (uterine  polypoids,  hemorrhagic  metritis,  or  cervical 
cancer),  and  the  differentiation  of  each  of  the  many  forms  of 
abortion  from  the  other,  requires  much  space  and  therefore  may 
for  lack  of  time  be  passed  for  the  present. 

Prognosis. — As  sequela?  to  interrupted  pregnancy,  there  is  no 
doubt  whatever  that  a  tendencv  to  recurrence  and  to  the  abor- 
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tion  habit  follows  the  initial  case;  also  that  functional  diseases 
of  the  nervous  system  even  to  the  extent  of  psychoses  may  be 
caused  by  even  one  abortion,  and  where  the  abortion  habit  exists 
this  is  not  an  uncommon  sequel.  But  where  cleanliness  prevails 
and  active  interference  is  had  as  soon  as  necessary,  no  patient 
should  die  if  properly  cared  for,  yet  carelessness  or  fear  of  de- 
tection is  responsible  for  many  deaths. 

Treatment. — I  have  had  in  mind  and  have  advocated  for  many 
years  the  suggestion  of  Schickell,4  who  says  the  fact  that 
very  severe  laws,  both  civic  and  spiritual,  and  occasional  deaths 
have  not  diminished  the  number  of  criminal  abortions,  proves 
that  the  state  should  provide  homes  or  asylums  for  the  un- 
fortunate single  girls  and  their  infants,  and  some  means  of  main- 
tenance of  the  children  of  the  poor  but  overburdened  parents ;  if 
this  were  done  then  poverty  would  not  so  often  be  an  incentive 
to  abortion. 

In  the  active  treatment  of  incomplete  abortion,  I  find  very 
strong  and  intelligent  opposition  against  the  use  of  the  sharp 
curet,  the  pupils  of  Van  de  Warker,  and  Schroeder  of  Berlin 
being  especially  antagonistic  to  it.  Personally,  I  do  not  support 
either  its  pernicious  nor  its  promiscuous  use  in  obstetrics,  but 
follow  more  closely  the  practice  of  von  Winckel,  who  interferes 
when  the  temperature  begins  to  indicate  a  tendency  to  sepsis. 
I  find  the  sharp  instrument  especially  valuable  in  early  abortions, 
when  oftentimes  it  is  exceedingly  difficult,  or  even  impossible,  to 
dilate  the  os  sufficiently  to  permit  the  free  action  of  the  finger  or 
forceps.  Active  hemorrhage  alone,  without  fever,  can  easily  be 
overcome  by  the  proper  applications  of  the  vaginal  tampon,  aid- 
ing its  stimulating  effect  by  the  use  of  quinine,  ergot,  and  the 
like,  allowing  the  tampon,  preferably  of  sterilized  gauze,  to  be 
closely  packed  around  the  cervix,  the  vaginal  vault,  and  thor- 
oughly filling  the  vagina,  to  remain,  if  necessary,  twenty-four 
hours!  If  upon  its  removal,  the  os  is  not  sufficiently  dilated  to 
permit  the  easy  discharge  of  the  ovum  and  the  decidua,  as  is  usu- 
ally the  case,  then  the  genitalia  and  vagina  are  again  thoroughly 
cleansed  and  the  vagina  repacked.  Upon  withdrawing  this  last 
packing,  the  uterine  contents  are  often  expelled,  or  are  easily 
removed  by  the  fingers  of  one  hand,  assisted  by  expressing  the 
uterus  with  the  other  hand  through  the  abdominal  wall.  A 
third  packing,  however,  should  seldom  be  done ;  but  now,  even 
in  the  absence  of  fever,  remove  the  contents  of  the  uterus  after 
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dilating  the  cervix  under  anesthesia,  and  by  a  free  use,  if  necs- 
sary,  of  the  sharp  curet,  cleaning  away  all  debris  from  its  at- 
tachment, usually  following,  especially  if  there  be  any  septic 
tendency,  with  an  application  of  either  equal  parts  of  tincture  of 
iodine  and  glycerin,  or  of  95  per  cent,  carbolic  acid  and  a  copious 
intrauterine  douche  of  one  per  cent,  of  lysol  in  sterilized  water, 
comfortably  warm,  and  occasionally  following  this  by  packing  the 
uterine  canal  with  iodoform  or  sterile  gauze  strips,  as  may  be  indi- 
cated. If  there  has  been  no  fever,  none  follows  this  procedure.  If 
there  has  been  fever,  it  usually  disappears  immediately  following 
this  thorough  curettage.  The  faults  attributed  to  the  sharp 
curet  by  those  who  deprecate  its  use  are  not  always  apprecia- 
ble, for,  I  believe,  the  sharp  instrument  will,  when  properly  used, 
take  better  hold  of  the  decidua  and  pull  upon  it  until  it  separates 
the  membrane  from  the  uterine  line  of  demarcation,  and  with 
less  damage  to  the  natural  surface  of  cleavage  than  will  a  blunt 
instrument;  and  by  the  sharp  instrument  one  will  recognize  the 
well-known  grating  sound  of  the  uterine  wall  quicker  than  he 
will  with  the  blunt  curet.  Again,  errors  of  judgment  as  to  when 
the  curet  should  be  used  are  frequent,  and  for  these  the  sharp 
instrument  is  not  to  blame.  One  should  not  wait  until 
the  uterus  is  saturated  with  sepsis,  when  each  stroke 
of  the  curet  will  be  positively  harmful,  and  when  even  lapar- 
otomy will  be  an  almost  hopeless  procedure  in  preventing  general 
peritonitis;  then  it  is  not  the  tyro  judgment  and  lack  of  dexterity 
but  the  intelligence  and  skill  of  experience,  and  the  cooperation 
of  a  nurse  imbued  with  the  life-saving  desire  that  is  necessary. 
The  prevention  of  race  suicide  is  one  of  the  grand  objects  of 
American  manhood  and  womanhood,  and  it  will  be  accomplished 
by  the  concerted  action  of  honest  American  physicians,  when  the 
American  people  acquire  that  sober  thought  and  steadfastness  of 
purpose  necessary  to  the  attainment  of  all  great  things. 
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DISCUSSION. 

Dr.  William  H.  Humiston  of  Cleveland,  Ohio,  said,  in  ref- 
erence to  the  management  of  cases  of  abortion,  that  when  a 
woman   was  brought  into  the  hospital   with   a  history  of  mis- 
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carriage,  one  should  decide  then  and  there  as  to  whether  the 
uterine  cavity  was  free  from  all  products  of  conception.  This 
should  be  known  in  order  to  prevent  later  the  hemorrhages  and 
sepsis  which  would  surely  follow  if  the  case  was  treated  in  a 
so-called  conservative  manner.  He  claimed  that  it  was  radically 
wrong  to  let  a  uterus  alone  with  the  products  of  conception  within 
it  until  one  was  forced  to  do  something  that  might  result  seriously 
to  the  patient.  The  sooner  the  physician  emptied  the  uterus, 
under  aseptic  precautions,  when  there  were  retained  products  of 
conception  within  it,  the  better  it  was  for  the  patient.  In  the 
majority  of  cases  he  had  no  trouble  whatsoever  in  taking  a  rather 
broad,  curved  dressing  forceps  and  going  into  the  uterus,  taking 
hold  of  pieces  of  retained  secundines,  and  removing  them,  thus 
cleaning  the  uterus  out,  following  that  with  a  dull  curette,  going 
over  the  uterus  from  the  fundus  down  carefully,  and  making  a 
thorough  irrigation  with  normal  saline  solution. 


TYPHOID  PERFORATIONS. 


JOSEPH  PRICE,  M.D. 
Philadelphia. 


I  have  been  presenting  this  subject  in  the  shape  of  short  dis- 
cussions in  county,  State  and  national  medical  meetings  for  more 
than  a  quarter  of  a  century.  This  has  been  done  largely  with 
the  view  of  drawing  out  the  opinions  of  general  practitioners 
and  impressing  upon  them  the  importance  of  prompt  surgical 
interference.  I  have  reported  from  time  to  time  more  than  fifty 
operations  for  this  condition,  an  average  of  two  or  three  a  year. 
Many  members  of  this  important  organization  have  been  inter- 
ested in  perforative  forms  of  visceral  disease.  We  profit  greatly 
by  free  discussion  of  so  important  a  subject,  and  welcome  every 
note  of  surgical  triumph  over  a  calamity  so  fatal  as  typhoid 
perforations. 

In  the  discussion  of  valuable  contributions  on  this  subject,  too 
many  surgeons  admit  their  inexperience  and  criticise  the  clin- 
ician's tardiness  or  the  failure  of  the  physician  to  recognize  the 
true  nature  of  the  lesion.  It  is  lamentably  true  that  we  get  these 
experiences  accidentally,  that  we  get  but  comparatively  few 
timely  opportunities.  I  have  been  asked  four  times  while  away 
from  home  to  do  work  in  prominent  hospitals — to  operate  for 
typhoid  perforation — three  of  the  four  cases  having  recovered. 

^ead  at  the  twentieth  annual  meeting  of  the  American  Association 
of  Obstetricians  and  Gynecologists,  held  at  Detroit,  September  17-19,  1907. 
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The  fourth  was  dead  before  she  could  be  placed  on  the  table. 
Here  you  have  a  demonstration  of  the  vital  importance  of  early 
recognition  and  early  intervention.  You  are  all  familiar  with 
typhoid  fever  and  typhoid  conditions ;  you  are  prepared  to  recog- 
nize the  lesion  early  ;  it  is  a  mistake  to  wait  for  desired  symp- 
toms ;  for  instance,  for  the  vanishing  hepatic  zone  of  dulness. 

I  regret  that  Dr.  Hugh  M.  Taylor  of  Richmond,  Virginia,  is 
not  here,  as  he  was  a  pupil  of  the  late  Dr.  Hunter  McGuire,  who 
for  more  than  a  quarter  of  a  century  recommended  surgery  for 
perforations  and  hemorrhages.  Taylor,  in  a  recent  paper,  says : 
"It  would  seem  a  settled  fact  that  typhoid  perforation  is  in  every 
instance  essentially  a  surgical  complication,  and  equally  so,  cer- 
tainly in  the  incipiency  of  its  existence,  a  legitimate  field  for 
operative  intervention.  There  is  nothing  to  justify  the  hope  that 
recovery  is  possible  through  any  resources  other  than  those  essen- 
tially surgical."  Again :  "The  specialist  in  surgery  appreciates 
what  surgery  can  do  and  has  done  in  the  treatment  of  typhoid 
perforations.  The  general  practitioner,  into  whose  hands  these 
cases  commonly  first  fall,  is  not  so  well  informed,  and  this  society 
should  express  its  convictions  with  no  uncertain  sound." 

Exceptional  instances  are  claimed  of  spontaneous  recovery. 
The  statistics  of  such  cases  are  entirely  too  numerous.  No  matter 
how  credible  and  honorable  the  authority,  I  have  grave  fears  of  a 
mistake.  You  may  have  ulceration  and  focalized  peritonitis,  but 
not  perforation.  Keep  in  mind  that  perforation  kills.  For  very 
much  of  the  reported  mortality  diagnosis  is  at  fault.  The  good 
practitioner  and  good  nurse  should  not  overlook  this  accident  in  a 
typhoid  running  a  perfectly  uniform  course.  Nearly  all  the 
perforations  are  found  within  about  the  first  twelve  inches  of 
the  ileum.  Characteristic  symptoms  of  perforation  arc  now  well 
known. 

Typhi  iid.  and  indeed  other  perforations  are  always  followed 
by  peritonitis,  local  or  general.  The  possibility  of  its  remaining 
local  or  circumscribed  by  adhesions  should  not  be  considered  if 
the  diagnosis  of  perforation  has  been  made.  Perforation  and 
hemorrhage  are  the  two  accidents  in  such  a  case  that  arc  com- 
monly anticipated.  In  more  than  75  per  cent,  of  the  cases  re- 
corded general  septic  peritonitis  has  been  found  with  escaping 
nowel  contents,  gas  and  feces,  foul  pus.  and  free  exudate  in  con- 
siderable quantity.  Generally  the  perforations  are  easily  and 
quickly  found  near  the  ileocecal  valve,  rarely  multiple  or  ragged. 
Whether  of  large  or  small  caliber,  fine,  pure  sik  is  the  safest  ma- 
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terial  to  suture  the  openings.  We  can  safely  reduce  the  lumen 
of  the  bowel  to  half  its  normal  caliber  in  this  kind  of  surgery. 

If  the  margins  of  the  ulcer  are  ragged  they  should  be  trimmed. 
A  resection  here  is  an  unjustifiable  and  dangerous  procedure.  It 
is  better  to  anchor  the  ragged  ulcer  and  disorganized  bowel  with 
catgut  sutures  in  the  opening  between  drains,  thus  forming  an 
artificial  anus  or  fecal  fistula,  which  is  a  much  safer  procedure, 
and  is  commonly  followed  by  spontaneous  closure.  If  this  result 
does  not  follow,  the  fistula  can  be  easily  remedied  after  con- 
valescence. I  prefer  the  wet  or  wash  toilet.  I  am  satisfied  my 
practice  has  influenced  a  number  of  surgeons  to  use  it  with  re- 
sults that  they  could  not  have  secured,  no  matter  what  their  ex- 
perience, by  the  dry  toilet.  The  dictum  formulated  by  McMurtry 
is  very  commonly  and  successfully  followed :  "Early  section,  re- 
pair, irrigation,  and  drainage." 

Dr.  J.  M.  T.  Finney,  in  his  excellent  paper  on  "Surgical  Treat- 
ment of  Typhoid  Ulcer,"  in  discussing  the  relative  merits  of  irri- 
gation and  drainage,  says:  "The  facts  stated  that  in  17  of  the 
23  cases  that  terminated  in  recovery,  irrigation  of  the  peritoneal 
cavity  was  employed,  speaks  strongly  for  the  efficacy  of  this 
measure.  In  but  eight  cases  of  the  entire  number  was  wiping 
used,  two  of  which  terminated  in  recovery."  The  irrigation  or 
wash  toilet,  so  long  practised,  has  unquestionably  given  the  best 
results.  It  should  be  a  thorough  cleansing  with  sterilized  water 
of  the  entire  surface,  both  of  the  visceral  and  parietal  perito- 
neum. It  is  my  impression  that  irrigation  with  hot,  normal,  salt 
solutions  is  harmful  because  of  irritation. 

It  is  difficult  to  cleanse  satisfactorily  a  dirty  peritoneal  cavity, 
and,  after  making  an  earnest  effort  to  do  so,  we  place  multiple 
drains  or  practise  the  open  method,  which  has  given  us  the  best 
results.  The  gauze  pack,  often  so  recklessly  used,  is  a  dangerous 
procedure,  favoring  too  many  acute  and  chronic  obstructions  by 
pressure.  Unless  the  operator  understands  how  to  place  gauze 
drains  or  coffer  dams  in  and  about  filthy  surfaces,  he  had  better 
fill  the  peritoneal  cavity  with  hot  salt  solution  and  close.  More 
obstructions  will  follow  the  use  of  normal  salt  solutions  than  dis- 
tilled or  sterilized  water.  But  sterilized  water  will  not  arrest  gen- 
eral septic  peritonitis  as  quickly  as  salt  solution.  Gauze  is  a  rapid 
method  of  drainage,  but  is  open  to  the  objections  already  named. 

After  closure  of  a  perforation,  with  careful  toilet  and  drainage, 
I  have  noticed  that  about  all  the  alarming  symptoms  vanished, 
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the  temperature  falling  to  about  normal.  So  pleasing  was  the 
condition  of  the  first  two  or  three  patients,  I  was  influenced  to 
counsel  that  the  drains  be  let  alone — simply  to  change  the  outside 
gauze  dressings.  The  drains  were  allowed  to  remain  as  long  as 
six  days  without  a  temperature,  the  thermometer  going  up  im- 
mediately upon  the  removal  of  the  drainage.  It  is  fortunate  that 
the  internist  recognizes  the  worthlessness  of  ice,  rest,  and  opium 
in  perforations  and  peritonitis.  Perforations  are  commonly  over- 
looked in  walking  cases  of  typhoid.  This  is  explained  by  failure 
to  carefully  differentiate  or  too  hastily  jumping  at  a  diagnosis  of 
appendicitis. 

We  find  that  appendicitis  is  most  common  during  a  typhoid 
epidemic.  Again  Taylor  sounds  the  right  note  when  he  says : 
"All  cases  ought  to  be  operated  on;  not  only  those  in  extremis, 
but  even  those  that  are  convalescent  and  in  a  better  condition.  I 
can  hardly  conceive  of  a  case  in  which  a  surgeon  would  be  justi- 
fied in  declining  to  operate  if  the  patient  is  convalescing  and  in 
good  condition  for  the  operation.  I  think  all  cases  ought  to  be 
operated  upon,  because,  as  Gregg  Smith  says,  'who  can  tell  with 
absolute  certainty  that  the  patient  is  in  a  moribund  condition, 
inevitably  doomed  to  die,  when  there  is  a  bare  possibility  that 
life  may  be  saved  by  operation?  It  is  beyond  the  power  of  man 
to  say  that  a  patient  is  hopelessly  doomed  because  of  hemor- 
rhage." 

The  repeated  plea  or  excuse  for  not  operating  is  low  vitality, 
weakened  condition,  extreme  emaciation.  Successful  operations 
have  been  done  in  the  midst  of  low,  alarming  typhoid  and  ab- 
dominal conditions,  general  incontinence,  muttering  delirium, 
and  subsultus.  Our  triumphs  following  or  for  the  repair  of 
mutilations  are  now  so  numerous  and  gratifying  that  the  schooled 
surgeon   should  fear  nothing. 

241  North  Eighteenth  Street. 

discussion. 

Dr.  Robert  T.  Morris  of  New  York  said  that  the  idea  of 
draining  the  toxins  in  cases  of  extreme,  profound  toxemia,  with 
subsultus,  and  muttering  delirium,  was  an  epoch-making  obser- 
vation.   He  thought  this  idea  was  new. 

Dr.  Herman  E.  Hayd  of  Buffalo  said  that  this  was  the  first 
time  he  had  ever  heard  enunciated  a  proposition  that  surgeons 
should  make  abdominal  drainage  in  very  low  cases  of  typhoid 
fever  in  advance  of  perforation,  with  subsultus,  low  muttering 
delirium,  and  the  usual  features  observed  with  a  low  typhoid  con- 
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dition.  Moreover,  the  surgeon  was  stimulated  to  operate  oftener 
in  cases  of  perforation.  Sometimes  it  was  difficult  to  make  that 
diagnosis,  particularly  if  the  patient  had  a  low,  muttering  delirium. 
It  was  not  easy  to  diagnose  typhoid  perforation.  A  few  weeks 
ago  a  young  surgeon  asked  him  to  see  a  patient  in  consultation 
in  the  German  Hospital,  Buffalo.  The  man  had  low,  muttering 
delirium.  Suddenly  his  temperature  and  pulse  arose,  and  the 
speaker  thought  there  was  a  typhoid  perforation.  In  view  of 
the  fact  that  a  colleague  had  had  a  case  of  perforation  of  the 
bowel  in  the  Woman's  Hospital,  surgeons  were  ready  to  operate 
in  cases  of  typhoid  fever  perforation.  He  told  this  young  sur- 
geon that  he  did  not  believe  there  was  perforation,  for  the  reason 
that  there  was  no  sweating,  no  collapse  to  indicate  that  perfora- 
tion had  taken  place.  From  the  general  appearance  of  the 
patient  he  could  not  make  up  his  mind  that  this  delirium  was 
associated  with  typhoid  perforation.  Accordingly,  he  refused 
to  operate  on  the  man.  Two  days  afterwards,  however,  he  died. 
A  post-mortem  examination  was  made,  but  no  perforation  found. 
The  patient  died  simply  from  an  intense  toxemia.  After  listening 
to  Dr.  Price's  paper,  this  man  might  have  recovered  if  his  abdo- 
men had  been  opened  and  the  abdominal  cavity  drained. 

Dr.  C.  C.  Frederick  of  Buffalo  was  very  glad  to  hear  Dr. 
Price  recommend  drainage  in  severe  cases  of  typhoid  fever,  even 
when  there  was  no  perforation.  It  appealed  to  him  as  having  in 
it  the  elements  of  success,  as  in  the  teaching  of  Dr.  Pryor  in 
cases  of  puerperal  sepsis.  Dr.  Pryor  of  New  York  had  treated 
a  great  many  cases  of  severe  puerperal  sepsis  by  opening 
Douglas'  pouch  and  packing  the  pelvis  with  iodoform  gauze, 
therefore  establishing  free  drainage  and  saving  his  patients.  The 
speaker  had  done  this  several  times  in  severe  cases,  with  good 
results,  but  without  which  he  feared  they  would  have  died.  This 
was  now  a  uniform  practice  with  him  in  such  cases. 

Dr.  John  A.  Lyons  of  Chicago  reported  a  case  in  which  he 
believed  perforation  had  taken  place.  Dr.  George  W.  Webster 
of  Chicago,  who  saw  the  patient  in  consultation,  advised  the  use 
of  4  per  cent,  gelatine  solution.  He  administered  this  solution 
internally  and  freely,  and,  much  to  his  surprise,  the  patient  re- 
covered. 

Dr.  Charles  L.  Bonifield  of  Cincinnati  said  that  his  experi- 
ence had  been  limited  to  two  cases.  One  patient  was  very  far 
advanced  in  typhoid  fever,  having  had  an  exceedingly  severe 
attack,  but  was  poorly  treated.  He  did  not  believe  there  was 
a  fair  chance  in  her  case.  An  operation  was  done,  but  while  it 
did  not  shorten  her  life,  it  failed  to  save  it.  This  case  occurred 
two  or  three  years  ago.  A  second  case  he  had  about  a  year  ago. 
In  this  case  a  brilliant  internist  was  called  in  consultation  twelve 
hours  after  perforation  had  occurred,  so  far  as  they  could  judge 
from  the  symptoms.  The  internist  immediately  recognized  per- 
foration and  telephoned  for  Dr.  Bonifield  to  come  to  the  house 
prepared  to  operate.    As  soon  as  he  could  get  his  assistants,  nurse, 
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dressings,  etc.,  he  went  to  the  house,  which  was  in  one  of  the 
suburbs,  and  proceeded  to  do  an  abdominal  section.  The  perfor- 
ation was  the  size  of  a  lead  pencil.  When  he  lifted  the  coil  of  in- 
testine in  which  the  perforation  was  situated,  feces  poured  out  in 
a  large  stream,  and  contaminated  the  peritoneal  cavity.  This  was 
washed  out  and  free  drainage  established.  The  patient  improved 
very  much  within  a  few  hours,  and  gradually  went  on  to  recov- 
ery. There  was  the  complication  of  a  second  perforation  which 
occurred  in  the  drainage  tract  a  little  later.  There  was  leakage 
from  another  perforation  through  the  drainage  tract  for  possibly 
a  week.  This  closed  of  itself,  and  the  patient  eventually  made  a 
good  recovery.  He  thought  it  was  better  to  open  the  abdomen 
of  a  half  dozen  cases  of  bad  typhoid,  where  there  was  no  per- 
foration, than  to  fail  to  open  one  where  there  was  at  the  proper 
time,  and  he  believed  that  many  of  these  patients  would  be  bene- 
fited by  the  drainage  even  though  no  perforation  was  found. 

Dr.  William  H.  Humiston  of  Cleveland,  O.,  said  there  had 
been  two  cases  of  typhoid  perforations  in  St.  Vincent's  Hospital 
in  the  last  two  years,  which  had  been  operated  on  by  general 
surgeons,  and  both  recovered.  In  typhoid  cases  where  there  was 
a  low,  depressed,  suppurative,  or  septic  condition,  the  operation 
should  be  a  short  one  and  done  as  quickly  as  possible.  The  vital- 
ity in  these  cases  was  low.  He  believed  that  these  patients  could 
be  taken  from  the  table  in  a  better  condition  than  when  they  were 
put  on  by  beginning  with  submammary  injections  of  normal  salt 
solution,  and  continuing  this  until  at  least  a  quart  was  put  in  each 
breast.  He  had  had  experience  with  this  method,  and  knew  it  to 
be  a  good  one. 

Dr.  E.  Gustav  Zinke  of  Cincinnati  had  had  but  one  case  of 
typhoid  perforation,  and  that  terminated  fatally.  It  was  not  only 
important  to  make  an  early  diagnosis  and  to  operate  promptly  in 
these  cases,  but  what  was  of  still  greater  importance  was  a  large, 
free  incision.  He  had  witnessed  several  operations  for  typhoid 
perforations,  in  which  the  operators  made  but  a  small  incision,  in 
consequence  of  which  they  had  much  trouble  in  finding  the  per- 
forations. 

Dr.  Roland  E.  Skeel  of  Cleveland  said  that  his  experience  in 
cases  of  typhoid  perforation  had  been  limited  to  two  instances. 
Both  of  them  were  seen  late,  and  both  died.  Before  the  dictum  of 
the  Association  went  out  that  typhoid  fever,  attended  with  great 
toxemia,  was  relieved  by  surgical  interference  and  drainage  with- 
out perforation,  he  thought  it  was  due  Dr.  Price  to  state  on  what 
grounds  he  based  the  pathology,  whether  he  based  his  conclusions 
upon  the  accepted  pathology  of  typhoid,  such  as  the  presence  of 
the  bacillus  typhosus  in  the  blood,  in  the  spleen,  the  kidneys,  and 
the  liver.  The  intestinal  tract  was  one  of  the  last  of  the  organs 
to  be  involved  in  typhoid  fever. 

Dr.  Albert  Vandeb  Veer  of  Albany,  N.  Y.,  said  that  this 
very  classical  paper  would  attract  the  attention  of  surgeons 
and'  would  undoubtedly  be  read  by  the  middle-aged  and  younger 
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members  of  the  profession.  As  the  previous  speaker  had  said, 
Dr.  Price  should  say  something  more  in  reference  to  drainage 
in  cases  of  typhoid.  In  the  autopsies  he  had  been  able  to  see, 
where  he  had  been  called  in  cases  of  perforation  from  typhoid 
fever,  with  the  patients  moribund  at  the  time  they  were  seen, 
he  had  found  two  or  three  hours  afterwards  in  the  pelvis  in  almost 
all  of  these  patients  from  one  to  four  ounces  of  a  serous  fluid 
that  was  saturated  with  typhoid  bacilli.  He  thought  an  effort 
should  be  made  to  operate  on  some  of  these  cases.  Had  Dr. 
Hayd's  case  been  operated  on,  the  patient  might  have  been  saved 
by  washing  out  and  establishing  drainage  after  the  manner  de- 
scribed by  the  essayist. 

Dr.  James  F.  W.  Ross  of  Toronto  said  that  all  surgeons  were 
agreed,  he  thought,  that  in  cases  of  intestinal  perforation  from 
typhoid  or  from  other  causes,  and  in  perforations  of  the  stomach 
and  of  the  appendix,  operation  at  as  early  a  date  as  possible  was 
the  correct  procedure.  In  listening  to  the  paper  he  did  not  read 
between  the  lines  as  some  of  the  other  speakers  evidently  had 
done,  that  is,  Dr.  Price  recommended  as  a  matter  of  routine  that 
surgeons  should  operate  in  cases  of  typhoid  fever  and  drain  the 
abdominal  cavity.  He  understood  him  to  say  that  in  cases  in 
which  it  had  been  done  it  did  not  do  any  harm.  For  his  own 
part,  he  thought  it  was  a  misfortune  to  make  an  incorrect  diag- 
nosis and  operate  on  a  patient  in  as  low  a  state  as  these  patients 
were  in  typhoid  fever,  with  the  idea  of  finding  a  perforation,  and 
then  finding  a  mistake  had  been  made.  Twice  last  winter  that 
happened  in  a  hospital  with  which  he  was  connected,  and  with 
two  fatal  results.  While  he  thought  surgeons  should  always 
operate  if  perforation  in  typhoid  fever  had  occurred,  still  they 
should  try  and  make  an  accurate  diagnosis.  True,  occasionally 
mistakes  would  be  made,  but  he  did  not  believe  that  it  was  good 
practice  to  operate  on  cases  of  typhoid  fever  in  the  absence  of 
perforation.  Speaking  of  drainage,  he  preferred  the  gauze  drain. 
He  did  not  believe  in  multiple  drains. 

Dr.  Raleigh  R.  Huggins  of  Pittsburg  said  the  diagnosis  of 
perforation  in  typhoid  was  not  readily  made,  but  at  times  an 
increasing  leucocytosis  would  enable  one  to  diagnosticate  a 
typhoid  perforation  where  he  could  not  otherwise  do  so.  All 
were  agreed  as  to  the  advisability  of  rapidity  of  operation,  but  if 
we  were  going  to  irrigate  the  abdominal  cavity  freely,  we  cer- 
tainly should  not  utilize  an  unnecessary  amount  of  time  in  so 
doing.  He  believed  that  in  perforations  from  typhoid  fever 
irrigation  was  unnecessary,  and  that  time  could  be  saved  by 
making  a  free  incision  and  placing  two  or  three  cigarette  drains. 

In  the  after-treatment  he  emphasized  the  Fowler  position,  and 
the  free  use  of  salt  solution  per  rectum  according  to  Murphy's 
method. 

Dr.  James  E.  Sadler  of  Poughkeepsie,  N.  Y.,  cited  two  cases 
of  extreme  typhoid  fever,  one  occurring  about  five  years  ago.  She 
had  the  symptoms  of  perforation,  although  they  were  not  well- 
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defined.  He  operated  upon  her,  and,  following-  the  advice  sug- 
gested, he  began  with  saline  transfusion  at  the  time  he  com- 
menced the  operation.  The  perforation  was  found ;  the  area  was 
walled  off  after  the  method  described  by  the  essayist,  and  the 
patient  went  on  for  weeks  at  the  verge  of  death,  but  later  began 
to  improve,  and  from  that  time  on  made  an  uneventful  recovery. 
During  the  past  winter  a  similar  case  came  under  his  care.  In 
this  there  were  also  evidences  of  a  possible  perforation.  The 
fact  that  he  was  not  fortified  by  an  absolute  diagnosis  of  perfora- 
tion prevented  and  militated  against  an  operation.  That  patient 
died.  Had  he  been  fortified  the  past  winter  with  the  paper  of 
Dr.  Price  he  should  have  operated  on  this  second  case,  perhaps 
with  as  fortunate  a  result  as  he  obtained  in  the  first. 

Dr.  Rufus  B.  Hall  of  Cincinnati  said  that  this  paper  would 
certainly  attract  wide  attention,  and  would  revolutionize,  in  a 
measure,  surgery  in  typhoid  fever.  If  he  understood  the  essayist 
rightly,  he  did  not  recommend  operating  on  every  case  of  typhoid 
fever,  as  was  implied  by  some  of  the  remarks  that  had  been  made, 
but  simply  in  the  severe  cases  attended  with  subsultus  and  low 
muttering  delirium.  It  was  exceedingly  difficult  to  make  a  posi- 
tive diagnosis  early  of  perforation  in  typhoid  fever,  even  when  it 
was  present.  He  did  not  know  that  he  was  right  in  advocating 
drainage  in  those  cases  in  which  there  was  not  a  history  of  per- 
foration in  typhoid  fever,  particularly  where  the  condition  of  the 
patient  was  desperate ;  and  yet,  from  a  surgical  standpoint,  he 
did  not  see  how  the  patient's  chances  for  living  could  be  lessened 
by  so  doing,  and  probably  her  chances  would  be  more  favorable 
by  operation: 

Dr.  Hugo  O.  Pantzer  of  Indianapolis  made  a  brief  allusion 
to  two  cases  of  preperforative  gangrenous  appendicitis,  probably 
of  typhoid  origin.  One  of  the  patients  was  a  high  school  girl, 
and  the  other  a  boy  of  twelve.  In  the  girl's  case  opening  of  the 
abdomen  disclosed  a  very  large,  edematous,  pale  appendix,  with 
the  circulation  of  the  mesenteriolum  so  much  interfered  with 
that  there  as  no  hemorrhage  from  it.  The  appendix  was  re- 
moved, and  closure  of  the  abdomen  was  followed  by  an  immedi- 
ate decline  in  temperature,  although  it  had  been  as  high  as  104-5*, 
with  high  pulse.  The  temperature  declined  to  990  after  the  opera- 
tion, and  the  pulse  went  down  to  about  100.  The  sensorium  was 
clear.  The  girl  died  at  about  the  tenth  day  from  typhoid  fever. 
The  boy  made  a  tedious  recovery,  and  in  turn  developed  a  pul- 
monary lesion.  Both  cases  showed  that  there  was  a  large,  edem- 
atous appendix,  with  an  impending  necrosis  of  the  mesenter- 
iolum, but  at  this  stage  there  was  no  serum  in  the  cavity.  The 
question  naturally  arose,  after  listening  to  Dr.  Price's  paper  and 
argument,  whether  the  speaker  could  not  have  dune  better  in  each 
case  if  he  had  put  in  a  large  drain,  expecting  that  this  might  have 
had  some  influence  on  the  typhoid  intoxication.  He  thought  the 
treatment  would  particularly  applv  to  those  cases  in  which  there 
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was  grave  and  extensive  involvement  of  the  mesentery  of  the 
intestine. 

Dr.  Price,  in  closing  the  discussion,  said  the  suggestion  of  Dr. 
Morris  as  to  the  importance  of  seeking  toxic  foci  and  of  arrest- 
ing the  toxemia  was  excellent.  It  would  seem  that  the  results 
from  surgical  intervention  had  been  better  than  he  had  antici- 
pated. Dr.  Bonifield  had  anticipated  him  in  much  of  this  work- 
by  the  recital  of  his  cases.  The  results  from  operations  for  ty- 
phoid perforations  throughout  the  country  had  been  very  good. 
At  the  Hopkins,  after  permitting  twenty-seven  or  thirty  patients 
to  die  from  typhoid  perforation  without  operation,  the  surgeons 
there  operated  on  four  patients  and  saved  three.  They  waited 
two  days  to  make  a  diagnosis ;  they  waited  for  the  hepatic  zone 
of  dullness  to  disappear  before  they  did  the  first  section.  He 
was  satisfied  that  had  they  done  the  first  section  as  early  as  they 
did  the  other  three,  the  results  would  have  been  the  same  and  they 
could  have  saved  one  hundred  per  cent.  Few  surgeons  had  suf- 
ficient courage  to  insist  on  operation  in  these  cases. 

The  question  of  shock  should  always  be  considered,  and  Dr. 
Humiston  had  adopted  the  wise  precaution  of  preparing  his  pa- 
tient for  shock  and  for  unfavorable  conditions  following  pro- 
longed anesthesia  or  prolonged  operation.  The  early  use  of  nor- 
mal salt  solution  was  valuable.  A  surgeon  could  put  a  typhoid 
patient  on  the  operating  table  with  a  pulse  of  140  or  160,  and  if 
he  took  the  precaution  to  have  a  short  anesthesia  and  perform  a 
rapid  operation,  if  the  incision  was  made  through  non-vital  struc- 
tures that  did  not  produce  much  shock,  the  patient  would  come 
off  the  table  with  a  pulse  of  130  and  in  much  better  condition 
than  when  he  went  on.  Practitioners  should  strive  to  minimize 
harmful  conditions  in  their  surgical  work.  Like  amebic  dysen- 
terv,  the  seat  of  the  trouble  in  typhoid  cases  was  in  the  ileum  and 
Peyer's  patches.  In  fact,  it  was  in  Peyer's  patches  that  the 
disease  lurked,  and  the  systemic  infection,  the  headache,  etc.,  came 
from  that  source,  and  if  under  such  conditions  all  agreed  that  a 
patient  was  going  to  die  he  would  not  hesitate,  even  though  un- 
able to  find  a  perforation  of  the  bowel,  to  drain  the  bowel  and 
irrigate  it,  as  was  done  in  cases  of  amebic  dysentery.  He  believed 
that  surgeons  could  get  as  good  results  in  some  cases  of  severe 
tvphoid  from  drainage  as  were  now  obtained  in  amebic  dysentery. 

While  he  was  fond  of  salt  solution,  because  it  was  more  stimu- 
lating than  other  agents,  yet,  as  a  matter  of  fact,  more  cases  of 
ileus  (post-operative)  followed  it  than  from  the  use  of  sterilized 
or  distilled  water. 

He  mentioned  an  army  surgeon  who  had  operated  on  four  cases 
of  typhoid  perforation,  and  saved  three,  and  he  recommended  that 
in  unhealthy  conditions,  not  favorable  for  suture  of  the  bowel,  that 
the  intestine  be  brought  out  and  the  ulcerated  zone  thoroughly 
drained ;  that  is,  anchor  the  bowel  between  gauze  sponges  with 
catgut,  and  through  an  artificial  fistula  drain  the  bowel  and  the 
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peritoneal  cavity.  After  the  catgut  was  absorbed,  this  fistula 
would  close,  or  the  surgeon  could  close  it  during  the  convales- 
cence of  the  patient. 

APPARATUS  FOR  RECTAL  SALINE  IRRIGATIONS. 

Dr.  O.  H.  Elbrecht  of  St.  Louis,  Mo.,  exhibited  an  apparatus 

for  the  application  of  Dr.  Murphy's  continuous  rectal  saline  irri- 
gations in  private  homes. 


WHEN    SHALL  WE   PERFORM    MYOMECTOMY   AND 

WHEN  HYSTERECTOMY  IN  UTERINE 

FIBROMYOMATA  ?x 


BY 

JAMES  N.  WEST,  M.D.. 

NEW  YORK. 

Professor  of  Diseases  of  Women  in  the  New  York  Post-Graduate  Medical  School. 


I  have  been  somewhat  surprised  and  disturbed  during  my 
attendance  at  medical  societies  and  through  the  perusal  of  cur- 
rent literature,  to  observe  an  effort  to  force  upon  the  profession 
at  large  the  most  radical  views  regarding  the  evils  proceeding 
prom  the  presence  of  uterine  fibromyomata  and  their  removal  as 
soon  as  discovered.  If  all  those  who  have  carefully  and  exten- 
sively examined  into  this  subject  had  reached  the  same  or  approx- 
imately the  same  conclusions,  even  if  I  held  contrary  views 
modesty  would  forbid  me  to  express  them  and  I  should  remain 
silent.  But  we  find  that  Noble,  of  whose  scientific  attainments 
and  humanity  we  feel  proud  as  Americans,  after  a  careful  anal- 
ysis of  his  own  and  a  vast  number  of  the  cases  of  others  reaches 
the  conclusion  that  in  nearly  all  cases  radical  operation  should  be 
performed  as  soon  as  expediency  will  permit  after  the  discovery 
of  the  tumor,  and  in  keeping  with  this  view  in  his  extensive 
operative  experience  up  to  the  time  of  the  publication  of  his  paper 
in  the  Journal  of  the  American  Medical  Association  last  winter, 
that  he  had  performed  only  twenty-two  abdominal  myomectomies, 
while  the  author,  in  a  much  more  limited  experience,  has  per- 
formed thirty-one. 

On  the  other  hand,  we  see  Winter  of  Berlin,  who  has  written  a 
paper,  recently  published,  in  which  he  gives  a  study  of  753  cases 

'Read   at    the    twentieth    annual    meeting   of   the   American    Association 
of  Obstetricians  and  Gynecologists,  held  at  Detroit.  September  17-19.  I9°7- 
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of  uterine  fibromyomata  in  his  own  practice  (one  of  the  most 
valuable  and  scientific  contributions  which  has  ever  been  made 
on  this  subject),  reached  a  diametrically  opposite  conclusion  and 
speaks  with  scorn  of  the  surgeon  who  would  operate  on  a  fibroid 
tumor  for  no  other  reason  than  that  of  its  mere  presence.  The 
facts  which  Dr.  Noble1  has  presented  in  his  great  paper  are  indis- 
putable, and  it  is  a  contribution  of  the  greatest  scientific  value, 
but  I  take  issue  with  his  deductions,  with  his  interpretations  and 
with  the  assumptions  upon  which  he  promulgates  his  law  of  pro- 
cedure. 

Noble  assumes  that  a  certain  given  percentage  of  patients  would 
have  died  of  the  tumors  alone.    This  we  all  agree  to.    He  assumes 
that  a  certain  percentage  would  have  died  of  complications,  among 
which  as  causes  of  certain  death  are  mentioned  pyosalpinx  and 
ovarian  cysts,  these   forming  a  considerable  percentage   of  the 
complications  which  if  left  unoperated  upon  would  have  caused 
death.     This  assumption  we  cannot  entirely  agree  to,  for  many 
cases  of  pyosalpinx  do  not  cause  death.     In  some  cases  the  pus 
becomes  innocuous  or  finds  a  natural  exit.    All  cases  of  ovarian 
cyst  do  not  cause  death ;  many  are  mere  retention  cysts  and  do  not 
at  all  tend  to  death.    But  leaving  the  correctness  of  these  assump- 
tions entirely  aside,  we  know  that  a  certain  per  cent,  of  the  cases 
would  die  of  the  tumors  and  an  added  percentage  of  complica- 
tions ;  does  it  then  follow  that  we  should  operate  radically  on  all 
or  nearly  all  cases  ?    By  no  means  can  such  a  conclusion  be  drawn 
from  the  facts  now  at  our  disposal.    We  must  all  agree  that  those 
cases  which  would  otherwise  have  caused  death  or  chronic  invalid- 
ism should  be  operated  upon.    But  this  does  not  concern  the  vast 
majority  of  all  cases  which  never  reach  such  a  stage,  which  cause 
no  danger,  and  which  have  no  complications.     The  general  law 
made  for  the  bad  cases  and  the  complicated  cases  should  not  be 
made  to  operate  in  benign  cases  and  uncomplicated  ones  unless  it 
can  be  shown  that  these  cases  become  virulent  and  complicated. 
This,  however,  we  all  know  is  not  true. 

In  order  to  establish  this  statement  I  herewith  present  the  fol- 
lowing facts:  Ellice  McDonald;  in  175  miscellaneous  autopsies 
held  upon  women,  found  that  in  those  over  20  years  old  about  one 
in  every  seven,  or  nearly  14  per  cent.,  had  fibromyomata.  Now, 
if  those  who  hold  to  this  simple  and  easy  rule,  to  operate  on  every 
fibroid  as  soon  as  discovered,  could  have  their  way,  14  per  cent,  of 
our  female  population  over  20  years  of  age  would  be  operated 
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upon  for  fibroid  tumors.  This  would  for  a  time  make  abundant 
work  for  those  who  hold  this  view,  and  no  doubt  they  would  have 
a  very  small  average  death  rate  in  their  operations,  but  one  which 
in  the  average  would  far  exceed  the  natural  death  rate  of  fibroid 
tumors  when  allowed  to  run  their  natural  course,  and  they  would 
hear  in  no  uncertain  way  from  an  outraged  public  as  soon  as  that 
public  became  aware  of  what  was  going  on.  I  have  the  strongest 
clinical  evidence  that  by  far  the  greater  portion  of  these  tumors 
do  little  or  no  harm. 

An  examination  of  200  consecutive  gynecological  cases  appear- 
ing in  my  office  showed  that  24,  or  12  per  cent.,  had  fibroid  tumors 
of  various  sizes.  Of  these  24  cases  8,  that  is, one-third,  were  advised 
to  have  radical  operation — six  to  have  hysterectomy  and  two  myo- 
mectomy;  of  the  remaining  16,  or  two-thirds  of  all  the  cases,  two 
were  advised  to  have  curettage.  The  remaining  14,  or  more  than 
one-half  of  all  the  cases,  were  advised,  some  to  report  occasionally 
for  examination  and  some  to  report  only  in  case  anything  unusual 
developed.  I  shall  now  present  a  brief  outline  of  a  few  of  these 
cases  of  fibromyoma  of  the  uterus  who  have  consulted  me  and 
have  not  been  advised  to  have  any  radical  operation. 

Case  I. — Mrs.  A.  B.  has  been  under  my  care  for  nine  years. 
When  she  presented  she  was  23  years  old,  had  been  married  six 
months.  She  was  regular;  periods  lasted  from  six  to  seven  days 
and  she  flowed  freely  and  suffered  much  pain  in  the  lumbosacral 
region,  and  some  pain  and  sensation  of  weight  in  the  pelvis  on 
exertion  between  the  periods.  Diagnosis:  Uterus  retroverted 
with  two  small  fibroids  the  size  of  an  English  walnut  on  the 
anterior  wall  of  the  uterus  at  the  vesicouterine  reflection  of  the 
peritoneum. 

She  was  given  local  treatment  for  about  a  week  when  the 
uterus  was  replaced  and  a  pessary  was  introduced.  The  uterus 
remained  in  place  and  symptoms  were  much  relieved.  Up  to 
date  this  patient  has  had  three  miscarriages  and  borne  two  healthy 
children  which  are  both  living,  the  elder  being  now  six  years  old. 
The  pessary  was  not  necessary  after  the  birth  of  the  older  child, 
as  the  uterus  remained  in  place  without  it.  A  recent  examination 
shows  only  the  faintest  trace  of  fibroids. 

Case  II. — Mrs.  C.  has  been  under  my  care  for  three  years.  At 
that  time  the  history  was  negative  up  to  the  beginning  of  present 
disturbance.  When  she  presented  herself  she  stated  that  she  did 
10  at  the  urgent  request  of  a  medical  friend  not,  however,  her 
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physician,  and  that  she  had  a  private  room  engaged  at  a  hospital 
and  expected  to  enter  there  the  next  day  for  a  hysterectomy  for 
fibroid  tumor  of  the  uterus,  which  she  had  been  informed  was  un- 
dergoing cystic  degeneration  and  urgently  needed  operation.  She 
felt  perfectly  well,  but  for  seven  months  had  been  quite  irregular, 
having  skipped  several  periods.  For  three  months  she  had  noticed 
rapid  enlargement  of  the  abdomen.  Examination  showed  a  seven 
months'  pregnancy  with  living  fetus,  and  a  small  fibroid  tumor 
the  size  of  a  small  orange  on  the  upper  right  anterior  segment  of 
the  uterus.  Patient  was  informed  of  her  condition  ana  was  with 
some  difficulty  persuaded  not  to  go  to  the  hospital.  Two  months 
later  I  attended  her  in  confinement ;  a  very  large  baby  was  born 
dead.  March  5,  1907,  I  delivered  her  of  a  large,  healthy  boy  baby. 
At  a  recent  examination  I  could  find  no  trace  of  the  tumor  and 
both  mother  and  child  are  in  most  vigorous  health. 

Case  III. — Mrs.  W.  H.,  age  43.  Married  six  years ;  never 
pregnant.  Consulted  me  on  account  of  excessive  and  painful 
flowing.  Diagnosis.  Three  uterine  fibroids  ranging  in  size  from 
a  hen's  egg  to  a  small  orange.  Curettage  advised.  Examination 
one  year  later  shows  fibroids  growing  slightly,  but  periods  have 
been  regular  and  there  has  been  no  return  of  excessive  flowing. 
Patient  is  being  kept  under  observation. 

Case  IV. — Mrs.  A.  M.,  age  47.  Had  menopause  one  year  ago. 
Married  twenty-two  years.  Never  pregnant.  Had  fibroid  tumor 
removed  by  Dr.  Polk  by  vagina,  five  years  ago.  Consulted  me  on 
account  of  excessive  vaginal  discharge.  Examination.  Uterus  is 
the  seat  of  several  small,  atrophied  fibroids.  Senile  vaginitis. 
Treatment.  Antiseptic  douches  and  applications  of  nitrate  of 
silver.  After  two  months.  No  vaginal  discharge.  Patient  per- 
fectly well. 

Case  V. — Mrs.  P.,  age  40.  Married  twenty  years.  No  chil- 
dren ;  one  pregnancy  nineteen  years  ago.  Periods  have  always 
been  regular ;  of  recent  years  flows  rather  freely  for  three  days ; 
slight  pain.  Examination  shows  the  uterus  to  be  retroverted  and 
the  seat  of  several  fibroids.  The  patient  looks  robust,  feels  strong 
and  well  and  does  not  desire  to  bear  children  on  account  of  her 
age.     No  operation  advised. 

Case  VI. — Mrs.  M.  C,  age  25.  Married  four  years ;  one  child 
three  years  old.  Instrumental  labor.  Regular,  flows  three  days, 
slight  pain ;  feels  as  though  something  was  coming  down  in  the 
vagina  when  she  walks.     Diagnosis.     Small  fibroid  on  anterior 
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wall  of  uterus;  lacerated  cervix  and  perineum.     Operation  for 
repair  of  lacerations  advised. 

Case  VII. — Mrs.  L.  H.,  age  39.  Married  sixteen  years;  two 
children,  last  one  fourteen  years  ago.  Periods  regular  for  the 
past  four  years ;  flow  has  lasted  seven  days  and  has  been  quite 
free.  Periods  ceased  five  months  ago.  Has  some  pain  in  lower 
right  side  of  abdomen.  Considerable  leucorrhea.  Diagnosis. 
Pregnant  five  months.  Several  small  fibroids  on  the  uterus ;  some 
as  large  as  hens'  eggs.    No  operation  advised. 

Case  VIII. — Mrs.  S.  T.  Has  been  complaining  six  months; 
periods  regular,  twenty-eight  days'  interval ;  flows  moderately ;  no 
pain.  Consults  me  because  she  thinks  she  has  appendicitis.  No 
definite  history  of  attack.  Shows  slight  tenderness  over  the  ap- 
pendix. Small  uterine  fibroid.  Advised  to  keep  under  observa- 
tion. 

Case  IX. — Mrs.  H.  G.,  age  32.  Married  twelve  years ;  never 
pregnant.  Six  years  ago  was  curetted  for  menorrhagia ;  has  been 
well  and  regular  since  until  two  weeks  ago,  when  she  began  to 
flow,  passing  some  clots.  Diagnosis.  Small  uterine  fibroid  the 
size  of  an  orange.     Curettage  advised. 

I  will  not  present  more  cases.  The  foregoing  represents  fairly 
the  type  in  which  no  operation  or  only  a  palliative  one  is  sug- 
gested, and  represents  about  two-thirds  of  the  cases  having  fibroids 
in  my  practice,  not,  however,  taking  into  consideration  cases 
referred  to  the  hospital  on  account  of  fibroids,  some  of  whom 
have  mild  symptoms  and  some  absolutely  none  at  all.  I  cannot 
pass  from  these  cases  without  especially  mentioning  the  quite  con- 
siderable class  where  there  are  absolutely  no  symptoms.  In  this 
class  fall  some  of  the  cases  where  I  advise  radical  operation  on 
account  of  size  or  rapid  growth.  In  favor  of  the  radical  opera- 
tion on  all  fibroids  the  exceedingly  shallow  argument  is  some- 
times advanced  that  a  patient  never  consults  you  unless  she  has 
symptoms.  I  have  wondered  if  those  who  use  this  line  of  argu- 
ment have  never  discovered  a  fibroid  while  making  a  general 
examination  or  examining  a  pregnant  woman,  or  one  who  has 
just  borne  a  child. 

In  about  one-third  of  my  cases  I  find  that  I  recommend  a  radical 
operation,  this  being  hysterectomy  or  myomectomy.  When  shall 
we  perform  myomectomy?  In  the  thirty-one  abdominal  myomec- 
tomies which  I  have  performed  there  have  been  two  deaths  (6l/2 
per  cent.)  and  four  of  the  patients  have  become  pregnant.     Tak- 
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ing  an  equal  number  of  consecutive  cases  of  fibroids  treated  by 
hysterectomy,  I  find  that  there  have  been  no  deaths.  For  the  pur- 
pose of  this  comparison  I  have  looked  up  my  records  at  the  Post- 
Graduate  Hospital  for  three  years  past  and  find  that  during  that 
time  I  did  thirty-four  hysterectomies  with  no  deaths  and  adding 
to  these  six  done  in  other  places,  it  makes  forty  consecutive  hys- 
terectomies in  three  years  with  no  death.  These  represent  the 
worst  cases  from  those  who  have  come  under  my  very  care  and  all 
presented  symptoms  which,  according  to  my  standard,  demanded 
operation.  In  one  case  the  chief  indication  was  pain  caused  by 
the  pressure  of  the  tumor  upon  the  ribs,  yet  this  woman  otherwise 
was  quite  well.  I  have  not  chosen  here  to  present  all  of  my  hys- 
terectomy cases,  but  only  taking  them  as  they  came  consecutively 
for  three  years,  to  compare  them  with  approximately  the  same 
number  of  abdominal  myomectomies,  and  this  shows  that  as  a 
general  proposition  myomectomy  is  much  the  more  dangerous 
operation. 

My  average  mortality,  then,  in  myomectomy  is  greater  than  in 
hysterectomy,  but  I  believe  that  with  the  more  extended  experi- 
ence myomectomy  will  show  a  lessened  mortality  in  my  hands, 
because  I  have  learned  with  a  reasonable  degree  of  certainty  what 
cases  may  safely  have  myomectomy,  and  as  my  experience  has 
accumulated  I  feel  that  the  limits  of  myomectomy  have  become 
narrowed.  One  of  my  early  cases  in  which  the  operation  was  un- 
dertaken to  relieve  sterility  was  of  such  a  character  as  to  greatly 
excite  my  enthusiasm  for  the  operation.  From  this  woman, 
operating  by  the  abdominal  route,  I  removed  sixteen  tumors 
through  nine  incisions.  The  patient  made  an  easy  and  uncom- 
plicated recovery  and  bore  a  healthy  boy  without  any  complica- 
tions. He  is  now  a  sturdy  little  lad  of  six  years.  A  more  ex- 
tended experience  has  taught  me  that  this  operation  has  its  limits 
and  that  these  are  comparatively  narrow ;  but  it  is  an  operation 
of  extreme  importance  and  beneficence  to  those  for  whom  it  is 
suited. 

In  the  first  place,  we  need  consider  myomectomy  as  a  proper 
procedure  only  in  those  cases  where  child-bearing  is  desirable  and 
is  prevented  or  interfered  with  by  the  presence  of  a  neoplasm, 
except  in  those  cases  of  pedunculated  tumors  either  into  the  peri- 
toneum, uterus,  or  vagina,  where  tying  off  the  pedicle  would  be 
simpler  and  safer  than  removing  the  uterus.  In  not  all  peduncu- 
lated tumors  is  this  the  case.    Where  there  is  a  large  tumor  grow- 
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ing  up  into  the  abdomen  from  a  pedicle  more  than  an  inch  in 
diameter,  1  should  prefer  to  do  hysterectomy,  except  where  preg- 
nancy is  to  be  considered.  Then,  with  this  restriction,  let  us  con- 
sider what  cases  may  come  within  the  range  of  safety,  size  of 
tumors,  location,  character  and  number. 

Those  cases,  which  form  a  considerable  majority  of  my  whole 
series,  where  the  tumors  have  been  small,  ranging  from  the  size 
of  a  hen's  egg  down  and  located  chiefly  subperitoneally  or  much 
nearer  to  the  peritoneum  than  to  the  endometrium,  have  all  recov- 
ered and  have  given  me  but  little  uneasiness.  Two  cases,  in  one  of 
which  the  tumor  was  single,  interstitial,  and  about  five  inches  in 
diameter,  and  the  other  in  which  there  were  two  small  subperi- 
toneal tumors  and  one  interstitial,  one  about  four  inches  in  diam- 
eter, had  very  stormy  recoveries  and  gave  me  great  uneasiness. 

The  two  cases  which  died  had  respectively  three  and  five 
tumors  which  were  so  situated  that  the  endometrium  was  much 
injured,  and  although  repaired  with  catgut  and  the  beds  of  the 
tumors  carefully  obliterated  with  continuous  catgut  sutures,  yet 
both  died  of  sepsis.  Two  other  cases  I  desire  to  mention  which 
were,  of  course,  not  in  the  list  of  myomectomies.  One  was  a 
beautiful  young  woman,  27  years  old,  who  had  been  married  only 
three  months.  She  had  been  flowing  almost  continuously  since 
the  time  of  marriage.  Examination  showed  the  presence  of  a 
fibroid  about  three  inches  in  diameter  in  the  anterior  wall.  I  ad- 
vised that  a  myomectomy  be  at  once  performed.  The  tumor  was 
found  to  be  interstitial  and  its  situation  was  such  as  to  necessitate 
the  dissection  of  the  bladder  from  over  it.  The  enucleation  proved 
very  difficult.  It  was  difficult  to  shell  the  tumor  out  from  its 
bed,  and  finally  a  considerable  sized  piece  of  endometrium  came 
with  it.  The  former  sad  experience  of  losing  two  cases  which 
had  presented  much  the  same  physical  characteristics  decided  me 
to  complete  the  operation  by  removing  the  uterus.  Prof.  Brooks, 
pathologist  of  the  Post-Graduate  Hospital,  found  the  tumor  to  be 
a  sarcoma,  but  with  no  degeneration. 

The  second  case  was  that  of  a  woman  about  40  years  old,  upon 
whom  I  had  operated  four  years  previously  for  an  old  salpingitis, 
doing  a  plastic  operation  on  both  tubes  for  sterility.  She  was 
brought  to  me  in  March,  1907.  on  account  of  symptoms  of  extra- 
uterine pregnancy.  She  bad  been  (lowing  continuously  for  six 
weeks,  following  a  skipping  of  one  period.  F.xamination  showed 
a  mass  a  little  larger  than  a  hen's  egg  in  the  right  horn  of  the 
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uterus.  Operation  was  performed  by  me  at  the  Woman's  Hos- 
pital. Both  tubes  were  entirely  closed  and  impervious,  and  their 
ends  covered  over  with  dense  adhesions.  The  mass  in  the  horn  ap- 
peared to  be  a  fibroid  tumor.  I  could  not  shell  it  out,  so  removed 
the  uterus  with  it,  leaving  the  ovaries  buried  in  a  mass  of  ad- 
hesions. The  pathologist  reports  it  to  be  adenoma  fibroma 
benigiuiin.     This  patient  had  suffered  no  pain. 

Finally,  however  desirable  it  may  be  to  retain  the  uterus  for 
the  purpose  of  child  bearing,  and  where  its  size  may  not  be  great, 
yet  myomectomy  cannot  be  thought  of,  are  those  cases  where  there 
are  a  great  number  of  small  nodules  scattered  throughout  the 
substance  of  the  uterus  or  where  the  uterus  is  uniformly  degen- 
erated into  a  myomatous  growth.  When  such  uteri  have  reached 
a  depth  of  six  inches  or  more  and  are  continuing  to  grow,  if 
symptoms  demand  interference  this  can  only  be  in  the  form  of  a 
hysterectomy.  If  radical  interference  is  necessary,  hysterectomy 
I  believe  should  be  done  in  all  cases  where  the  question  of  child 
bearing  is  not  involved  and  the  tumor  is  not  an  easily  removed 
pedunculated  one.  I  perform  complete  hysterectomy  with  removal 
of  the  ovaries  where  the  character  and  rapidity  of  the  growth  sug- 
gest malignancy  ;  in  others  supravaginal,  leaving  the  ovaries  when 
healthy  in  patients  who  have  not  reached  the  menopause  and  re- 
moving them  in  those  who  have  passed  it. 

Then  I  take  as  general  indications  for  radical  operation,  that  is, 
hysterectomy  or  myomectomy,  the  following: 

Great  size. — Causing  visceral  changes,  exhaustion,  and  incon- 
venience. 

Rapid  growth  or  pain  and  hemorrhages. — Indicating  that  the 
tumor  may  be  malignant. 

Pressure  upon  ureter,  bladder,  rectum,  or  intestine. — Interfer- 
ing with  the  functions  of  these  structures. 

Hemorrhage. — Which  cannot  be  controlled  except  by  radical 
operation. 

Interference  with  labor. — As  in  the  case  of  a  tumor  so  situated 
in  a  pregnant  uterus  as  to  make  normal  labor  impossible. 

Causing  sterility. — As  when  a  tumor  causes  repeated  abortions 
or  prevents  fecundation. 

Pedunculated  tumors,  or  indications  of  necrosis. 

Various  complications  may  exist  in  coincidence  with  the  tumor 
which,  taken  together  with  it,  will  prove  sufficient  indication  for 
operation. 
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I  present  herewith  some  reports  and  observations  on  this  sub- 
ject which  have  been  recently  published  and  which  I  think  are 
valuable  contributions. 

Winter2:  Die  wissenschaftliche  Begriindung  der  Indicationen 
zur  M  y  onto  per  aiionen.  "Before  all,  the  indications  for  myoma 
operations  need  a  safer  and  broader  foundation."  Those  operators 
who  regard  the  mere  presence  of  a  myoma  as  a  sufficient  indication 
for  its  removal  indeed  are  relieved  of  the  trouble  of  a  scientific 
foundation  for  their  action ;  fortunately  there  are  few  such  in 
Germany." 

In  a  careful  analysis  of  753  cases  he  made  the  following  most 
interesting  and  instructive  observations :  Before  the  menopause 
abnormal  bleeding  occurred  in  65  per  cent,  of  the  cases ;  after  the 
menopause,  in  2  per  cent. ;  i.e.,  in  16  cases  out  of  753.  In  these 
sixteen  cases  there  were : 

"Carcinoma  of  the  body 4  times. 

Sarcomatous  degeneration  2 

Gangrene  of  the  tumor 2 

Fibrous  polypus    3      " 

Cyst  of  the  ovary t 1  time. 

No  special  cause 4  times. 

In  one-third  of  the  cases  of  hemorrhage  in  fibroids  after  the 
menopause  there  was  malignant  disease." 

'"Metrorrhagia  in  12  per  cent,  of  the  cases  in  which  it  occurs 
was  caused  by  malignant  disease,  and  in  50  per  cent,  by  sub- 
mucous fibroids.  Hence  the  great  importance  of  metrorrhagia 
as  a  symptom  and  the  necessity  of  proceeding  against  these  cases 
radically." 

"Submucous  fibroids  undergo  sarcomatous  degeneration  in 
8-10  per  cent,  of  cases  and  lead  most  frequently  to  the  severe 
forms  of  anemia.  Hemorrhage  may  be  relieved  most  satisfac- 
torily in  subperitoneal  fibroids,  also  in  interstitial  when  the  canal 
is  not  too  tortuous :  in  submucous  never." 

"Out  of  the  whole  number  of  753  cases  of  myoma,  204  were 
operated  on  chiefly  on  account  of  hemorrhage.    Of  these 

Vaginal  conservative  operations  were  performed.  .  .61  times. 

Total  vaginal  extirpation 46      " 

Supravaginal  hysterectomy    97      " 

Seventy-five  per  cent  of  all  the  cases  operated  on  had  suffered 
pain,  and  in  33  per  cent,  of  the  cases  operated  on  pain  was  the 
chief  indication." 
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"'An  absolute  indication  for  operation  is  the  occurrence  of  bleed- 
ing and  pain  in  a  fibroid  after  the  menopause.  In  50  per  cent,  of 
the  cases  of  necrosis  of  the  tumor  a  more  or  less  severe  intermittent 
pain  occurred." 

In  regard  to  heart  cases,  Winter  finds  them  to  be  quite  rare 
except  those  due  to  anemia. 

In  60  per  cent,  of  his  cases  the  heart  tone  and  sounds  were 
perfectly  normal.  In  30  per  cent,  there  were  murmurs  which  were 
interpreted  as  follows : 

Caused  by  anemia 52  times 

Caused  by  apparent  anemia 16  times 

Arteriosclerosis    6  times 

Neurasthenia    2  times 

Fatty  degeneration 2  times 

Dilatation  and  hypertrophy,  not  including  valvular 

lesions,  3  times 1  % 

Valvular  lesions,  3  times 1% 

Changes  in  the  myocardium,  3  times 1  c/o 

He  does  not  advise  operating  on  a  tumor  either  on  account  of 
large  size  or  rapid  growth  unless  symptoms  be  present ;  nor  yet 
the  fear  that  symptoms  may  set  in.  He  considers  that  after  the 
symptoms  set  in  there  is  ample  time  to  operate. 

Dr.  Karl  Fleischmann  (3)  in  the  preceding  eight  years  oper- 
ated on  uterine  fibromyomata  in  130  cases ;  73  cases  were  operated 
on  by  the  abdominal  route ;  65  of  these  had  supravaginal  hyster- 
ectomy with  3  deaths  ;  that  is  : 

Four  times  total  hysterectomy,  1  death. 

One  supravaginal  amputation  with  extraperitoneal  treatment  of 
stump. 

Three  times  myomectomy  of  subserous  myomata. 
All  recovered. 

The  total  death  rate  in  the  73  cases  operated  on  by  the  abdom- 
inal route  was  5.47  per  cent. 
By  vaginal  route,  57  cases. 
Total  extirpation,  50;  all  recovered. 

Total  extirpation  begun  by  vaginal,  ended  by  abdominal  route, 
3  ;  one  death. 

Enucleation  with  retention  of  uterus,  4  cases ;  all  recovered. 
Total  death  rate  by  the  vaginal  route  was  then  1.75  per  cent., 
a  mortality  in  the  entire  130  cases  of  3.84  per  cent. 

Of  the  abdominal  cases  which  died,  one  died  of  pulmonary  em- 
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bolism,  one  of  secondary  hemorrhage,  one  of  heart  degeneration, 
and  one  of  sepsis  which  had  been  complicated  by  pyosalpinx. 

"According  to  my  opinion,  when  one  has  a  patient  with  a  bad 
heart  and  an  excessive  anemia  from  frequent  hemorrhages,  he 
should  choose  the  operation  of  shortest  duration." 
The  following  complications  were  observed : 

Sarcomatous  degeneration,  5  times 2>-l°/° 

Necrosis  and  gangrene,  8  times 6    % 

Extensive  calcification Once 

Carcinoma  of  fundus  near  fibroid Once 

Pregnancy,  3  times 

Ovarian  cysts,  4  times 3    % 

Severe  pyosalpinx,  5  times 3.1  c/o 

Fresh  peritonitis  extending  from  double  pyosal- 
pinx     One  case 

Chronic  appendicitis,  4  times 3    % 

Large  umbilical  hernia   One 

He  prefers  the  supravaginal  extirpation  and  only  used  total  ex- 
tirpation where  extensive  drainage  was  necessary. 

The  small  number  of  cases  in  which  carcinoma  has  occurred 
in  the  remaining  stump  of  cervix  is  not  sufficient  to  influence  the 
method  of  operation. 

Vaginal  operations  had  a  less  mortality  than  abdominal,  but 
they  required  more  time  and  caused  the  loss  of  more  blood  than 
the  abdominal. 

He  makes  no  note  of  the  fact  that  all  the  worst  cases  were 
operated  on  by  the  abdominal  method  in  comparing  vaginal  with 
abdominal  methods. 

"The  removal  of  a  myoma  is  a  serious  operation,  however, 
whether  undertaken  per  vaginam  or  through  the  abdominal  route, 
and  should  be  undertaken  only  as  a  result  of  definite  indications. 
Also  the  fear  that  a  tumor  which  now  may  be  removed  by  vagina 
may  later  have  to  be  attacked  by  abdomen  is  by  no  means  to  be 
considered  as  magnifying  the  indications   for  operation." 

Doderlein  has  done  abdominal  myomectomy  in  232  cases,  witli 
a  mortality  of  3.4  per  cent.,  and  by  vaginal  198  cases,  4.5  per  cent. 
Fehling  (4)  savs :     "I  will  not  take  into  consideration  here  the 
indications  for  myoma  operations,  which  are  shown  by  their  sta- 
tistics to  be  very  different  in  different  clinics." 

"Since  a  myoma  is  a  benign  growth,  it  is  proper  whenever  pos- 
sible to  give  preference  to  the  removal  of  the  new  growth  itself. 
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leaving  behind  the  uterus  and  the  adnexa,  provided  the  ovaries 
are  not  morbidly  degenerated." 

"One  may  easily  decide  to  do  myomectomy  in  the  case  of  a  sub- 
serous tumor  which  from  its  size  is  encroaching  upon  the  space 
of  the  abdominal  cavity,  or  causing  symptoms  by  attachment  to 
neighboring  organs." 

"Above  all  is  myomectomy  indicated  when  a  tumor  which 
causes  hemorrhages  is  so  situated  as  to  admit  of  its  removal. 
This  must  be  done  by  the  vaginal  method. "* 

"If  one  removes  tumors  accidentally  discovered,  whose  size  and 
connections  in  the  abdomen  are  causing  no  harm  and  do  not  cause 
hemorrhages,  'so  nacht  der  operateur  nur  eine  Luxus  operation 
und  noch  dazn  eine  recht  gefaarhliche.'  So  the  operator  per- 
forms an  unnecessary  and  right  dangerous  operation." 

In  advocating  the  abdominal  route  for  myomectomy  he  quotes 
the  following  statistics : 

Hoffrneyer,  13  abdominal  enucleations,  5  deaths..  38.5% 

Olshaiisen,  37  cases  with  4  deaths 10.8% 

Schauta,  25  cases  with  5  deaths 20    % 

Wyder,  48  cases  with  6  deaths 12.7% 

Doderlein,  14  cases,  no  deaths 

The  average  being  a  death  rate  in  137  cases  of  14.57% 

Sarwey  gives  a  list  of  465  cases  with  a  mortality  rate  of  9.6  per 
cent.,  which  Fehling  regards  as  too  low. 

Also  the  patients  in  16  per  cent,  of  cases  have  recurrences,  a 
proposition  not  compensated  for  by  the  proportion  of  preg- 
nancies. 

Haultain  (5)  :  "The  development  and  growth  of  fibroid  tu- 
mors in  the  cervix  uteri  occurs  in  about  5  per  cent,  of  all  uterine 
fibromyomata.  He  has  met  with  them  in  30  cases  out  of  a  total 
of  260.  This  does  not  take  into  consideration  cervical  submucous 
fibromyomata." 

"The  bladder  in  all  cases  was  displaced  upward  into  the  abdo- 
men. All  were  incarcerated  in  the  pelvis  and  gave  rise  to  well- 
marked  symptoms,  especially  in  connection  with  the  bladder." 

"In  22  cases  considered  hemorrhage  was  present  in  10  as  a 
symptom.  In  2  cases  the  tumors  showed  signs  of  degeneration ; 
these  were  edematous  and  gangrenous." 

He  finds  operation  on  cervical  fibroids  much  more  difficult  than 
those  on  the  body,  and  has  a  death  rate  of  10  per  cent.,  as  com- 
*Experience  does  not  prove  this  statement  to  be  true. 
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pared  with  hysterectomy  for  fibromyoma  of  the  body,  where  his 
mortality  has  been  only  I  per  cent.  Three  of  those  deaths  were 
due  to  septic  infection;  the  cause  of  the  fourth  is  not  stated. 

Finally,  after  a  consideration  of  the  subject  from  all  points  of 
view,  I  feel  that  there  is  no  disease  to  which  women  are  subject 
where  each  individual  case  requires  to  be  considered  alone  and 
treated  according  to  conditions  and  symptoms  present  than  uterine 
fibromyoma.  I  hold  that  all  those  who  fail  to  give  this  careful 
consideration  to  each  case  and  who  adopt  the  rule  to  operate  as 
soon  as  expediency  will  permit  after  their  discovery  are  failing 
to  give  their  patients  scientific  treatment. 

There  are  a  number  of  happy  little  children  in  New  York  who 
owe  their  existence  to  the  fact  that  I  hold  these  views,  and  I  have 
the  satisfaction  of  knowing  that  those  few  cases  who  have  died 
after  operation  have  done  so  trying  to  obtain  relief  from  symp- 
toms which  actually  demanded  operative  interference. 
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ENUCLEATION  OF  LARGE  EXTRAMURAL  INTRALIG- 

AMENTARY   UTERINE    MYOMATA,    WITHOUT 

MUTILATING  ANY  PELVIC  ORGAN.    TWO 

CASES  AND  REMARKS.1 


HENRY  HOWITT,  M.D. 
Guelph,  Ont. 


(With  six  illustrations.) 


The  surgical  treatment  of  uterine  myomata  by  accredited  oper- 
ators is  now  so  satisfactory  in  its  results  that  the  field  for  further 
improvement  is  extremely  limited  and  confined  chiefly  to  minor 
details  and  the  management  of  special  conditions  encountered 
during  an  operation.  Not  many  decades  ago,  before  the  modern 
methods  of  pelvic  surgery  were  evolved,  a  uterine  myoma  indi- 
cated generally  some  form  of  what  may  be  termed  expectant 
treatment,  or  hysterectomy.  Gradually,  as  the  technique  im- 
proved, attention  was  given  to  conservatism  in  the  work.  The 
evolution  of  this  phase  of  pelvic  surgery  presently  made  it  plain 
that  in  certain  conditions  it  was  neither  necessary  nor  even  justi- 
fiable to  remove  the  uterus  or  any  other  pelvic  organ.  Thus  the 
term  myomectomy  appeared  in  our  literature,  and  it  will  ever 
hold  a  prominent  place  in  the  list  of  the  operative  procedures  of 
the  gynecologist. 

As  a  general  rule,  a  patient,  at  or  near  the  climacteric,  who 
has  a  simple  pedunculated  subperitoneal,  or  an  ordinary  sub- 
mucous tumor,  is  relieved  without  mutilation.  For  obvious  rea- 
sons in  younger  patients  the  scope  of  the  work  has  been  widened 
and  its  limitations  vary  according  to  the  avocation  and  condition 
of  the  patient  and  the  experience  and  skill  of  the  operator.  Still, 
in  regard  to  certain  phases  of  this  form  of  conservative  surgery, 
the  pendulum  of  medical  opinion  continues  to  swing  and  will  do 
so  until  experience  leads  to  the  solution  of  more  surgical  prob- 
lems. After  a  review  of  all  the  literature  available,  I  have 
failed  to  find  any  record  of  a  successful  myomectomy  for  an  intra- 

^ead   at   the    twentieth    annual    meeting   of  the   American    Association 
of  Obstetricians  and  Gynecologists,  held  at  Detroit,  September  17-19,  1907. 
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ligamentary  myoma  of  a  size  sufficient  to  crowd  the  abdominal 
and  pelvic  cavities.  Yet  it  is  not  without  some  diffidence  that 
the  following  cases  and  remarks  are  presented  for  your  consider- 
ation. It  should  be  borne  in  mind  that  the  remarks  are  appli- 
cable only  to  cases  in  which  the  growth  is  large. 

Case  I. — Large  myoma  on  right  side  of  the  broad  ligament. 
Mrs.  T.  H.,  age  43  years,  entered  St.  Joseph's  Hospital,  Guelph, 
December  26,  1906.  Family  history:  Excellent.  Personal  his- 
tory :  Until  last  October  she  had  always  enjoyed  excellent  health 
and,  except  when  her  only  child  was  born,  had  never  been  con- 
fined to  her  room.  Married  eight  years ;  one  child  five  years  of 
age ;  one  abortion  before  birth  of  child  at  second  month  of  gesta- 
tion. Menstruated  first  in  her  twelfth  year  and  had  never  missed 
a  period  except  during  term  of  pregnancy  and  lactation. 

In  May,  1906,  she  noticed  that  her  abdomen  was  larger  than 
formerly  and  by  July  the  enlargement  was  so  pronounced  that 
she  consulted  a  medical  man,  who,  after  an  examination,  told  her 
that  she  was  in  the  sixth  month  of  pregnancy.  Being  regular,  and 
having  no  other  sign  of  pregnancy  than  the  enlargement,  another 
physician  was  consulted,  who  arrived  at  the  same  conclusion. 
In  October  symptoms  due  to  pressure  became  troublesome  and 
gradually  grew  in  severity.  The  vesical  irritation  caused  the 
most  distress,  and  by  the  middle  of  December  she  had  to  void 
urine  hourly.  I  saw  her  on  the  20th  of  that  month  and  advised 
her  to  go  to  the  hospital  for  surgical  treatment. 

After  entering  the  hospital,  a  careful  examination  failed  to 
detect  any  other  abnormal  condition  than  a  large  myoma,  which 
caused  pressure  symptoms  on  the  abdominal  and  pelvic  viscera. 
At  this  stage  the  outline  of  the  abdomen  resembled  very  much 
that  of  a  woman  at  the  full  term  of  pregnancy,  hut  palpation 
showed  that  the  contour  of  the  tumor  was  irregular.  Closer  ex- 
amination showed  that  the  growth  filled  the  pelvic  as  well  as  the 
abdominal  cavity,  that  it  was  firmly  fixed,  and  that  its  lower  por- 
tion almost  reached  the  vaginal  orifice.  The  cervix  was  displaced 
to  the  left  and  backward.  With  considerable  difficulty  a  sound 
was  passed,  which  took  a  course  to  the  left  and  backward  instead 
of  into  the  tumor. 

The  history  of  the  case  and  the  character  of  the  growth  left  no 
doubt  as  to  its  nature,  and  the  data,  to  which  reference  ha-  been 
made,  indicated  it-  probable  situation  and  site  of  origin.  On  the 
29th  of  October  she  was  taken  to  the  operating  room  and  a  long 
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median  incision  was  made  from  above  the  umbilicus  to  the  pubes, 
through  all  the  structures  to  the  subperitoneal  tissue.  It  was 
then  found  that  the  tumor  in  its  growth  had  stripped  off  the  serous 
coat  from  the  anterior  wall  of  abdomen  up  to  the  umbilicus.    The 


Fig.  1. — Large  intraligamentary  myoma  successfully  enucleated  without 
injury  to  uterus  or  any  pelvic  organ.  Weight  of  tumor,  twenty- 
six  pounds.      Recovery. 

abdominal  cavity  was  then  opened  by  cutting  through  the  parietal 
peritoneum  from  the  site  of  its  reflection  at  the  umbilicus  upward. 
On  introducing  my  hand  the  uterus  was  located  on  the  left  side  of 
the  tumor.     It  was  flattened  and  greatly  elongated  by  pressure. 
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Its  fundus  was  near  the  summit  of  the  growth,  and,  the  cervix 
being  in  the  pelvis,  one  can  judge  to  what  extent  the  body  of  the 
organ  was  stretched.  In  fact,  the  distorted  organ  formed  a  por- 
tion of  the  sheath  which  enclosed  the  upper  part  of  the  myoma 
and  separated  it  from  the  peritoneal  cavity.  The  right  fallopian 
tube  could  be  traced  running  to  the  right  over  the  summit.  On 
the  right  side  the  cecum  and  lower  portion  of  ascending  colon 
were  found  to  be  pushed  upward  and  spread  over  the  surface. 
The  rough  diagrammatic  figures  will  probably  convey  a  better 
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Fig.  2. — Cross-section  of  tumor  aftd  its  sheath. 

conception  of  the  conditions  that  existed  than  my  written  descrip- 
tion. 

Figure  i  shows  a  cross  section  of  the  tumor  and  its  sheath. 
Figure  2  is  a  lateral  longitudinal  section  through  tumor  and  uter- 
ine portion  of  the  sheath. 

Figure  3  is  an  antero-posterior  longitudinal  section  showing  the 
high  point  of  the  reflection  of  the  peritoneum  in  front  and  behind. 
Also  the  low  elevation  of  bladder  in  median  line  in  front. 

Below  the  umbilicus  in  the  line  of  the  incision  the  tumor  was 
covered  by  a  layer  of  subperitoneal  or  areolar  tissue ;  this  was 
divided  and  the  smooth  surface  of  its  capsule  exposed.     This  area 
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of  exposure  was  extended  upward  several  inches  by  cutting,  in 
addition,  the  peritoneal  covering  of  the  tumor.  Then,  two  forceps 
were  attached  to  the  whole  thickness  of  the  sheath  near  the  upper 
end  of  the  incision  in  it,  and  given  to  an  assistant  to  hold,  with 
instructions  to  make  some  traction  away  from  the  tumor  and 
toward  the  chest  of  the  patient.  This  procedure  made  it  easy 
for  me  to  introduce  my  hand  under  the  sheath  and  cm  the  smooth 
surface  of  the  capsule  proper,  effectually  protecting  the  abdominal 
viscera  from  being  soiled,  or  even  touched  or  exposed  during  the 
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Fig.   3. — Lateral  longitudinal  section  through  tumor  and   uterine  por- 
tion of  sheath. 

enucleation.  Except  the  pedicle,  I  found  no  firm  adhesion  any- 
where between  the  sheath  and  the  tumor.  When  a  sulcus  on  the 
irregular  growth  was  reached  the  obstruction  was  easily  over- 
come by  making  the  detached  sheath  at  the  part  tense  by  traction 
and  then  raising  the  points  of  my  fingers  off  the  tumor.  By 
these  means  and  by  traction  on  the  tumor  with  Tait's  corkscrew 
the  enucleation  and  delivery  were  accomplished  with  astonishing 
ease. 

The  site  of  the  attachment  of  the  pedicle  to  the  uterus  was 
on  the  right  side  near  the  middle  of  body  of  the  organ.     The 
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pedicle  was  not  larger  than  an  ordinary  penholder.  It  was  tied 
with  a  No.  i  sterile  catgut  and  this  was  the  only  ligature  used 
in  the  operation.  There  was  practically  no  loss  of  blood,  merely 
a  little  oozing  during  the  stripping  of  the  sheath.  It  appeared 
marvelous  to  me  how  quickly  the  displaced  and  stretched  organs 
and  the  other  structures  retracted  and  contracted  toward  their 
normal  condition.    The  contraction  made  the  opening  in  the  peri- 
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Fig.  4. — Antero-posterior  longitudinal  section,  showing  high  point  of 
reflection  of  peritoneum  in  front  and  behind,  also  low  elevation  of 
bladder  in  median  line  in  front. 


toneum  very  small,  and  there  being  no  oozing,  the  wound  was 
closed  in  layers  without  drainage.  No  shock  resulted  from  the 
operation  and  the  patient  recovered  without  a  single  untoward 
symptom.  An  examination  twelve  days  after  the  operation  found 
all  the  pelvic  organs  normal.  The  tumor  weighed  a  few  ounces 
more  than  sixteen  pounds.  I  visited  the  patient  last  week  and 
found  her  enjoying  excellent  health,  with  no  indication  of  any 
pelvic  or  other  derangement. 
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Case  II. — Large  myoma  in  left  side  of  the  broad  ligament. 
Miss  A.  G.,  age  32,  height  5  feet  2  inches,  was  admitted  to  the 
hospital  on  the  19th  of  March,  1907.  Family  history:  Negative. 
Personal  history :  In  childhood  she  had  infantile  paralysis,  which 
affected  the  extensor  muscles  of  her  left  leg,  causing  her  to 
limp  in  walking.  Otherwise,  until  a  short  time  before  coming  to 
Guelph,  she  had  always  enjoyed  excellent  health.    Her  first  men- 
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Fig.    5. — Complicated     Hystero-myomectomy,     Showing     Extensive 
Subperitoneal  Development. 

The  cervix  is  raised  high  out  of  the  pelvis,  and  the  bladder  has  been 
forced  up  into  the  abdomen.  The  fundus  uteri  lies  high  above  the  umbil- 
icus opposite  the  displaced  sigmoid  flexure.  The  line  of  reflection  of  the 
peritoneum  over  the  side  of  the  tumor  is  shown.  Hystero-myomectomy. 
Recovery.     February  9,  1895. 

strual  period  appeared  in  her  thirteenth  year,  and  since  that  time 
she  had  never  missed  a  period.  Its  duration  had  always  been 
three  days  and  the  flow  had  never  been  excessive.  In  1903  she 
noticed  that  her  abdomen  was  more  distended  than  formerly,  but 
as  her  health  was  good  no  attention  was  paid  to  it.  Slowly,  as 
time  passed,  the  enlargement  increased  without  causing  anxiety 
until  pressure  symptoms  and  her  unwieldy  form  became  pro- 
nounced.   An  examination  showed  that  the  abdominal  and  pelvic 
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cavities  were  crowded  almost  to  the  limit  of  endurance  by  a  large 
myoma.  The  lower  ribs  were  pushed  upward  and  bulged  out- 
ward. All  that  could  be  ascertained  by  vaginal  examination  was 
that  the  whole  pelvic  cavity  was  filled  almost  from  inlet  to  out- 
let by  an  immovable  rounded  mass.  The  cervix  could  not  be 
reached.  On  the  right  side  of  the  pelvic  portion  of  the  tumor 
a  flexible  bougie  could  be  passed  for  a  considerable  distance  with- 
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Fig.  6. — Complicated  Hvstero-myomectomy. 

The  pelvic  peritoneum  is  displaced  high  up  into  the  abdomen  by.  the 
enormous  myomatous  uterus,  as  indicated  by  the  line  beginning  above  the 
bladder  and  extending  up  to  the  round  ligament,  the  oviduct,  and  ending 
above  the  sacral  promontory.  The  fundus  lies  above  and  on  top  of  the 
uterus;  above  the  umbilicus  lies  the  sigmoid  flexure,  seen  in  cross  section. 
The  bladder  lies  wholly  in  the  abdomen,  and  both  ureters  are  displaced 
above  the  pelvic  brim ;  the  left  is  indicated  in  dotted  outline.  The  pelvis 
is  also  choked  by  the  tumor,  and  the  cervix  lies  near  the  level  of  the  super- 
ior strait  behind  the  symphysis.      Hystero-myomectomy.     Recovery. 


out  meeting  obstruction,  but  on  the  left  side  and  in  front  of  it  the 
instrument  was  arrested  after  passing  a  short  distance.  I  found 
that  it  was  impossible  to  pass  a  steel  sound  into  the  bladder,  so 
its  location  could  not  be  determined. 

On  the  third  day  after  this  patient  entered  the  hospital  I  opened 
her  abdomen  and  found  the  parietal  peritoneum  below  the  umbil- 
icus stripped  in  the  same  manner  as  in  my  first  case.  On  inserting 
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the  hand  the  flattened  uterus  was  located  on  the  right  side  of  the 
tumor,  with  its  fundus  near  the  summit  and  the  left  fallopian  tube 
running  to  the  left  across  it.  An  effort  was  made  to  determine 
the  course  of  the  left  round  ligament,  but  I  failed  to  find  even  a 
trace  of  it.  To  the  left  of  the  incision  a  portion  of  the  large  bowel, 
probably  the  sigmoid  flexure,  was  spread  over  the  surface.  No 
difficulty  was  encountered  in  the  enucleation  and  delivery  of 
the  abdominal  portion  of  the  tumor,  but  in  separating  the  left 
side  of  the  pelvic  portion  I  had  some  trouble.  Here,  it  had  to  be 
cut  with  scissors  and  torn,  leaving  a  portion  of  it,  which  was  re- 
moved at  a  later  stage  of  the  operation.  It  is  probable  that  the 
difficulty  was  caused  by  failure  of  my  hand  to  follow  the  proper 
line  of  cleavage  owing  to  some  inequality  of  the  surface  of  this 
part  which  I  failed  to  notice  at  the  time. 

The  pedicle  was  attached  to  the  uterus  a  little  below  the  left 
fallopian  tube.  It  was  tied,  as  in  the  other  case,  with  fine  catgut. 
In  this  case  there  was  a  little  oozing  in  the  pelvis,  for  which  a 
drain  was  inserted  in  the  lower  end  of  the  wound.  It  was  re- 
moved the  following  morning.  The  recovery  of  the  patient  was 
rapid  and  uneventful.  The  tumor  weighed  twenty-six  pounds,  or 
more  than  one-fifth  the  total  weight  of  the  patient  before  the 
operation.  The  photograph  appended,  taken  several  days  after 
the  removal,  gives  a  fair  representation  of  the  contour  of  its  an- 
terior surface  and  its  outline.  Unfortunately,  no  article  of  known 
size  was  photographed  with  it  for  comparison.  Its  pedicle  is  not 
visible  in  the  photograph;  the  tag  at  the  lower  end  was  caused 
by  faulty  enucleation  of  pelvic  portion. 

The  broad  ligament  sheath,  or  cap,  which  covered  the  upper 
part  of  the  abdominal  portion  of  the  tumor  in  both  instances,  was 
capable  of  great  distention  without  being  torn.  It  is  possible, 
nay,  probable,  that  in  future  these  large  growths  may  be  enucle- 
ated without  opening  the  peritoneal  cavity.  By  making  the  ab- 
dominal incision  through  the  outer  margin  of  the  right,  or  left, 
rectus  muscle,  according  to  the  site  of  origin,  one  can  get  away 
from  the  anchored  part  of  the  parietal  peritoneum  at  the  umbil- 
icus. 

By  exercising  ordinary  care  there  is  no  danger  of  cutting 
the  bladder,  for  it  is  pushed  aside  with  the  uterus.  In  neither 
of  my  cases  was  the  bladder  raised  above  the  pelvic  brim  in  the 
median  line.    True,  a  ureter  may  cross  in  front  of  the  pelvic  por- 
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tion  or  even  higher,  but,  by  keeping  the  enucleating  hand  on  the 
smooth  capsule  of  the  tumor,  there  is  no  possibility  of  injuring 
it  or  any  other  organ.  In  structure  the  character  of  both  the 
tumors  was  that  to  which  some  authorities  apply  the  term  edema- 
tous fibroid. 

The  ease  and  rapidity  with  which  I  was  enabled  to  remove  these 
large  tumors  without  injuring  any  pelvic  organ  and  with  prac- 
tically no  loss  of  blood  or  exposure  of  the  abdominal  viscera,  the 
requirement  of  only  a  small  ligature  for  each  case,  the  absence  of 
shock  afterward,  and  the  quick  recovery  to  perfect  health,  have 
convinced  me  that  for  such  conditions  enucleation  is  preferable  to 
hysteromyomectomy,  regardless  of  the  age  of  the  patient  or  the 
size  of  the  tumor. 

In  the  modern  works  on  gynecology  are  to  be  found  records 
of  similar  intraligamentarv  myomata  and  beautiful  illustrative 
plates,  which,  in  my  judgment,  indicate  with  more  than  ordinary 
clearness  conditions  that  are  more  easily  and  more  safely  relieved 
by  enucleation  than  by  hysteromyomectomy ;  besides  by  enuclea- 
tion we  preserve  the  pelvic  organs.  Through  the  kindness  of  Dr. 
Howard  Kelly  of  Baltimore  I  have  obtained  permission  to  photo- 
graph figures  513  and  514  in  the  second  volume  of  his  exhaustive 
and  admirable  work  on  "Operative  Gynecology."  It  was  during 
an  examination  of  these  cuts  that  I  first  came  to  the  conclusion 
that  all  large,  single,  intraligamentarv,  uterine  myomata  which 
have  the  conditions  shown  so  plainly  in  the  plates  must  be  extra- 
mural. 

In  the  small  space  on  each  side  of  the  body  of  the  uterus,  be- 
tween the  folds  of  the  broad  ligament,  run  the  large  bloodvessels 
and  lymphatics  which  supply  the  uterus  with  the  requirements  for 
its  nutrition,  and  the  nerve  trunks  which  transmit  the  impulses 
of  the  emotions  that  affecl  the  organ.  Then,  in  this  situation  at 
the  base  of  supply,  it  is  natural  to  believe  that  the  adjacent  uter- 
ine tissue  is  more  developed  and  more  capable  of  prolonged  action 
than  that  of  the  more  distant  parts.  A  growth,  then,  should  de- 
velop here  quicker  than  in  the  other  parts  and  hence  cause 
greater  irritation  and  muscular  action  ;  beside-,  there  i^  the  ab- 
sence of  the  tense  and  closely  adherent  peritoneal  coat  which  in 
other  parts  of  the  uterine  body  makes  considerable  resistance  to 
any  local  protrusion  of  the  underlying  parts.  When  the  point  of 
origin  of  a  myoma  is  near  the  surface  of  either  of  the  lateral 
spaces  the  condition-  undoubtedly  favor  its  expulsion  from  the 
uterine  wall  into  the  broad  ligament. 
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Take  into  consideration  the  smallness  of  the  combined  area  of 
the  lateral  spaces,  review  the  records  bearing-  on  the  subject,  each 
using  his  own  personal  experience,  and  then  I  believe  you  will 
concur  with  the  statement  that  the  relative  proportion  of  the  intra- 
ligamentary  myomata  that  becomes  extramural  or  pedunculated 
is  greater  than  that  of  the  varieties  which  originate  under  the 
peritoneum  elsewhere  on  the  body  of  the  uterus. 

The  following  are  the  chief  points  in  the  differential  diagnosis 
between  this  and  the  other  varieties — namely,  the  immovable  con- 
dition  of  the  tumor,  the  amount  of  pelvic  involvement,  the  com- 
paratively rapid  growth,  the  absence  of  menstrual  derangement 
and,  when  the  cervix  has  been  forced  above  the  pelvic  brim,  the 
difference  in  the  length  to  which  a  flexible  bougie  can  be  intro- 
duced on  the  opposite  sides  of  the  vaginal  portion  of  the  growth. 
235  Woolrich  Street. 


A  CASE  OF  SUBPERITONEO-PELVIC  FIBROID   COM- 
PLICATING A  FOUR  MONTHS'  PREGNANCY.  HYS- 
TERECTOMY.     ENUCLEATION    OF    FIBROID. 
SECONDARY  HEMORRHAGE  ONE  WEEK 
AFTER  THE  OPERATION.    PELVIC  AB- 
SCESS.    RECTOVAGINAL  FISTULA. 
RECOVERY.1 


E.  GUSTAV  ZINKE.   M.D. 

Cincinnati. 


This  patient,  Mrs.  L.,  German  descent,  was  referred  to  me 
March  14,  1907,  by  Dr.  Neufarth,  Sunman,  Ind.  Farmer's  wife ; 
mother  of  five  children.  The  last  child  was  born  dead  five  years 
ago.  All  labors  were  normal  except  the  last,  which  was  very 
protracted  and  terminated  in  the  spontaneous  delivery  of  a  dead 
and  macerated  child.  The  menstrual  history  shows  a  marked 
irregularity  in  periodicity  during  the  past  year ;  one.  two,  and 
even  three  months  having  been  omitted.  She  menstruated  the 
last  time  December  2  to  5,  1906.  Father  died  aged  55,  of  car- 
cinomi  recti :  mother  died,  aged  54,  of  biliary  calculi.  Four  bro- 
thers and  two  sisters  are  living  and  in  good  health  ;  two  brothers 

'Read   at   the   twentieth    annual   meeting   of  the   American    Association 
of  Obstetricians  and  Gynecologists,  held  at  Detroit.  September  17-19,  1007. 
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died  in  early  infancy  and  one  died,  aged  24,  of  typhoid  fever.  One 
sister  died,  aged  22,  of  pulmonary  tuberculosis  and  another,  aged 
6,  of  scarlatina.  Patient's  general  condition  good.  She  com- 
plained of  nothing  except  a  sense  of  discomfort  in  the  epigas- 
trium and  a  feeling  of  weight  in  the  pelvis.  Appetite  good, 
bowels  constipated. 

Physical  examination  revealed,  first,  an  extensively  lacerated 
perineum ;  second,  a  pelvic  cavity  filled  by  a  firmly  fixed  tumor, 
free  from  tenderness  and  of  semi-solid  consistency ;  third,  the  os 
uteri  can  be  reached  with  difficulty  only  above  the  level  and  in 
close  contact  with  the  upper  border  of  the  symphysis  pubis ; 
fourth,  another  tumor,  the  size  of  the  fist,  can  be  felt  through 
the  abdominal  wall  in  the  suprapubic  region ;  fifth,  inspection 
shows  no  discoloration  of  the  vulval  or  vaginal  mucous  mem- 
branes and  the  "vaginal  pulse,"  indicative  of  pregnancy,  is  ab- 
sent.   Besides  the  above,  the  patient  portrays  nothing  abnormal. 

Diagnosis. — Uterine  fibroid  or  fibroids,  possibly  complicated 
with  pregnancy.  Of  the  latter  one  could  not  be  at  all  certain, 
because  of  the  irregularity  of  menstruation  and  the  absence  of 
all  other  local  or  general  symptoms  of  gestation.  The  sense  of 
weight  in  the  pelvis  and  the  discomfort  in  the  epigastric  region 
were  explained  by  the  presence  of  the  tumor  filling  the  pelvic 
cavity.  It  was  impossible  to  determine  at  the  time  whether 
the  mass  in  the  pelvis  was  the  retroflexed  uterus  containing  an 
interstitial  fibroid  and  the  tumor  above  representing  a  peduncu- 
lated fibroid  in  the  anterior  uterine  wall ;  or  whether  the  supra- 
pubic tumor  was  the  uterus  and  the  tumor  in  the  pelvis  a  peduncu- 
lated (or  separated)  fibroid  either  intraligamentary  or  sub- 
peritoneo-pelvic. 

Treatment. — Hysterectomy  suggested,  even  though  pregnancy 
should  exist.  This  advice  was  given  for  the  following  reasons : 
1st.  If  the  tumor  occupying  the  pelvic  cavity  was  the  retro- 
flexed  uterus  containing  an  ovum  as  well  as  an  interstitial  fibroid, 
the  pregnancy  could  not  continue  to  exist  very  much  longer  witli 
the  uterus  in  this  position.  2nd.  If  the  tumor  in  front  and  above 
the  symphysis  pubis  was  the  pregnant  uterus,  the  embryo  (or 
fetus)  could  never  be  delivered  per  vias  naturalcs  at  any  period 
after  the  fourth  month  of  gestation.  3rd.  The  use  of  the  uterine 
sound  for  diagnostic  purposes  was  certainly  contraindicated  in 
this  case.  4th.  Under  the  circumstances  it  did  not  seem  right  to 
postpone  radical  procedures  until  either  a  positive  diagnosis  of 
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the  existence  of  pregnancy  or  the  exact  character  of  the  tumor 
could  be  established ;  besides,  the  conditions  present  made  it  very 
doubtful  whether  an  absolute  diagnosis  would  ever  be  possible 
and  the  policy  of  waiting  for  further  developments  would  have 
implied  an  invitation  of  complications  arising  from  local,  as  well 
as  constitutional  disturbances. 

Operation,  March  25,  1907,  four  months  after  the  last  menstru- 
ation. The  existence  of  pregnancy  revealed  itself  the  moment  the 
abdominal  cavity  was  opened.  The  pregnant  uterus  was  in  im- 
mediate contact  with  the  anterior  abdominal  wall,  the  fundus 
almost  on  a  level  with  the  umbilicus.  There  were  no  adhesions ; 
both  broad  ligaments  with  ovaries  and  tubes  were  floating 
loosely  on  either  side  of  the  womb.  The  entire  genital  appa- 
ratus was  easily  lifted  from  the  abdomen  through  the  incision. 
But  there  was  no  tumor  in  sight.  For  a  moment  the  horror  of 
having  committed  a  serious  blunder  flashed  through  the  minds 
of  all  present.  But,  passing  the  hand  into  the  abdomen  to  the 
pelvic  inlet,  a  real  tumor,  filling  the  pelvic  cavity  to  the  brim, 
was  discovered,  greatly  to  the  relief  of  all.  But  the  conditions 
found  were  entirely  different  from  what  had  been  expected  and 
certainly  unique  in  my  own  experience.  It  was  the  first  time  I 
encountered  a  distinctly  subperitoneal  pelvic  growth,  and  it  was 
at  once  apparent  that  unless  the  uterus  was  reduced  in  size  or 
completely  removed  it  would  be  impossible  to  deal  with  the 
tumor  intelligently  and  safely.  The  growth  so  occupied  the 
pelvic  cavity  that  the  examining  finger  could  not  pass  anywhere 
between  it  and  the  pelvic  wall.  The  stretched  vagina  was  pushed 
against  the  symphysis  in  front,  the  rectum  and  lower  third  of  the 
sigmoid  flexure  against  the  sacrum  and  left  sacroiliac  synchron- 
drosis  behind.  The  bladder,  uterus  and  appendages  had  been 
carried  above  the  pelvic  brim  and  over  to  the  right  so  that  the 
cervix  was  entirely  past  the  median  line. 

Emptying  the  uterus  by  incision  was  promptly  discarded. 
Not  enough  room  could  be  gained  thereby  and  it  would  certainly 
pave  the  way  for  sepsis  subsequently.  Amputation  of  the  uterus 
and  its  adnexa  appealed  to  me  as  the  best  method  of  procedure, 
not  only  in  creating  all  the  necessary  space  to  remove  the  tumor, 
but  giving  the  patient  the  best  chance  for  recovery. 

Hysterectomy  was  promptly  performed,  the  portio  vaginalis 
alone  being  permitted  to  remain.  An  incision  was  then  made 
through  the  peritoneum  covering  the  tumor,  extending  from  the 
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cervical  stump  to  the  left  sacroiliac  synchrondrosis  and,  with  the 
sweep  of  the  index  finger,  the  peritoneum  was  easily  separated 
from  the  tumor.  Unable  to  introduce  my  hand  through  this 
opening  to  enucleate  the  mass,  another  incision  was  made  into 
the  peritoneum  extending  from  the  center  of  the  first  cut  to  the 
left  iliopectoneal  eminence.  Through  this  opening  the  fingers  and 
subsequently  the  whole  hand  were  easily  insinuated  between  the 
neoplasm  and  the  soft  parts  of  the  pelvis.  The  adhesions,  which 
were  strongest  near  the  cervix,  were  carefully  broken  up  and 
the  tumor  liberated  with  some  difficulty.  There  was  very  little 
hemorrhage.  No -bloodvessels  had  to  be  tied.  The  oozing  was 
promptly  arrested  by  packing  the  pelvic  cavity  firmly  with  gauze 
sponges  wrung  out  in  hot,  sterilized,  saline  water.  After  this  the 
peritoneal  folds  were  placed  back  in  their  normal  position  and 
united  with  very  fine  catgut.  The  cervical  stump,  too,  was  care- 
fully sewed  over  with  ordinary  No.  4  catgut.  The  abdominal  in- 
cision was  closed  without  drainage. 

The  first  week  following  the  operation  the  case  progressed 
without  a  single  untoward  symptom.  Pulse  and  temperature  were 
normal  at  all  times.  The  bowels  moved  freely  and  regularly  after 
the  first  twenty-four  hours.  On  the  morning  of  the  eighth  day 
a  copious  and  threatening  hemorrhage  occurred  from  the  vagina. 
Upon  my  arrival,  one  hour  later,  the  patient  portrayed  the  most 
impressive  picture  of  profound  exsanguination.  The  hemorrhage 
had  ceased  spontaneously,  apparently,  because  there  was  no  more 
blood  to  be  lost.  The  effect  of  the  hemorrhage  was  met  by  lower- 
ing the  patient's  head,  placing  warm-water  bags  against  her  sides 
and  the  subcutaneous  injections  of  strychnine  and  digitalin.  In- 
travenous injection,  hypodermoclysis  and  enemata  of  the  nor- 
mal saline  solution  were  omitted  under  the  belief  that  hemorrhage 
had  ceased  because  of  lack  of  arterial  pressure.  Instead,  small 
quantities  of  albumin  were  administered  by  the  mouth  at  short 
intervals.  There  was  no  return  of  the  hemorrhage  and  the  pa- 
tient rallied  slowly  but  steadily. 

Ten  days  after  the  operation,  forty-eight  hours  after  the 
hemorrhage,  the  patient's  temperature  began  to  rise  slowly.  There 
was  no  pain;  indeed,  she  expressed  herself  as  feeling  quite  well. 
On  the  twelfth  day  the  temperature  had  risen  to  102. 50  F. ;  pulse, 
quite  distinct,  120.  The  abdomen  was  flat  and  free  from  tender- 
ness. Digital  examination  of  the  vagina,  the  first  since  the  opera- 
tion, revealed  a  tender  fluctuating  swelling,  the  size  of  an  orange. 
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behind  and  to  the  left  of  the  cervical  stump.  Evidently  an  ab- 
scess had  formed  in  the  subperitoneal  space.  This  was  promptly 
opened  by  an  incision  immediately  behind  the  cervix  and  the  cav- 
ity gently  packed  with  gauze.  The  subsequent  treatment  consisted 
of  removal  of  the  gauze,  irrigation,  and  repacking  of  the  abscess 
cavity  at  proper  intervals. 

The  patient  recovered  slowly  but  perfectly.  She  left  the  hos- 
pital six  weeks  after  the  operation  with  a  small,  not  very  annoy- 
ing fecal  fistula  within  the  incision  through  which  the  abscess  had 
been  evacuated.    This,  too,  closed  in  due  time. 

ARGUMENT. 

Difficulties  of  Diagnosis.— No  one  will  appreciate  more  the  dif- 
ficulties of  diagnosis  in  a  case  of  this  kind  than  the  experienced 
obstetrician,  gynecologist,  and  abdominal  surgeon.  As  to  the  ex- 
istence of  pregnancy  in  this  instance,  there  was  but  one  symptom 
present — cessation  of  menstruation  for  a  period  of  not  quite  four 
months.  The  value  of  this  symptom  was  very  much  reduced  be- 
cause of  a  similar  experience  during  the  past  year.  Though  the 
possibility  of  a  pregnancy  was  not  altogether  excluded,  the  case 
was  regarded  as  one  of  multiple  uterine  fibromata,  and,  as  the 
history  of  these  growths  justify  a  prompt  removal,  an  operation 
was  advised  and  accepted.  The  writer  knows  of  no  means  by 
which  a  diagnosis  of  a  subperitoneo-pelvic  growth  could  have  been 
established  in  this  case  prior  to  the  operation.  The  use  of  the 
sound  for  diagnostic  purposes  was  strictly  contraindicated  here, 
to  say  nothing  of  the  fact  that,  as  an  instrument  of  diagnosis,  it 
is  of  comparatively  little  value  and  very  frequently  it  becomes  a 
source  of  danger. 

Was  the  operation  the  proper  procedure,  and  justifiable  at  that 
period  of  gestation?  Could  the  growth  have  been  successfully  re- 
moved per  vaginam?  It  is  difficult  to  see  what  other  method 
could  have  been  adopted  under  the  circumstances.  It  is  freely  ad- 
mitted that,  had  the  exact  location  and  character  of  the  tumor, 
and  the  existence  of  pregnancy  been  known  positively,  this  knowl- 
edge would  have  been  an  inducement  to  adopt  one  of  two  pro- 
cedures — namely,  to  enucleate  the  fibroid  through  an  incision  in 
the  vagina  and  let  the  pregnancy  take  care  of  itself;  or  to  wait 
until  the  period  of  viability  had  been  obtained,  then  make  a  Porro- 
Cesarean  operation  and  remove  the  tumor.  From  what  we  know 
of  the  case  now,  it  is  extremely  doubtful  whether  the  period  of 
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viability  would  have  been  reached  with  safety,  and,  even  had  this 
been  possible,  the  child's  chance  for  life  would  not  have  been 
very  good,  nor  would  the  prospect  of  the  mother's  recovery  been 
much  improved.  Removal  of  the  tumor  through  the  vagina  would 
have  been  a  comparatively  safe  and,  perhaps,  not  a  very  difficult 
procedure,  saving  both  mother  and  child.  The  worst  that  might 
have  happened  is  a  miscarriage  or  premature  birth.  But  neither 
the  pregnancy  nor  the  location  and  character  of  the  tumor  could 
be  definitely  determined  by  any  means  before  the  abdomen  was 
opened. 

Was  this  tumor  the  cause  of  the  prolonged  and  difficult  last 
labor  and  of  the  still-birth?  This  is  merely  a  matter  of  specula- 
tion, though  it  is  more  than  likely  that  the  tumor  was  in  its  infancy 
at  that  time;  because  the  child  was  born  (vertex  presentation) 
with  an  excessively  molded  head  and  depressed  cranium.  The 
body  was  macerated. 

Was  the  catgut,  used  in  ligating  the  uterine  arteries  and  closing 
of  the  cervical  stump,  responsible  for  the  secondary  hemorrhage T 
Ordinary  sterilized  catgut  No.  3  was  employed,  and  it  is  not 
at  all  improbable  that,  when  the  catgut  began  to  soften  after  24  or 
48  hours,  a  slow  bleeding  began  ;  not  enough  for  the  blood  to  show 
externally,  but  sufficient  to  cause  distention  within  the  stump,  thus 
gradually  increasing  the  hemorrhage  and  producing  a  leakage 
into  the  subperitoneal  space.  It  is  well  known  that  there  are 
many  abdominal  surgeons  who  refuse  to  use  catgut  for  ligatures 
within  the  abdominal  cavity  for  this  very  reason.  For  more  than 
twelve  years  I  have  used  nothing  but  catgut  and  with  constantly 
good  results.  Previously  it  was  my  custom  to  use  silk,  with  re- 
sults not  very  satisfactory.  If  an  infection  occurred  within  the 
field  of  operation,  complete  recovery  was  delayed  until  the  liga- 
tures had  come  away  either  through  the  vagina,  the  abdominal  in- 
cision, or  some  other  avenue.  For  this  reason  silk  was  aban- 
doned for  catgut,  and  thus  far  without  regret.  While  it  is  pos- 
sible that  the  catgut  may  be  to  blame  for  the  trouble  that  fol- 
lowed the  operation  in  this  case,  we  can  by  no  means  be  certain 
of  it. 

Was  the  abscess  the  result  of  the  secondary  hemorrhage?  Or 
ivas  a  previously  formed  hematoma  within  the  subperitoneal  space 
the  cause  of  the  hemorrhage?  The  writer  is  disposed  to  believe 
that  the  severe  hemorrhage  at  the  end  of  the  eighth  day  was  the 
result  of  a  hematoma  within  the  subperitoneal  space.    This  hema- 
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toma  began  to  form  slowly,  early  after  the  operation,  and  resulted 
from  an  oozing  from  the  raw  surfaces  created  by  the  enucleation 
of  the  neoplasm.  The  peritoneal  folds,  being  loosely  attached  to 
the  other  soft  parts  of  the  pelvis,  yielded  readily  and  painlessly 
to  the  accumulation  of  the  coagulum.  This  explains  why  there 
was  no  pain  nor  rise  of  temperature  during  the  first  eight  days 
following  the  operation.  About  this  time,  however,  a  good  deal 
of  tension  must  have  been  created  by  the  clot,  in  consequence  of 
which  one  or  the  other,  or  both,  of  the  uterine  arteries  gave  way 
and  the  blood  found  a  ready  outlet  through  the  cervical  canal. 
After  the  hemorrhage  ceased  an  avenue  of  infection  (the  cervical 
canal)  between  the  vagina  and  the  hematoma  had  been  estab- 
lished. The  infection  was  prompt  and  the  abscess  quickly  followed. 
As  the  patient's  condition  was  in  every  way  satisfactory  dur- 
ing the  first  week  there  was  no  necessity  or  even  an  excuse  for 
a  digital  examination.  Nor  was  it  deemed  proper  to  make  a  digi- 
tal investigation  at  the  time,  or  soon  after,  the  hemorrhage  had 
stopped.  An  examination  was  promptly  made  the  moment  symp- 
toms manifested  themselves  that  pus  had  formed  somewhere.  This 
was  on  the  twelfth  day  after  the  operation  and  on  the  fourth  day 
after  the  hemorrhage.  Had  the  hemorrhage  occurred  in  the 
absence  of  a  hematoma  the  blood  could  not  have  found  its  way 
into  the  subperitoneal  space,  because  of  the  firm  union  existing  by 
that  time  between  the  peritoneum  and  the  pelvic  soft  parts.  Hence 
it  is  reasonable  to  presume  that  a  hematoma  was  present  in  this 
region  when  the  hemorrhage  came  on ;  that  the  hematoma  caused 
the  hemorrhage  as  described  and  in  consequence  of  which  the 
hematoma  became  infected  from  the  vagina  through  the  cervical 
canal. 

History  of  uterine  fibroids.  Fibroid  tumors  of  any  kind  rarely 
complicate  pregnancy.  The  rarest  form  of  uterine  fibroids  is  the 
subperitoneo-pelvic  variety,  which,  it  is  claimed,  originally  spring 
from  the  uterus,  but  in  the  course  of  development  become  sep- 
arated from  that  organ  and  remain  independent,  as  illustrated  in 
the  case  just  presented.  According  to  Mann,  only  650  cases  of 
fibroids  complicating  pregnancy  have  been  reported  the  world 
over.  Mann  quotes  C.  P.  Noble,  who  collected  2,274  cases  of 
fibroids,  of  which  only  nineteen  (0.08  per  cent.)  became  pregnant, 
six  of  which  were  ectopic.  The  same  author  also  quotes  Pinard 
and  Schroeder.  The  former  observed  84  fibroids  in  13,917  labors, 
0.06  per  cent.    The  latter  met  the  complications  25  times  in  20,000 
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labors,  0.012  per  cent.     Mann,  in  his  own  extensive  experience, 
met  with  ten  cases  of  pregnancy  associated  with  fibroids. 

The  writer  has  seen  only  four  cases  of  fibroids  complicating 
gestation  in  thirty-two  years  of  private  and  clinical  practice.  One 
of  them  belonged  to  the  interstitial,  two  were  of  the  pedunculated 
(subperitoneal),  and  the  fourth,  reported  above,  of  the  subperi- 
tineo-pelvic  variety.  The  first  was  delivered  by  Cesarean  section 
after  being  in  labor  three  days.  The  child  was  dead  and  the 
mother  died  of  sepsis.  The  second  and  third  delivered  themselves 
and  never  reappeared  for  treatment.  The  fourth  was  treated  as 
above  stated.  It  is  well  known  that,  ordinarily,  women  with 
fibroids  do  not  become  pregnant  and  that  those  who  have  had 
children  very  rarely  surfer  from  fibroid  tumors  of  the  uterus.  My 
first  three  cases  were  all  primipara  past  the  age  of  thirty ;  the 
fourth  was  a  five-para  past  the  age  of  forty.  The  general  opin- 
ion held  by  authors  is  that  sterility  is  the  cause  rather  than  the 
effect  of  fibroids.  Hence  the  frequency  of  uterine  fibroids  in  the 
unmarried  and  muciparous  women. 

Pregnancy  has  a  two-fold  effect  upon  fibroids :  First,  with  the 
increased  blood  supply  to  and  gradual  growth  of  the  uterus,  the 
tumor  or  tumors,  too,  increase  in  size.  This  growth  is  due  to  an 
actual  increase  in  the  fibromyomatous  tissue  as  well  as  a  consid- 
erable amount  of  edema.  The  latter  condition  was  especially  well 
marked  in  the  specimen  presented  and  because  of  its  semi-fluctu- 
ant consistency  gave  rise  to  the  suspicion  that  the  pelvic  tumor 
was  the  uterus,  if  pregnancy  existed  at  all.  Second,  opinions  are 
somewhat  at  variance  as  to  the  effect  of  involution  upon  the 
tumor  in  case  of  miscarriage,  premature  labor  or  delivery  at  term. 
The  immediate  effect  is,  no  doubt,  a  reduction  in  the  size  of  the 
fibroid,  usually  to  the  dimensions  it  possessed  before  conception. 
While  it  cannot  be  denied  that  sometimes  the  fibroid  may  be  en- 
tirely absorbed  in  the  course  of  involution,  in  the  majority  of 
instances  it  is  more  than  likely  that  these  tumors  not  only  con- 
tinue to  exist,  but  begin  to  grow  anew  after  involution  has  been 
completed. 

Time  will  not  permit  me  to  dwell  upon  the  serious  dangers 
that  may  arise  when  uterine  fibroids  complicate  gestation,  and  for 
the  same  reason  it  is  impossible  to  consider  the  treatment.  It  is 
the  earnest  hope  of  the  writer  that  discussion  will  bring  out  the 
most  important  points  with  regard  to  both. 
4  West  Seventh  Street. 
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TEMPORARY   URETERO-VAGINAL    FISTULA   AFTER 

PANHYSTERECTOMY  FOR  FIBROID 

OF  THE  UTERUS.1 


ERNST  JOXAS,   M.D. 
St.  Louis.  Mo. 


The  interest  of  the  case  I  wish  to  present  to  the  Association 
lies  in  its  postoperative  complication  and  its  satisfactory  outcome. 
Mrs.  T.,  48  years  old,  mother  of  six  children,  came  to  me  fifteen 
months  ago.  stating  that  she  had  a  fibroid  of  the  uterus.  She 
said  she  had  known  of  its  existence  for  ten  years,  the  tumor  hav- 
ing been  discovered  by  the  physician  who  attended  her  at  her 
last  confinement.  Since  a  sister  had  died  after  an  operation  of 
this  kind,  she  had  refused  operation.  The  history  of  the  case  re- 
vealed nothing  of  great  import,  except  that  bleeding  from  the 
uterus  had  been  almost  constant  during  the  past  year — having 
been,  previously,  of  a  profuse  nature  and  of  ten  days'  to  two 
weeks'  duration.  The  monthly  character  had  been  fairly  ob- 
served until  the  past  year.  Pain  had  been  and  was  moderate. 
Patient  felt  extremely  exhausted  and  was  highly  anemic. 

Upon  abdominal  examination,  a  firm,  round  tumor  could  be  felt, 
reaching  up  to  the  middle  between  the  umbilicus  and  the  xiphoid 
process,  in  size  about  equal  to  the  uterus  in  the  eighth  month  of 
pregnancy.  Uterine  bruit  was  distinctly  audible  over  most  parts 
of  the  tumor.  On  combined  vagino-abdominal  examination,  the 
tumor  could  be  felt  dipping  deep  down  into  the  pelvis,  particu- 
larly so  on  the  left  side.  The  body  of  the  uterus  could  not  be  out- 
lined, the  neck  having  entirely  disappeared.  The  tumor  could 
easily  be  diagnosticated  as  a  fibroid  of  the  uterus.  The  examina- 
tion of  the  heart,  lungs,  kidneys  and  blood  being  satisfactory,  ex- 
cept for  a  rather  low  hemoglobin  percentage  (40  per  cent.),  the 
operation  was  urged  and  accepted. 

Until  about  the  time  of  this  operation,  that  is,  about  fifteen 
months  ago,  whenever,  after  abdominal  section,  the  location  of 
the  fibroid  permitted.  I  preferred  supravaginal  amputation  of  the 
uterus  to  panhysterectomy.     Late   reports   on  the  question   of 

*Read  at  the  twentieth  annual  meeting  of  the  American  Association 
of  Obstetricians  and  Gynecologists,  held  at  Detroit,  September  17-19.  1907- 
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panhysterectomy  versus  supravaginal  amputation  of  the  uterus, 
as  well  as  recent  experiences  of  my  own,  have  caused  me  to  change 
my  former  opinion  and  to  perform,  in  all  cases,  total  hysterec- 
tomy. The  sole  contraindication  is  such  extreme  weakness  of  the 
patient,  that  even  the  moderate  increase  in  time  required  by  this 
operation  might  prove  hazardous. 

The  main  reason  for  such  a  change  of  mind  is,  that  there  is 
practically  no  longer  any  difference  in  the  mortality  of  the  total 
and  the  supravaginal  removal  of  the  uterus.  The  slight  increase 
in  time  and  difficulty  of  the  total  excision  should  not  prevent  its 
general  acceptance,  if  thereby  better  permanent  results  are  se- 
cured. And  there  is  no  doubt  that  such  results  would  be  obtained. 
After  supravaginal  amputation  it  is  by  no  means  a  rare  occur- 
rence for  malignant  trouble  to  develop  in  the  stump  of  the  cer- 
vix. I  agree  with  Winter,  Bovee,  and  others,  that  most  of  the 
stump  carcinomata  are  the  result  of  malignant  degeneration  of 
existing  fibroids,  or  of  simultaneous  independent  carcinomatous 
degeneration  of  the  corpus  uteri,  without  malignant  change  in 
the  fibroids  themselves.  Also,  for  such  carcinomata  of  the  cer- 
vical stump  as  may  appear  several  years  after  supravaginal  ampu- 
tation, and  are,  in  my  belief,  absolutely  independent  diseases,  pan- 
hysterectomy removes  all  possibility. 

There  is  no  doubt  that  early  symptoms  of  malignant  degenera- 
tion of  fibroids  or  of  the  mucous  membrane  of  a  fibroid  uterus 
cannot  be  determined  by  clinical  symptoms,  or  even  by  manual 
exploration,  or  thorough  curetting.  The  uterine  cavity  of  a 
fibroid  uterus  is  too  large  and  irregular  to  allow  of  such  accuracy 
of  either  method  as  is  necessary  for  a  decision.  In  addition,  there 
is  the  danger  of  infection  from  these  procedures,  if  supravaginal 
amputation  follows.  Even  the  introduction  of  a  sound  might 
prove  a  source  of  such  danger. 

In  my  opinion,  then,  total  extirpation  of  the  uterus,  in  our  days 
of  perfected  technique,  should  be  the  operation  of  choice.  Those 
operators  who  do  not  think  the  danger  of  malignant  degeneration 
so  great  as  to  warrant  giving  up  supravaginal  amputation,  with 
or  without  leaving  a  small  part  of  the  mucous  membrane  of  the 
corpus  uteri — those  I  would  advise  to  at  least  carefully  examine 
the  specimen  removed,  before  sewing  up  the  abdomen,  and  so 
save  themselves  a  disagreeable  surprise  after  completion  of  the 
operation.  In  case  malignant  degeneration  is  found,  the  danger 
of  infection  has,  of  course,  been  greatly  increased.  (If  we  consider 
what  difficulties  the  treatment  of  the  stump  of  the  cervix  in  my- 


JONAS:  URETHROVAGINAL  FISTULA.  733 

omectomy  presented,  and  how,  for  several  decades,  the  best  sur- 
geons of  the  world  strove  to  develop  a  safe  method  for  its  treat- 
ment, we  find  it  hard  to  understand  at  the  present  day,  why  the 
advice  of  Bardenheuer,  as  early  as  1881,  to  extirpate  the  cervix 
with  the  uterus,  was  not  followed  more  generally.  The  only  rea- 
son I  can  see  is  that  the  experience  with  Freund's  panhysterec- 
tomy for  carcinoma  uteri  had  been  so  very  unfavorable.  The 
operators  apparently  lacked  courage  for  its  trial  in  fibroid  opera- 
tions. If  in  this  class  of  cases  further  attempts  had  been  made, 
I  am  sure  panhysterectomy  had  become  more  popular  and 
many  modifications  of  the  treatment  of  the  cervical  stump  un- 
necessary— I  may  be  permitted  to  state  here  that  conservatism 
in  large  fibroid  operations  is  not  often  justified,  because  of  the 
usual  multiplicity  of  the  fibroids ;  it  is  almost  inevitable  that  small 
nuclei  remain,  which  frequently  grow  then  with  rather  increased 
activity.  However,  the  wish  of  the  patient,  not  to  be  deprived  of 
the  menstrual  habitus  and  of  the  possibility  of  bearing  children, 
might  induce  the  operator  to  save  the  uterus.  But  pregnancy  after 
removal  of  fibroids  of  the  size  of  a  child's  head  or  larger  is  rare 
and  the  danger  of  pregnancy  and  confinement  in  a  uterus  badly 
scarred  in  several  places  is  to  be  considered. 

To  proceed  with  the  case  after  the  digression — I  performed 
panhysterectomy  with  removal  of  tubes  and  ovaries  in  the  typical 
way,  keeping  very  close  to  the  tumor  and  uterus.  In  this  way, 
as  is  well  known,  injury  to  the  bladder,  ureter,  and  rectum  is 
surely  and  simply  avoided.  In  this  particular,  myoma  operations 
differ  from  carcinoma  operations,  in  which,  on  the  contrary,  we 
must  keep  far  away  from  the  uterus  and  must  sacrifice  a  good 
part  of  the  vagina.  The  operation  was  simple,  and  even  on  the 
left  side  of  the  pelvis,  where  the  tumor  dipped  far  down  between 
rectum  and  vagina,  it  was  not  necessary  to  raise  the  ureter  from 
its  bed  and  to  injure  the  ureterovaginal  vascular  network,  the  re- 
sult of  which  is  a  frequent  cause  for  necrosis  of  the  ureter.  (W  e 
have  learned  this  lesson  from  operations  for  cancer  of  the  uterus.) 
After  complete  stoppage  of  the  hemorrhage,  I  introduced  a  small 
gauze  drain  into  the  vagina,  and  sewed  the  peritoneum  of  the 
bladder  to  the  peritoneum  of  the  Douglas  pouch,  and  then  sewed 
the  rest  of  the  peritoneum  in  the  usual  linear  manner.  As  a  rule. 
I  first  sew  the  peritoneum  of  the  bladder  to  the  anterior  vaginal 
wall,  and  the  peritoneum  of  the  Douglas  pouch  to  the  posterior 
wall  of  the  vagina,  and  then  continue  as  above.     In  this  case,  on 
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account  of  the  highly  anemic  condition  of  the  patient  before  the 
operation,  I  did  not  wish  to  prolong  the  work  even  for  the  very 
short  time  required  for  this  additional  sewing. 

Everything  went  favorably  until  the  tenth  day  after  the  opera- 
tion, when  the  nurse  reported  that  the  patient,  who  had  been  able 
to  pass  her  urine  normally,  was  continually  wet,  though  from  time 
to  time  urine  was  passed  in  the  natural  way.  The  quantity  of  the 
normally  passed  urine,  which  had  averaged  fifty  ounces  in  twenty- 
four  hours,  dropped  to  twenty-five  to  thirty  ounces.  Upon  vaginal 
examination,  I  found  a  constant  dripping  of  urine  from  the 
vagina.  I  could  not,  however,  discover  the  location  of  a  fistula. 
I  wish  to  state  here  that  the  discovery  of  a  fistula  in  the  left  or 
right  fornix  is  by  no  means  a  proof  that  the  ureter  of  the  same 
side  is  injured,  since  the  injured  ureter  might  be  pulled  entirely 
to  the  opposite  side  by  paramedian  scar  formation.  The  com- 
plete filling  of  the  bladder  with  permanganate  solution  showed 
that  there  was  no  incontinence  of  the  bladder.  There  was  no 
doubt,  therefore,  that  a  uterovaginal  fistula  existed.  In  order 
to  find  the  ureteral  orifices  in  the  bladder  more  easily,  I  injected 
4  c.cm.  of  a  4  per  cent,  solution  of  indigocarmine  (Bruckner, 
Lampe  &  Co.)  into  the  gluteal  region,  according  to  the  advice  of 
Volker  and  Joseph.  Cystoscopic  examination  about  twenty  min- 
utes after  this  injection  revealed  the  right  ureteral  opening  very 
plainly  by  a  greenish-bluish  discharge.  The  left  ureteral  open- 
ing could  at  first  not  be  discovered,  but  then  I  recognized  a  move- 
ment of  the  ureter  similar  to  the  contraction  of  the  ureter  in  dis- 
charging urine.  But  no  fluid  came  from  the  opening!  This 
symptom,  fittingly  called  by  Viertel  "Leergehen"  of  the  ureter, 
was  very  evident.  Its  presence,  depending  upon  contraction  of 
the  ureter,  proved  that  the  peristaltic  movement  of  the  ureter 
continued  to  the  bladder,  and  that,  therefore,  there  was  no  com- 
plete interruption  of  the  continuity  of  the  ureter,  but  only  an 
opening  in  the  wall. 

I  lay  special  stress  on  this  phenomenon,  since,  in  cases  of  evi- 
dent urethrovaginal  fistula  after  operation,  it  decides  with  which 
of  the  two  conditions  we  have  to  deal.  The  differential  diagnosis 
is  of  importance,  since  we  know  that  lateral  defects  of  the  ureter 
frequently,  even  usually,  heal  of  their  own  accord  in  about  four 
to  six  weeks  ;  complete  severing  of  the  ureter,  as  is  produced  by 
section  or  ligation,  never  heals  spontaneously.  In  the  case  under 
consideration  there  was  no  marked   decrease  of   urine   from  the 
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vagina  for  about  two  weeks  after  the  development  of  the  fistula, 
that  is,  three  and  a  half  weeks  from  the  date  of  the  operation.  1 
explained  to  the  patient  the  exact  nature  of  her  condition,  and 
told  her  that  I  trusted  the  fistula  would  be  a  temporary  one  and 
would  probably  close  in  from  two  to  four  weeks.  The  patient, 
feeling  otherwise  well,  decided  to  return  home,  and  two  weeks 
later  reported  that  the  quantity  of  urine  coming  from  the  vagina 
was  decidedly  less,  the  amount  passed  from  the  bladder  increas- 
ing. One  week  later  she  wrote  that  no  urine  escaped  from  the 
vagina  and  that  she  passed  between  fifty  and  sixty  ounces  of 
urine. 

One  of  the  main  reasons  for  reporting  this  case  is  to  warn 
against  premature  operation  for  postoperative  ureterovaginal  fis- 
tula. Except  in  such  cases  in  which  there  is  a  certainty  of  com- 
plete interruption  of  the  continuity  and  in  which,  therefore,  spon- 
taneous healing  is  impossible — only  after  nature  has  had  her 
chance  of  at  least  six  weeks,  should  we  interfere  and  perform  a 
secondary  operation,  reimplantation  of  the  ureter  into  the  blad- 
der, or  even  nephrectomy. 

I  examined  the  patient  again  only  a  few  months  ago  and 
convinced  myself  that  she  was  absolutely  well.  Both  ureters 
discharged  urine  into  the  bladder  ;  the  ureteral  catheter  entered 
the  left  ureter  without  difficulty.  The  condition  of  the  pelvis 
is  perfect,  not  a  trace  of  an  exudate  being  noticeable.  I  am  not 
in  a  position  to  state  the  exact  cause  for  this  ureterovaginal  fistula. 
It  did  not  appear  until  the  tenth  day.  At  the  operation,  as  stated 
before,  I  carefully  avoided  disturbing  the  ureter  in  its  nourish- 
ment. However,  a  slight  mechanical  insult  to  the  ureter  cannot 
be  excluded.  This,  in  a  patient  so  extremely  anemic,  may  have 
caused  the  fistula  through  secondary  necrosis. 

To  summarize : 

i — Panhysterectomy  is  preferable  to  supravaginal  amputation 
as  the  radical  operation  for  fibroid  of  the  uterus. 

2 — Leergehen  (empty  contraction)  of  the  ureter  is  an  important 
point  for  differential  diagnosis  between  a  lateral  opening  and 
complete  interruption  of  the  continuity  of  the  ureter  in  uretero- 
vaginal fistula. 

3 — Operative  interference  in  ureterovaginal  fistula,  where 
there  is  only  a  lateral  opening  in  the  ureteral  wall,  is  not  advisable 
until  there  has  been  a  chance  for  spontaneous  healing. 

465  N.  Taylor  Avenue. 


736       CARSTENS  :    FIBROID   OPERATIONS    DURING    PREGNANCY. 

FIBROID  OPERATIONS  DURING  PREGNANCY.1 


BY 

J.  H.  CARSTENS,  M.D » 
Detroit,  Mich 


Five  years  ago  I  had  the  pleasure  of  reading  before  this  Asso- 
ciation a  paper  on  "Celiotomy  During  Pregnancy,"  in  which  I 
reported  twenty-one  cases  operated  upon  for  various  conditions, 
as  tumors,  hernia,  or  appendicitis.  Among  these  were  four  cases 
of  fibroids.    Since  then  I  have  had  three  other  cases. 

The  cases  previously  reported  (American  Journal  of  Ob- 
stetrics, No.  3,  1903)  are  in  brief  as  follows: 

Mrs.  H.  F. ;  pregnancy  of  three  months  complicated  by  a  long- 
pedicled  fibroid ;  myomectomy ;  uncompleted  recovery ;  delivery 
at  term. 

Mrs.  P. ;  age  27 ;  physician's  wife ;  seven  years  married ;  no 
previous  pregnancy ;  anxious  to  have  children ;  pregnant  five 
months ;  multiple  fibroids ;  myomectomy ;  premature  delivery  at 
seven  months. 

Miss  C.  H. ;  age  25  ;  four  months  pregnant ;  fibroid  2x5  inches 
in  size ;  myomectomy ;  further  course  of  pregnancy  not  known. 

Mrs.  G.  K. ;  age  34 ;  pregnant  five  months  ;  myomectomy  ;  much 
pain  during  third  night ;  aborted  with  much  hemorrhage,  collapse 
before  nurse  noticed  anything  being  wrong ;  died  from  hemor- 
rhage. 

The  three  new  cases  are  as  follows : 

Mrs.  S.  H. ;  age  42 ;  mother  of  three  children ;  has  been  men- 
struating profusely  for  some  years;  is  now  pregnant  four  months 
and  has  a  number  of  fibroids,  one  between  the  uterus  and  the 
bladder,  which  would  interfere  with  labor.  Operation  October  27, 
1903;  three  fibroids  removed;  one,  situated  near  the  internal  os, 
was  1  inch  by  1^  inches  in  size,  and  another,  situated  near  the 
right  horn,  was  deeply  interstitial.  The  tumors  were  enucleate  1 
and  the  uterine  wounds  carefully  closed.  She  was  taken  with  labor 
pains  the  seventh  day  and  aborted  on  the  eighth.  She  made  a 
good  recovery. 

Mrs.  A.  F. ;  age  31  ;  no  children  ;  always  had  profuse  and  irreg- 

'Read  before  the  twentieth  annual  meetine:  of  the  American  Association 
of  Obstetricians  and  Gynecologists,  held  in  Detroit.  September  17-10,  IQ07. 
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ular  menstruation.  She  had  a  number  of  hard  tumors.  I  did  not 
suspect  pregnancy.  Operated  June  20,  1905.  When  the  abdomen 
was  opened  and  the  uterus  exposed  I  found  that  she  was  pregnant. 
Removed  four  fibroid  tumors,  one  near  the  internal  os,  two  at  the 
fundus,  one  in  the  cul-de-sac ;  two  more  were  so  deeply  seated  that 
I  suspected  that  I  would  go  through  into  the  uterine  cavity,  but 
the  tumors  did  not  quite  reach  to  the  mucous  membrane.  The 
wounds  were  carefully  closed  in  the  usual  manner.  The  woman 
aborted  on  the  seventh  day ;  otherwise  she  made  a  smooth  re- 
covery. 

Mrs.  F.  D. ;  age  42 ;  married  ten  years ;  first  pregnancy ;  men- 
struation had  been  rather  profuse  till  four  months  ago,  when  it 
ceased;  since  then  there  has  been  a  rapid  increase  in  size  of  the 
abdomen.  The  irregular  nodular  uterus  reached  to  the  umbilicus. 
A  tumor  could  be  felt  in  the  cul-de-sac,  making  it  difficult  to  reach 
the  cervix,  which  was  pushed  up  nearly  to  the  symphysis.  There 
was  also  a  tumor  in  the  left  broad  ligament.  I  made  a  diagnosis  of 
pregnancy  with  multiple  fibroids.  I  suggested  abdominal  hyste- 
rectomy, as  it  would  probably  be  impossible  to  do  a  myomectomy. 
Operation  August  15,  1905.  On  opening  the  abdomen  the  diag- 
nosis and  the  prognosis  were  verified.  It  was  impossible  to  save 
the  uterus.  I  therefore  enucleated  the  fibroid  of  the  broad  liga- 
ment and  performed  a  saprovaginal  hysterectomy.  Recovery  was 
rapid. 

These  seven  cases  show  that  operations  of  this  kind  can  be 
performed  with  benefit,  although  sometimes  an  abortion  follows. 
It  is  far  safer  to  operate  than  to  allow  such  tumors  to  rapidly 
increase  in  size  and  then  interfere  with  labor.  We  have  all  had 
lamentable  cases  of  the  latter  kind  accompanied  by  a  large  mor- 
tality. 

In  my  seven  fibroid  operations  during  pregnancy  there  was  one 
death,  but  this  was  preventable,  and  should  hardly  be  charged 
directly  to  the  operation  itself. 

The  main  points  I  wish  to  impress  are  :  First,  that  myomectomy 
is  indicated  in  certain  cases ;  second,  that  operation  is  necessary 
in  all  cases  of  fibroid  in  the  lower  uterine  segment  or  in  the  broad 
ligament ;  third,  that,  as  a  rule,  fibroids  at  the  fundus  need  not  be 
interfered  with  during  pregnancy. 
620  Woodward   Avkvte 
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DISCUSSION. 

In  the  discussion,  Dr.  Edward  J.  Ill  of  Newark,  N.  J.,  pre- 
sented a  specimen,  which  was  removed  from  a  Mrs.  T.,  who  had 
been  married  one  year.  She  first  presented  herself  through  the 
kindness  of  Dr.  Mead,  on  April  26,  1906.  She  was  then  single 
and  thirty-four  years  old.  Her  previous  history  was  uneventful. 
She  was  always  regular,  never  flowed  excessively,  nor  had  any 
pain.  She  complained  of  an  enlargement  of  the  abdomen  and 
was  having  some  slight  feeling  of  heaviness.  She  menstruated 
normally  and  without  pain,  felt  well,  and  looked  the  picture  of 
health.  Seven  years  ago  she  was  told  there  was  an  enlargement  of 
the  womb.  An  examination  showed  a  solid  tumor,  filling  the 
abdomen  for  twenty  centimeters  above  the  pubes,  and  twenty  cen- 
timeters in  width.  The  cervix  was  felt  high  up  behind  the  pubes, 
and  a  nodular  mass  filled  the  small  pelvis,  but  could  not  be  pushed 
out.  The  whole  mass  with  the  cervix  was  fixed.  No  corpus  uteri 
could  be  felt.    The  diagnosis  was  a  myofibroma. 

On  June  1  she  again  presented  herself.  The  measurements 
showed  no  increase.  The  size  of  the  tumor,  the  fixation  in  the 
pelvis,  and  the  age  of  the  patient  warranted  operation.  The  pa- 
tient, however,  wanted  to  get  married,  and  as  both  she  and  her 
intended  husband,  who  is  a  physician,  belonged  to  a  very  intelli- 
gent class  of  people,  the  operation  was  deferred.  She  was  mar- 
ried, and  on  August  5  of  this  year,  1907,  she  again  presented 
herself,  having  gone  over  her  regular  menstrual  period  by  two 
weeks ;  but  she  was  perfectly  well  except  a  sense  of  abdominal 
fullness.  Her  last  regular  period  was  on  June  25,  1907,  when 
she  had  an  excessive  flow  which  lasted  two  weeks.  The  tumor 
reached  the  border  of  the  ribs,  and  measured  27  centimeters 
above  the  pubes  and  23  centimeters  in  width,  a  marked  increase 
in  size  for  fourteen  months.  On  August  12  she  again  presented 
herself,  complaining  of  very  severe  pain  and  swelling  in  the  left 
thigh  and  leg,  so  that  she  was  unable  to  be  about  and  could  lie 
down  only  with  the  leg  elevated.  All  this  occurred  in  about  two 
days.  On  examination  the  thigh  was  shown  to  be  swollen  and 
of  a  slightly  darkened  hue.  There  was  but  very  slight  pulsation  in 
the  left  popliteal  artery,  as  compared  to  the  right,  and  the  tem- 
perature was  lower  than  the  right,  as  shown  by  palpation.  The 
abdomen  and  tumor  were  very  tense  and  painful ;  but  there  was 
no  fever.  There  was  much  intermittent  backache  and  much  up- 
ward pressure  under  the  ribs.  There  had  been  no  flow  of  blood. 
With  such  threatening  symptoms  there  seemed  no  alternative  but 
the  most  prompt  interference.  The  patient  was  evidently  preg- 
nant, and  the  rapid  growth  accounted  for  all  symptoms  except 
the  intermittent  backache,  which  was  explained  when  the  speci- 
men was  examined  after  the  operation. 

He  had  never  been  obliged  to  destroy  intrauterine  life,  though 
he  had  had  many  narrow  escapes,  and  never  to  the  detriment  of 
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the  mother.  This  case  left  him  no  alternative.  It  was  this  that 
prompted  him  to  report  the  case.  To  do  an  abortion  through  a 
long,  narrow  and  displaced  cervix  gave  the  woman  no  chance,  as 
the  specimen  showed.  The  only  thing  to  do  was  to  remove  the 
whole  uterus  above  the  cervix.  On  August  13  the  tumor  was  re- 
moved through  an  incision  of  thirty  centimeters.  During  the  de- 
livery of  the  tumor  a  large  hematoma  of  the  right  ovary  was 
broken  and  the  peritoneum  was  stripped  off  the  sigmoid  flexure, 
because  of  the  adherent  pelvic  portion  of  the  tumor.  The  opera- 
tion was  a  simple  supravaginal  amputation.  The  left  ovary  was 
left  in,  and  the  patient  made  an  easy  recovery.  She  was  having 
at  this  time  but  little  trouble  with  her  left  leg. 

The  specimen,  which  Dr.  Ill  exhibited,  measured  35  centi- 
meters in  its  vertical  diameter  and  24  centimeters  in  width  and 
weighed  5,500  grams.  The  cavity  of  the  uterus  measured  10  by 
12  centimeters  and  was  filled  with  a  grumous.  bloody  fluid,  in 
which,  still  attached  to  the  uterus,  near  its  right  horn,  was  the 
ovum.  It  was  covered  by  its  decidua  reflexa  and  was  macerated 
to  some  extent.  The  amniotic  fluid  looked  turbid,  and  no  fetus 
was  seen.  The  decidua  was  of  a  spongy  gray  character,  and 
easily  removed  from  the  uterine  wall.  In  other  words,  the  ovum 
wras  dead  and  the  woman  about  to  miscarry.  There  had  been  no 
discharge  from  the  uterus,  because  of  the  very  elongated,  con- 
tracted, and  tortuous  cervical  canal.  The  intermittent  backache 
was  accounted  for  by  the  attempted  expulsion  of  the  product  of 
conception,  which  evidentlv  killed  the  ovum. 

Dr.  Rufus  B.  Hall  of  Cincinnati  could  not  conceive  of  a  prac- 
titioner deliberately  doing  hysterectomy  on  a  woman  who  had  a 
few  small  fibroids  in  her  uterus  where  they  were  not  causing 
symptoms  sufficient  to  demand  relief.  A  large  number  of  women 
had  small  fibroids  that  gave  no  disturbance.  He  could  hardly 
believe  that  Noble,  who  had  been  quoted  by  one  of  the  essayists, 
would  advise  a  woman  to  have  her  uterus  removed  the  moment 
a  fibroid  tumor  was  diagnosed.  However,  when  a  fibroid 
tumor  was  sufficiently  large  to  make  the  woman's  con- 
dition uncomfortable  or  dangerous  from  the  pressure  symptoms, 
when  she  could  not  be  made  comfortable  by  ordinary  means 
of  treatment,  when  there  were  secondarv  changes  in  the  tumor, 
then  operation  should  be  considered.  He  had  examined  manv 
women  and  had  found  small  fibroids,  but  did  not  think  of  telling 
them  of  their  presence  for  their  own  peace  of  mind.  He  would 
differ  with  those  who  would  operate  for  fibroids  at  the  moment 
they  were  discovered.  There  should  be  a  definite  reason  when 
operation  was  advised  for  their  removal :  whether  the  operation 
be  a  myomectomy  or  hysterectomy,  there  should  be  some  reason 
for  operating  other  than  the  presence  of  a  small  fibroid. 

The  paper  dealing  with  the  post-peritoneal  fibroids  was  inter- 
esting. He  had  operated  on  six  or  eight  cases  of  post-peritoneal 
fibroids.    He  recalled  one  in  which  the  tumor  weighed  16  pounds. 
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He  supposed  it  was  a  fibroid,  but  before  he  got  through  with  the 
operation  it  proved  to  be  a  sarcoma,  as  endorsed  by  the  pathol- 
ogist. But  to  all  appearances  to  the  naked  eye  it  was  a  post- 
peritoneal  fibroid.  This  patient  was  operated  on  ten  months  ago, 
but  up  to  the  present  time  had  not  had  a  recurrence,  but  she  prob- 
ably would  have  very  soon.    He  cited  other  cases. 

Dr.  James  F.  W.  Ross  of  Toronto  said  the  most  terrible  thing 
that  could  happen  to  any  woman  was  for  her  to  develop  a  fibroid 
tumor.  When  a  woman  had  such  a  tumor  she  should  be  dealt 
with  as  gently  as  possible  in  order  to  conserve  her  for  the  great 
object  of  her  being;  that  is,  for  child-bearing  in  later  years. 
Whenever  she  became  pregnant  she  should  be  consulted  before 
the  surgeon  undertook  to  do  an  operation  in  the  presence  of 
that  pregnancy.  She  should  be  given  a  full  statement  of  the  case 
It  was  well  known  that  a  Porro-Cesarean  section  or  Cesarean  sec- 
tion could  be  done  in  the  latter  months  of  pregnancy  success- 
fully and  satisfactorily,  saving  both  mother  and  child.  When  a 
young  woman,  with  a  small  fibroid  tumor,  consulted  him,  he 
asked  her  whether  or  not  she  was  engaged.  If  she  was,  he  ad- 
vised her  to  marry,  with  the  hope  that  she  would  become  preg- 
nant, and  with  the  first  pregnancy,  if  there  were  local  difficulties, 
and  the  tumor  was  likely  to  do  damage  as  a  consequence  of  the 
pregnancy,  he  believed  the  production  of  miscarriage  in  this  first 
pregnancy  would  do  her  a  great  deal  of  good.  After  miscarriage 
he  had  seen  such  tumors  disappear  and  the  women  subsequently 
bear  living  children.     He  instanced  such  a  case. 

Dr.  John  A.  Lyons  of  Chicago  mentioned  a  case  that  was 
similar  to  one  reported  by  Dr.  Carstens.  Fifteen  years  ago  he 
delivered  a  placenta,  was  resorting  to  the  Crede  method  to  con- 
tract the  uterus,  but  could  not  get  it  to  contract.  Hemorrhage 
kept  up.  The  placenta  was  delivered,  examined,  but  he  could 
not  see  why  there  was  so  much  hemorrhage.  Further  examina- 
tion disclosed  a  submucous  fibroid  as  large  as  one-half  of  a  fetal 
head.  After  its  removal  the  uterus  contracted  without  any  ill 
results.    The  woman  had  borne  several  children  since. 

Dr.  Herman  E.  Hayd  of  Buffalo,  N.  Y.,  said  that  myomec- 
tomy, in  his  experience,  was  often  a  very  easy  and  simple  under- 
taking. Often  the  tumor  had  such  a  long  pedicle,  and  sometimes 
a  thin  pedicle,  that  it  could  be  removed  without  the  least  diffi- 
culty and  without  any  danger.  Moreover,  it  was  surprising  to  see 
how  easily  tumors  could  be  shelled  out  even  when  they  had  no 
pedicle ;  and  how  much  traumatism  the  uterus  would  tolerate,  and 
yet  practically  be  left  in  as  a  good  functionating  organ.  Never- 
theless it  required  good  judgment  and  considerable  experience 
to  know  when  myomectomy  should  be  performed  in  preference 
to  hysterectomy,  because  it  was  practically  impossible  to  determine, 
even  with  the  uterus  in  hand,  whether  in  the  structure  of  the 
uterus  there  were  not  embedded  numerous  fibroids;  therefore,  the 
operation   of   myomectomy    in   his   judgment   should   seldom   be 
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done.  Twice  he  had  been  compelled  to  operate  a  second  time 
upon  women  in  whom  he  thought  he  had  left  a  normal  uterus,  but 
inside  of  two  years  these  uteri  grew  to  be  the  size  of  a  turnip. 

As  to  supravaginal  hysterectomy,  it  had  a  mortality  of  at  least 
5  per  cent,  less  than  hysterectomy  in  the  hands  of  the  best  opera- 
tors in  the  world ;  while  panhysterectomy  had  a  mortality  of  at 
least  9  to  10  per  cent,  in  the  hands  of  the  same  operators. 

Dr.  Charles  L.  Bonifield  of  Cincinnati,  O.,  spoke  of  fibroids 
complicating  pregnancy.  Two  years  ago  he  reported  five  cases. 
In  the  first  case  the  woman  had  been  delivered,  and  he  was  asked 
to  see  the  case  in  consultation  because  she  was  thought  to  have 
an  inverted  uterus.  When  he  arrived  he  found  she  had  expelled 
a  fibroid  nearly  as  large  as  a  cocoanut,  which  was  snipped  off 
with  a  pair  of  scissors.  The  woman  recovered.  This  case  showed 
how  large  a  submucous  fibroid  might  exist  in  the  uterus  and  preg- 
nancy or  delivery  not  be  interfered  with. 

In  the  second  case  the  woman  was  three  or  four  months  preg- 
nant, trying  to  have  a  miscarriage.  The  fibroid  so  filled  the  pelvis 
that  it  could  not  be  expelled.  In  this  case  he  removed  the  fibroid 
and  uterus  with  the  dead  ovum.  A  third  case  was  one  in  which 
a  large  fibroid  grew  from  the  posterior  wall  of  the  cervix,  and 
the  woman,  when  he  saw  her,  was  in  labor  at  full  term.  A 
Cesarean  section  was  done  in  this  case,  and  both  mother  and 
child  saved.  She  was  a  comparatively  young  woman,  and  as 
he  had  some  hopes  that  involution  would  have  some  effect  on 
the  fibroid  he  left  it.  But  unfortunately  within  a  year  the  fibroid 
increased  in  size,  so  that  she  was  unable  to  pass  urine.  He  was 
called  again  in  haste,  opened  her  abdomen,  and  did  a  hysterec- 
tomy. The  next  case  was  one  in  which  the  tumor  was  similar  to 
that  described  by  Dr.  Howitt  in  his  paper.  The  woman  came  to 
him  when  she  was  about  four  months  pregnant.  The  cervix  was 
lifted  clear  out  of  the  pelvis,  so  that  it  could  not  be  reached.  The 
tumor  extended  down  to  the  right  broad  ligament  near  to  the 
vulvar  orifice.  It  made  such  great  pressure  on  the  blood-vessels 
of  the  right  leg  that  the  limb  was  swollen  to  twice  its  normal  size. 
A  hysterectomy  was  done  in  this  case.  Hemorrhage  was  free, 
the  operation  was  difficult,  and  in  enucleating  this  tumor  from 
without  the  pelvic  cavity  he  accidentally  wounded  the  rectum  be- 
hind the  vagina.  He  closed  this  with  sutures  and  the  woman  got 
well  without  a  fecal  fistula. 

Practically  in  every  case  of  hysterectomy  he  did  for  fibroids 
he  stitched  the  round  ligaments  to  the  stump  of  the  cervix.  This 
held  the  cervix  up,  kept  the  vagina  at  its  normal  length,  and  for 
all  material  purposes  the  vagina  was  as  good  as  ever. 

Myomectomy  should  be  limited  to  those  cases  in  which  the 
fibroids  were  not  numerous,  and  in  which  they  could  be  easily 
enucleated. 
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Dr.  Roland  B.  Skeel  of  Cleveland,  Ohio,  read  a  paper  entitled 

INTRAABDOMINAL    TORSION     OF    THE    GREAT    OMENTUM     WITHOUT 

HERNIA.1 

Dr.  C.  C.  Frederick  of  Buffalo  reported  a  case  which  occurred 
in  his  practice  some  ten  or  twelve  years  ago.  He  had  not  pre- 
viously reported  it.  It  was  a  little  different  from  Dr.  Skeel's 
cases,  in  that  it  consisted  of  torsion  of  an  ovarian  cyst  and  the 
omentum;  on  top  of  the  ovarian  cyst,  about  the  size  of  a  fetal 
head,  the  omentum  had  made  adhesions,  and  with  the  torsion  of 
the  pedicle  of  the  ovarian  cyst  there  was  likewise  torsion  of  the 
omentum,  with  disturbance  of  the  circulation  in  both.  He  oper- 
ated on  the  case  for  one  of  suspected  intestinal  obstruction. 

Dr.  Edward  J.  Ill  of  Newark,  N.  J.,  related  two  cases  he  had 
had  in  men  over  fifty  years  of  age,  who  were  stout,  weighing 
over  two  hundred  pounds  each.  One  case  occurred  about 
eight  years  ago,  during  horseback  exercise,  and  was  taken  for 
appendicitis.  He  operated  on  the  man  within  twenty-four  hours 
after  he  complained  of  symptoms,  and  removed  the  whole  omen- 
tum. In  the  other  case  a  portion  of  the  omentum  was  about  the 
size  of  half  a  hand.  At  the  time  it  occurred  to  him  to  look  up 
this  subject  in  the  old  pathological  anatomies,  and  he  failed  to 
find  any  record  in  the  old  books,  such  as  Rokitansky,  and  he 
wondered  then  whether  his  patient  would  have  gotten  well  without 
operation. 

Dr.  Skeel,  in  closing  the  discussion,  said,  among  other  things, 
that  there  had  been  altogether  from  seventy  to  seventy-five  cases 
of  torsion  of  the  omentum  reported  of  all  sorts  and  descriptions. 
Twice  the  omentum  cut  the  ovarian  cyst  in  two  portions  by  its 
tenseness.    The  majority  of  cases  were  associated  with  hernia. 

Dr.  C.  C.  Frederick  of  Buffalo,  N.  Y.,  read  a  paper  entitled 

NYMPHOMANIA  AS  A   CAUSE  OF  EXCESSIVE   VENERY.1 

Dr.  W.  A.  B.  Sellman  of  Baltimore  had  had  several  cases, 
such  as  the  essayist  had  spoken  of,  come  under  his  observation. 
He  had  made  a  special  effort  to  find  out  from  the  Superintendent 
of  an  institution  for  young  women  in  regard  to  the  prevalence 
of  masturbation.  He  had  discovered  two  cases.  One  was  a 
nervous  French  girl,  whose  mother  had  decided  erotic  tendencies, 
and  who,  after  her  husband  died,  very  soon  was  led  to  live  a  life 
of  immorality.  The  girl  was  brought  up  amid  such  surroundings 
for  a  number  of  years,  and  then  she  entered  this  home.  The 
Superintendent  discovered  that  she  was  masturbating,  and  would 
have  a  number  of  young  women  in  her  room  every  night  in- 
dulging in  the  same  practice.  The  fact  of  having  an  individual 
of  this  character  in  the  institution  was  very  demoralizing.  The 
institution  soon  rid  itself  of  this  girl  and  of  others  who  had  been 
under  her  instruction,  or  who  had  been  her  companions  in  crimi- 
nality. 

aPapers  will  be  published  in  this  Journal  for  December. 
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Dr.  O.  H.  Elbrecht  had  seen  but  one  case  of  nymphomania, 
and  that  was  in  a  little  girl  eight  years  of  age.  The  father  of  the 
girl  was  divorced,  and  the  mother  had  taught  the  child  these 
practices.  On  examination  he  found  the  clitoris  adherent.  He 
did  a  nymphomectomy  and  removed  the  labia  around  the  clitoris, 
but  how  much  good  this  was  going  to  do  he  did  not  know.  At 
any  rate,  the  girl  had  stopped  the  habit  for  four  months.  He 
thought  it  might  become  necessary  to  do  a  clitoridectomy. 

Dr.  Montgomery  Linville  of  Newcastle,  Pa.,  related  a  case 
that  came  under  his  notice  a  few  years  ago.  A  young  couple 
(husband  about  30,  and  wife  27)  consulted  him,  saying  that  it 
was  impossible  for  them  to  enjoy  sexual  intercourse.  After 
making  an  examination  he  discovered  that  the  woman  had  no 
appearance  of  a  vagina.  After  being  married  three  months  and 
living  in  the  city  of  New  York,  a  surgeon  there  attempted  to 
manufacture  a  vagina,  but  made  a  failure.  One  could  see  a 
slight  scar  as  the  result  of  this  operation.  The  speaker  sent  her 
to  the  hospital,  operated,  and  discovered  that  the  bladder  rested 
on  top  of  the  rectum  so  that  there  were  very  few  fibers  of  cellular 
tissue  between  them.  With  one  finger  in  the  rectum  and  a  sound 
in  the  bladder,  after  a  rather  difficult  dissection,  he  made  a 
vagina,  packed  with  gauze,  kept  the  patient  in  bed  for  four  weeks, 
flattering  himself  that  he  was  going  to  have  an  excellent  result. 
He  allowed  the  patient  to  go  home,  and  continued  the  packing 
with  gauze,  but  in  a  week  or  ten  days  he  discovered  that  the 
vagina  had  disappeared.  When  the  woman  was  on  her  feet  the 
packing  would  come  down,  and  the  raw  surfaces  would  adhere. 
She  was  anxious  to  have  another  operation.  He  then  had  a 
wooden  plug  made,  which  was  rounded  on  the  end,  applied  a 
belt  around  the  abdomen,  with  rubber  tubing  through  the  end  of 
the  plug.  After  he  had  applied  this,  and  the  woman  had  recovered 
sufficiently  to  get  on  her  feet,  she  wore  it  for  three  months,  with 
a  splendid  result. 

In  making  the  dissection  in  this  case  he  was  unable  to  discover 
any  sign  of  a  uterus,  tubes,  or  ovaries,  and  still  the  woman  had  a 
strong  sexual  desire. 

Dr.  John  A.  Lyons  of  Chicago  related  a  case  that  came  under 
his  observation  in  1889  at  the  Post-Graduate  Hospital,  Chicago. 
The  patient  was  unable  to  have  intercourse  through  the  natural 
channel  for  several  years.  A  dissection  was  made,  the  perineum 
divided,  and  a  glass  tube,  similar  to  a  test  tube,  was  introduced, 
and  an  excellent  result  was  obtained.  The  woman  was  married, 
and  her  husband,  finding  out  her  condition,  sought  a  divorce  and 
obtained  a  decree  on  the  ground  that  she  was  not  properly  sexed. 

Dr.  Robert  T.  Morris  said  that  in  those  cases  in  which  the 
nymphomania  was  of  central  origin,  nothing  could  be  done.  Cases 
of  nymphomania  due  to  preputial  adhesions  were  common,  and 
the  surgeon  could  usually  effect  a  complete  cure  if  the  moral  sense 
was  all  right,  and  if  delicacy  was  used.  In  choosing  cases  for 
operation  he   thought  surgeons  should   rule  out  very  carefully 
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those  in  which  there  was  a  neurotic  or  central  origin  for  the  dis- 
turbance. Circumcision  or  removal  of  the  clitoris  would  cure  a 
number  of  cases  of  nymphomania  of  central  origin  temporarily, 
just  as  they  would  cure  epilepsy  temporarily,  but  the  effects  of  the 
operations  were  hardly  over  before  the  trouble  returned. 

Dr.  Frederick,  in  closing  the  discussion,  said  that  where  there 
was  no  hereditary  predisposition,  no  neuropathic  taint  in  the  indi- 
vidual, removal  of  the  local  cause  or  causes  would  generally  effect 
a  cure.  There  was  very  little  or  no  hope  for  those  in  whom  the 
trouble  was  of  mental  origin.  In  a  large  proportion  of  cases 
nymphomania  was  an  expression  of  sexual  disease  largely  asso- 
ciated with  psychopathic  trouble. 

Dr.  Edward  J.  Ill  of  Newark,  N.  J.,  read  a  paper  on 

CONSERVATIVE   MEDICAL  TREATMENT  OF   SALPINGITIS.1 

Dr.  Robert  T.  Morris  of  New  York  said  there  were  a  number 
of  cases  of  gonorrhea  in  which  the  infection  would  disappear  as  a 
result  of  the  natural  resistance  of  the  patient.  When  the  prac- 
titioner had  such  cases  he  wanted  to  know  how  to  help  them  out. 
He  recalled  one  patient  from  whom  he  removed  pus  tubes,  who 
developed  gonorrheal  septicemia,  so-called  gonorrheal  rheuma- 
tism. The  patient  had  stiff  elbows,  stiff  spinal  column,  and  stiff 
knees.  He  treated  her  for  a  year  and  could  not  get  her  well. 
He  was  sorry  he  had  not  taken  out  her  uterus.  She  began  treat- 
ment with  some  patent  preparation  (he  did  not  know  what  it 
was),  and  in  two  weeks  was  well.  There  was  surely  something 
more  to  be  done  for  these  cases  than  surgeons  had  been  doing 
for  them. 

Dr.  Herman  E.  Hayd  said  the  essayist  did  not  maintain  that 
every  case  of  acute  trouble  was  going  on  to  resolution ;  nor  did 
he  claim  that  many  of  them,  sooner  or  later,  would  have  to  be 
operated  on.'  But  what  he  wished  the  members  to  understand, 
and  to  impress  upon  them  most  forcibly  was  to  try  tentative 
measures  first,  and  not  subject  these  acutely  sick  women  to  im- 
mediate operation,  and  in  so  saying  he  thought  the  essayist  had 
struck  the  keynote  and  had  sounded  a  note  of  warning  to  every 
member  present.  The  older  surgeons  became,  and  the  more  they 
operated,  the  more  they  were  convinced  that  they  had  been  oper- 
ating too  much,  and  had  unsexed  and  mutilated  altogether  too 
many  women.  He  was  satisfied  that  the  pronhylactic  measures 
recommended  by  the  essayist  in  connection  with  the  treatment  of 
acute  gonorrhea  were  excellent  and  the  very  best  treatment  that 
could  be  introduced.  It  was  just  as  effective,  probably  more  so 
than  protargol,  and  the  other  nitrate  of  silver  preparations,  and 
it  had  the  great  advantage  of  not  destroying  all  of  the  under- 
clothing of  women.  If  one  was  not  exceedingly  careful,  no  mat- 
ter how  the  napkins  were  applied,  the  underclothing  of  the  patient 
was  going  to  be  injured  and  spoiled  by  the  application  of  silver 
preparations.  It  was  good  practice  to  dilate  a  contracted,  pinhole 
'Paper  will  be  published  in  this  Journal   for   December. 
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os  when  there  was  acute  gonorrhea  of  the  vagina,  although  ordi- 
narily he  would  deprecate  such  a  practice,  with  the  expectation 
that  the  traumatism  associated  with  the  dilatation  might  invite 
quick  invasion  of  the  uterus,  and  perhaps  of  the  tubes  and  ovaries 
as  well. 

Dr.  William  H.  Humiston  said  that  while  he  was  not  familiar 
with  some  of  the  details  of  Dr.  Ill's  method  of  treatment  of  these 
conditions,  he  was  obtaining  equally  good  results  from  a  method 
he  began  to  practice  about  five  or  six  years  a^o.  If  cases  of  acute 
gonorrhea  in  women  came  to  the  gynecologist  sufficiently  early, 
he  could  undoubtedly  establish  an  abortive  treatment  with  excel- 
lent results.  If  a  woman,  who  had  a  sudden  onset  of  a  discharge 
which  was  irritating  and  uncomfortable,  would  consult  a  physician 
immediately,  in  nine  cases  out  of  ten  the  gynecologist  would 
obtain  excellent  results  from  the  abortive  treatment  of  gonorrhea. 
His  method  of  treating  cases  of  acute  gonorrhea  early  was  to  put 
them  to  bed,  to  thoroughly  cleanse  the  vulva  and  vagina,  and 
even  in  these  one  would  find  little  or  no  discharge  or  infection  of 
the  cervical  canal.  If  delayed  for  two  or  three  days,  infection  of 
the  cervical  canal  would  be  found.  By  cleansing  the  vagina  thor- 
oughly, under  distention,  separating  every  fold,  using  a  strong 
solution  of  bichloride  of  mercury  and  swabbing  it  thoroughly  out, 
drying  the  surfaces  and  the  little  eroded  spots,  and  touching  them 
with  a  preparation  of  silver,  one  could  cure  these  cases.  The  silver 
preparation  did  not  run  over  portions  of  the  vagina  that  had  not 
become  affected.  Then  the  entire  vagina  should  be  dusted  with 
boracic  acid  powder,  seven  parts  of  boracic  acid  to  one  part  of 
iodoform,  and  the  vagina  packed  full  with  iodoform  gauze  up  to 
the  point  of  distention,  and  then  the  bacterial  oven  was  destroyed. 

Dr.  C.  C.  Frederick  did  not  recall  having  performed  an 
abdominal  section  for  a  case  of  acute  gonorrheal  salpingitis  and 
pelvic  peritonitis  except  in  one  instance.  He  early  learned  this 
from  the  case  of  a  woman  who  had  gonorrhea.  He  wanted  to 
operate  on  her;  she  objected  strenuously,  and  so  did  her  husband, 
and  she  got  well  without  operation.  Whenever  possible,  conserva- 
tive measures  should  be  resorted  to  in  these  cases. 

Dr.  W.  A.  B.  Sellman  agreed  with  the  previous  speakers  in 
regard  to  the  non-operative  treatment  of  these  cases.  He  did  not 
think  any  case  should  be  operated  on  unless  general  peritonitis  had 
developed.  His  practice  in  treating  cases  of  gonorrhea  was  to 
pamt  the  vault  of  the  vagina  with  the  stroneest  iodine  he  could 
get,  that  is.  the  officinal  tincture.  For  the  relief  of  pain  in  these 
cases,  which  was  usually  severe,  he  resorted  to  the  old-fashioned 
turpentine  stupe.  As  a  tampon  he  used  from  twenty-five  to  thirtv 
thicknesses  of  gauze.    His  nurses  made  these  up  in  quantities. 

Dr.  Roland  E.  Skeel  said  there  were  several  questions  that 
occurred  to  him  during  the  reading  of  the  paper,  but  most  of  them 
had  been  answered  by  the  remarks  of  Dr.  Frederick.  He  referred 
to  gonorrheal  salpingitis  as  distinguished  from  pelvic  inflamma- 
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tion  due  to  pyogenic  infection.  He  had  not  heard  for  a  long-  time 
anybody  advocate  operation  in  the  acute  stage  of  gonorrheal  sal- 
pingitis as  distinguished  from  acute  infection,  due  to  abortion, 
or  post-partum  infection. 

He  asked  whether  the  essayist  had  not  seen  trouble  from  dila- 
tation and  washing  out  or  making  applications  to  the  interior  of 
the  uterus,  as  a  prophylactic  measure  in  salpingitis,  and  whether 
there  was  not  some  risk  of  introducing  infection  into  the  interior 
of  the  uterus  and  of  carrying  infection  which  was  not  there,  be- 
cause it  had  been  his  experience  that  the  moment  gonococci  ap- 
peared in  the  interior  of  the  uterus,  they  likewise  appeared  in  the 
tubes.  When  applications  were  made  to  the  interior  of  the  uterus 
very  early,  the  trouble  was  getting  well.  He  understood  the 
essayist  to  say  that  gonorrheal  salpingitis  was  recovered  from 
spontaneously.  He  would  like  to  have  him,  in  his  reply,  state 
whether  he  had  ever  seen  gonorrheal  pyosalpinx  recover  from 
any  method  of  treatment  outside  of  extirpation. 

D<r.  John  E.  Cannaday  of  Hansford,  W.  Va.,  said  he  had 
had  occasion  to  open  a  good  many  abdomens  after  the  removal 
of  pus  from  the  tubes,  and  had  been  surprised  to  notice  the  num- 
ber of  cases  in  which  the  tubes  had  been  entirely  restored  to  nor- 
mal, with  the  exception  of  a  few  adhesions  which  had  twisted 
them  about  in  various  ways.  There  were  two  classes  of  termina- 
tions in  these  cases.  In  one  there  was  absolute  resolution  of  the 
tube,  in  that  it  was  restored  to  normal,  with  the  exception  of  the 
formation  of  a  few  adhesions.  In  the  other  cases  the  adhesions 
were  dense ;  the  tubes  were  practically  destroyed  or  obliterated, 
so  that  removal  became  difficult.  The  ciliated  epithelium  was 
completely  destroyed,  so  that  they  were  absolutely  functionless. 
The  ovaries  were  degenerated. 

Dr.  O.  H.  Elbrecht  said  that  in  all  the  cases  that  came  to  the 
hospital  of  which  he  had  charge,  the  secretions  were  exam- 
ined for  gonococci.  In  a  case  in  which  the  uterus  and  tubes  were 
infected,  he  had  vet  to  see  one  instance  where  the  gonococci  had 
disappeared  inside  of  several  years.  Of  course,  one  would  find  a 
great  variety  of  bacteria,  but  gonococci  did  not  disappear  as 
rapidly  from  the  secretions  as  was  supposed.  True,  their  viru- 
lence was  decreased ;  they  were  not  progressive,  but  they  were 
present  just  the  same.  He  heartily  coincided  with  the  conservative 
treatment  recommended  by  the  essayist  in  properly  selected  cases. 

Dr.  III.  in  closing  the  discussion,  said  that  the  application  of 
ice  must  be  entirelv  controlled  by  the  temperature.  If  the  patient 
had  a  temperature  above  toi°  ice  was  all  right.  With  reference 
to  the  remarks  of  Dr.  Skeel,  he  believed  that  tubal  abscess  could 
get  entirelv  well.  He  had  felt  many  a  time  the  convoluted  tube 
which  undoubtedly  contained  pus  without  opening  the  abdomen, 
which  had  been  gradually  drained  through  the  uterus.  He  had 
many  times  endeavored  to  reproduce  the  gonococcus  in  a  patient, 
after  he  thought  she  was  well,  by  the  application  of  a  stick  of 
nitrate  of  silver,  and,  if  any  gonococci  were  about,  this  would  stir 
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them  up  again,  but  he  had  not  succeeded.  When  a  patient  had 
quite  recovered  from  the  disease  there  might  be  gonococci  lurk- 
ing there,  and  if  one  used  some  irritant,  which  would  produce  an 
inflammatory  condition,  like  a  bit  of  nitrate  of  silver,  fastened 
on  to  a  probe  and  introduced  into  the  urethra  or  cervix,  he  might 
have  a  new  culture  of  gonococci,  but  if  he  did  not  he  could  be 
reasonably  sure  that  there  were  no  gonococci  present. 

Dr.  James  E.  Sadlier  of  Poughkeepsie,  N.  Y.,  read  a  paper 
entitled 

CONSISTENCY   IN  ASEPTIC  SURGICAL  TECHNIQUE.1 

Dr.  Miles  F.  Porter  of  Fort  Wayne,  Indiana,  read  a  paper  on 

DECIDUA   MALIGNUM.1 

Dr.  William  H.  Humiston  of  Cleveland,  Ohio,  followed 
with  a  paper  entitled 

AN  UNUSUALLY  LARGE  DERMOID  TUMOR  OF  THE  OVARY.1 

Dr.  John  A.  Lyons  of  Chicago  mentioned  a  case  in  which  he 
assisted  at  the  operation,  the  contents  of  the  tumor  and  all  weigh- 
ing about  forty-two  pounds.     The  patient  died. 

Dr.  H.  W.  Longyear  of  Detroit  said  that  at  one  time,  in  one 
year,  he  had  the  good  fortune  to  operate  upon  a  number  of  these 
cases,  but  since  then  had  only  seen  one.  In  this  case  the  tumor 
was  situated  in  the  anterior  wall  of  the  uterus,  it  being  just  above 
and  to  the  right. 

Dr.  Robert  T.  Morris  said  that  some  years  ago  he  took  great 
pains  to  exclude  the  fluid  contents  of  these  tumors  from  the  peri- 
toneal cavity,  and  spent  much  time  in  getting  the  fluid  out  after 
it  got  in,  as  some  of  these  cysts  would  rupture.  Of  late  years  he 
had  made  it  a  rule  to  spend  very  little  time  in  getting  fluids  out 
of  the  peritoneal  cavity  unless  the  case  happened  to  be  one  of 
acute  infection  at  the  time  of  the  operation.  It  seemed  to  him 
these  fluids  were  quite  benign  unless  they  happened  to  carry  se- 
baceous material,  hairs,  or  some  of  the  harder  embryonic  ele- 
ments. 

Dr.  Humiston,  in  closing  the  discussion,  said  it  was  easy  to 
prevent  the  escape  of  fluid  into  the  abdomen  in  this  case,  because 
the  incision  was  very  large.  The  contents  of  the  tumor  were 
drawn  off  without  contaminating  the  abdominal  cavity. 

Dr.  Herman  E.  Hayd  of  Buffalo,  N.  Y.,  read  a  paper  entitled 

ECHINOCOCCUS    CYST    OF   THE    LIVER    SUCCESSFULLY   OPERATED   ON,1 
WITH    EXHIBITION    OF  THE    SPECIMEN. 

Dr.  Edward  J.  Ill  said  that  his  earliest  experience  with  such 
cysts  was  when  he  was  a  medical  student.  This  case  showed  the 
wisdom  of  not  putting  a  needle  into  the  tumor.  During  the  first 
year  of  medical  work  as  a  student,  he  witnessed  at  the  hospital 
the  introduction  of  an  aspirating  needle  into  a  cyst  for  the  pur- 

^apers  will  be  published  in  this  Journal  for  December. 
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pose  of  making-  a  diagnosis  of  tumor  of  the  liver.  The  surgeon 
withdrew  some  of  the  fluid  and  said  the  case  looked  like  one  of 
abscess  of  the  liver.  The  next  day  he  opened  the  abscess  and  got 
a  tremendous  hemorrhage,  and  the  patient  died  the  following 
night.  At  the  postmortem  it  was  shown  that  the  liver  was  of 
large  size  and  filled  with  little  cavities.  Each  cavity  was  lined 
with  a  hyaline  membrane,  and  nobody  seemed  to  know  what  it 
was.  He  took  the  liver  home  and  stored  it  away,  thinking  that 
some  day  he  would  find  out  what  it  was.  Five  years  afterwards 
(this  was  in  1878)  he  was  working  with  Professor  Prudden  in  his 
laboratory  and  showed  him  sections  of  this  liver.  He  did  not 
know  what  it  was.  He  asked  Dr.  Delafield  to  look  at  it,  and 
these  gentlemen,  after  guessing  what  it  was,  picked  up  Virchow's 
Pathological  Anatomy,  and  found  that  this  was  the  first  case  of 
multilocular  cysticercus  of  the  liver  they  had  ever  seen.  The 
case  was  afterwards  described  in  Delafield  and  Prudden's  Patho- 
logical Anatomy. 

Dr.  Morris  asked  whether  there  were  any  daughter  cells  in 
evidence. 

Dr.  Ill  replied,  no. 

Dr.  Howard  W.  Longyear  of  Detroit  read  a  paper  entitled 

NEPHROCOLOPEXY,  WITH  REPORT  OF  CASES.1 
OFFICERS. 

The  following  officers  were  elected  for  the  ensuing  year : 
President,  Dr.  E.  Gustave  Zinke  of  Cincinnati,  Ohio;  Vice-Presi- 
dents, Dr.  John  W.  Keefe  of  Providence,  Rhode  Island,  and  Dr. 
W.  A.  B.  Sellman  of  Baltimore,  Maryland ;  Secretary,  Dr.  Wm. 
Warren  Potter  of  Buffalo,  New  York,  reelected ;  Treasurer,  Dr. 
X.  O.  Werder  of  Pittsburg,  Pennsylvania,  reelected. 

Baltimore.  Maryland,  was  chosen  as  the  place  for  holding  the 
next  annual  meeting;  time,  September  22,  23,  and  24,  iqo8. 
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OPERATION  FOR  ABSENT  VAGINA. 

A   QUESTION    OF   PRIORITY. 

To  the  Editor  of  the  American  Journal  of  Obstetrics: 

Dear  Sir  : — In  your  issue  of  May,  1907,  page  714,  under  Cur- 
rent Literature,  you  refer  to  an  article  by  Haberlin  (Zent.  f.  Gyn., 
March  2,  1907),  in  which  he  describes  a  proposed  operation  for 
the  formation  of  an  artificial  vagina  by  taking  a  piece  of  intestine 
for  this  purpose.  Your  translator  seemed  to  get  the  idea  that 
Haberlin  had  already  operated  upon  a  case,  but  careful  perusal  of 
the  original  shows  that  such  was  not  the  case,  but  that  a  case  for 
'Paper  will  be  published  in  this  Journal   for   Decemlur. 
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operation  had  presented  itself,  but  had  not  been  operated  upon. 

Precisely  this  same  method  of  forming  an  artificial  vagina  I 
suggested  in  the  Annals  of  Surgery  of  September,  1904.  Before 
making  this  contribution  I  had  had  an  expert  go  through  the 
library  of  the  Surgeon-General  at  Washington  to  see  if  anyone 
had  preceded  me  along  this  line,  and  I  had  thus  learned  that  my 
suggestion  was  entirely  new. 

After  noting  your  brief  account  of  his  method,  I  wrote  to  Dr. 
Haberlin,  sending  him  a  copy  of  my  article,  and  also  wrote  to  the 
journal  in  which  his  article  had  appeared.  Dr.  Haberlin  replied 
promptly,  acknowledging  my  priority,  and  not  denying  that  he 
had  seen  my  article,  but  refusing  to  make  any  correction  in  his 
implied  claim  to  priority.  The  journal  in  which  his  article  ap- 
peared has  thus  far  paid  no  attention  to  mv  communication.  (In 
a  recent  conversation  with  Dr.  C.  E.  Morris,  I  find  that  this 
apparent  lack  of  courtesy  is  not  unusual  "in  Germany.") 
_  At  the  last  meeting  of  the  American  Association  of  Obstetri- 
cians and  Gynecologists  I  reported  a  case  in  which  I  had  carried 
out  the  technique  suggested  for  the  construction  of  an  artificial 
vagina  with  absolutely  satisfactory  results.  This  case  will  be 
reported  in  due  time.  It  is  evident,  I  think,  therefore,  that  I  may 
claim  priority  both  as  to  suggestion  of  the  method  of  operating, 
and  also  in  its  execution.  J.  F.  Baldwin. 

Columbus,  Ohio,  September  28,  1907. 
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DISEASES  OF  CHILDREN. 

Bad  Habits  in  Children. — John  Thomson  (Arch,  of  Ped., 
March,  1907)  says  that  the  treatment  of  pica  or  dirt-eating 
includes  correction  of  digestive  disorders,  improvement  of  the  gen- 
eral health,  keeping  the  child  away  from  the  substances  for  which 
he  has  a  morbid  craving,  and  change  of  surroundings  with  new 
interests.  Wetting  the  hands  is  a  difficult  habit  to  check.  In 
treating  nail-biting  the  finger  nails  should  be  kept  cut  short.  To 
stop  sucking  of  the  thumb,  fingers,  or  other  part  of  the  body, 
mechanical  treatment  is  of  value.  A  light  splint  should  be  applied 
to  prevent  bending  the  elbow  if  the  fingers  are  sucked.  The  part 
sucked  may  be  anointed  with  aloes  or  quinine.  Tongue-sucking  is 
difficult  if  not  impossible  to  stop  until  the  child  reaches  years  of 
discretion.  It  is  a  characteristic  symptom  of  mongolism.  Some 
of  the  rhythmical  movements  are  bad  habits,  though  others  are 
neuroses.  They  include  head-banging,  head-rolling,  head-nod- 
ding, and  rocking  of  the  trunk  forward  and  backward.  A  child 
who  is  commencing  to  practice  these  should  be  made  to  stand  up 
and  run  about  whenever  they  begin.    The  treatment  of  masturba- 
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tion  requires  removal  of  any  local  irritation  present,  attention  to 
general  health,  mechanical  prevention  by  splints  to  hold  the  arms 
or  separate  the  thighs,  constant  watching,  and  keeping  the  child's 
thoughts  off  the  habit.  It  is,  of  course,  right  that  the  child  should 
feel  the  parents'  or  nurse's  disapproval.  Much  punishment,  how- 
ever, and  especially  much  talking  to,  often  do  very  great  harm  by 
accentuating  the  importance  of  the  subject  and  making  the  child 
think  too  much  about  it.  A  complete  change  of  surroundings  and 
of  subjects  of  thought  is  a  strong  influence  for  good  in  the  treat- 
ment of  all  these  cases. 

Anemia  Infantum  Pseudoleukemia. — Henry  Koplik  (Arch, 
of  Ped.,  March,  1907)  says  that  a  study  of  the  post-mortem  find- 
ings of  all  the  cases  of  Von  Jaksch  anemia  published  thus  far, 
including  nine  observed  by  the  author,  emphasizes  the  view  that 
there  is  nothing  pathognomonic  in  the  anatomical  changes  in  the 
spleen,  in  the  bone  marrow,  liver,  and  other  organs.  In  the  spleen 
there  has  been  regularly  found  an  enlarged  organ  with  an  increase 
of  connective  tissue,  a  diminution  of  the  splenic  pulp,  with  nothing 
even  remotely  suggestive  of  leukemia.  In  the  liver  there  has  been 
an  enlargement  due  to  simple  parenchymatous  changes,  or  to  the 
fatty  degeneration  or  simple  lymphoid  infiltration.  A  study  of  the 
bone  marrow  gives  at  most  a  mixed  red  marrow  and  its  constitu- 
ents. There  is  nothing  suggestive  of  leukemia,  or  a  very  marked 
disturbance  in  the  structure,  which  could  be  designated  as  specific. 
A  study  of  the  intestine  also  fails  to  show  anything  but  lymphoid 
infiltration.  The  anemic  habitus,  the  tumored  abdomen,  the  large 
spleen  of  enormous  size,  the  increased  size  of  the  liver,  the  intes- 
tinal disturbances,  easily  enable  us  to  recognize  such  cases  apart 
from  the  cases  of  slight  anemia,  with  moderate  enlargement  of 
the  spleen.  There  is  nothing,  however,  in  these  cases  which  sug- 
gests leukemia,  except  it  be  the  large  liver  and  spleen.  The 
course  of  some  of  these  cases  resulting  in  complete  and  satisfac- 
tory recovery  certainly  impresses  the  writer  with  the  fact  that  the 
condition  is  one  of  a  severe  disturbance  of  the  nutritive  functions 
of  certain  organs,  such  as  the  intestine,  and  its  large  secretive  glan- 
dular system,  reacting  upon  certain  organs,  such  as  the  spleen, 
causing  changes  in  the  same,  with  secondary  changes  in  the  blood, 
which  may  assume  a  role  of  primary  importance.  Yon  Jaksch's 
anemia  is,  therefore,  a  severe  secondary  anemia,  with  or  without 
marked  leucocytosis.  Those  cases  which  have  been  reported  as 
terminating  in  true  leukemia  were  really  cases  of  leukemia  from 
the  outset.  Cases  of  true  Yon  Jaksch  disease,  if  they  terminate 
fatally,  do  so  through  some  intercurrent  disease,  such  as  pneu- 
monia or  tuberculosis,  to  which  they  fall  easy  victims.  Improve- 
ment can  result  onlv  when  we  have  succeeded  in  improving  the 
general  nutrition  of  the  patient  by  a  careful  regulation  of  the 
intestinal  processes.  When  the  foul-smelling  and  abnormal  move- 
ments become  normal  in  color  and  consistency,  general  improve- 
ment, both  of  the  physical  state  and  that  of  the  blood,  results. 
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Protection  of  Rheumatic  Children. — C.  0.  Hawthorne  (Brit. 
J  cur.  Child  Dis.,  March,  1907)  calls  attention  to  the  fact  that  while 
in  the  adult  actue  rheumatism  expresses  itself  largely  as  an  acute 
polyarthritis,  in  the  child  it  occurs  mainly  in  non-arthritic  forms, 
and  that  with  each  and  all  of  these,  and  more  especially  with  the 
non-arthritic  manifestations,  rheumatic  heart  disease  is  a  possible 
incident.  The  protection  of  these  children  demands  not  less  than 
the  same  measure  of  rest  which  the  disease  itself  compels  in  the 
acute  polyarthritis  of  the  adult.  He  believes  that  the  discovery  of 
signs  or  evidences  of  rheumatic  disease  in  any  family  ought  to  be 
the  occasion,  as  an  imperative  professional  duty,  to  convey  to  the 
parents  information  and  warning  of  the  special  risks  which  even 
the  apparently  slight  illnesses  of  their  children  may  involve,  and 
of  the  importance  of  complete  rest  as  a  means  of  avoiding  these 
risks. 

Albuminuria  in  the  Course  of  Impetigo  and  Impetigenous 
Eczema  in  Children.— W.  B.  Auchi  Jour,  do  Med.  de  Bordeaux, 
May  5,  1907)  says  that  fortunately  albuminuria  in  the  course  of 
purulent  skin  diseases  is  rare.  The  author  describes  two  cases 
observed  by  himself  in  which  in  the  course  of  impetigenous 
eczema  albuminuria  was  present.  The  pathogenesis  of  this  al- 
buminuria is  the  most  important  consideration.  Several  theories 
have  been  invoked  to  account  for  the  condition  of  the  kidneys. 
The  theory  of  infection  is  the  only  really  plausible  one.  Infec- 
tion may  act  in  different  ways.  Toxins  elaborated  by  the  bac- 
teria, which  are  carried  by  the  circulation  to  the  kidneys,  may 
irritate  the  epithelium  and  produce  a  nephritis.  Or  the  bac- 
teria may  break  down  the  lymphatic  barrier  and  penetrate  the 
circulation,  being  carried  to  the  kidneys  themselves.  Or  both 
these  actions  may  be  combined.  Streptococci  may  then  be  found 
in  the  circulation  and  in  the  kidneys. 

Cystitis  in  Nurslings. — Guiseppe  Caccia  (Riv.  di  Clin.  Ped.. 
April,  1907),  after  observing  fifteen  cases  of  cystitis  in  nurs- 
lings, describes  the  condition  as  rather  frequent.  He  believes  that 
it  is  not  generally  diagnosticated,  but  the  symptoms  are  con- 
fused with  the  same  ones  appearing  in  cases  of  gastrointestinal 
diseases.  They  are  fever,  pain,  and  turbid,  acid  urine,  full  of 
bacteria  and  agglutinated  leukocytes,  odorless  and  containing 
little  albumin.  The  causes  in  general  are  the  same  as  in  adults. 
It  may  be  caused  by  the  presence  of  various  bacteria,  among  which 
the  most  interesting  and  important  is  the  colon  bacillus.  This 
mav  come  by  ascending  infection,  in  females  from  the  vagina,  in 
males  on  account  of  a  phimosis.  Of  the  author's  six  male  cases 
all  had  phimosis,  which  caused  secretions  and  bacteria  to  be  re- 
tained. The  author  discards  the  theory  of  the  germs  coming 
through  the  walls  of  the  colon,  and  considers  that  the  disease 
is  rarely  hematogenous  or  descending.  The  most  satisfactory 
treatment  is  by  urotropin  or  helmitol.  and  a  cure  will  be  obtained 
generally  without  washing  out  the  bladder.  The  prognosis,  even 
in  untreated  cases,  is  f^ood,  as  the  disease  usuallv  ends  in  a  cure. 
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Paraganglin  of  Vassale  in  the  Treatment  of    Pertussis. — F. 

Valagussa  (Riv.  di  Clin.  Ped.,  April,  1907)  has  made  use  of  the 
paraganglin  of  Vassale  in  thirty-four  cases  of  pertussis,  of  which 
nineteen  were  treated  from  the  beginning  of  the  disease,  seven 
befan  treatment  at  the  first  spasmodic  cough,  and  the  remainder 
at  a  later  period.  The  author  was  led  to  its  use  by  the  fact  that 
a  child  treated  with  it  for  habitual  constipation,  during  the  time 
that  pertussis  was  present  in  a  sister,  had  a  very  light  attack  of 
the  latter  disease,  while  that  of  the  sister  was  severe.  He  then 
tried  it  in  other  patients  with  excellent  results.  Paraganglin  is 
a  proprietary  extract  from  the  suprarenal  glands.  It  gives  relief 
to  the  spasms  of  whooping-cough,  making  them  less  severe,  less 
frequent,  and  shorter.  It  is  only  a  symptomatic  and  not  a  specific 
remedy.  When  given  in  the  latter  part  of  the  disease  it  soon 
stops  the  paroxysms.  The  dose  varies  with  the  age ;  it  should  be 
given  in  small  doses,  frequently  repeated,  and  without  interrup- 
tion.   There  are  no  bad  effects. 

The  Cry  of  the  Nursing  Infant. — G.  Garriere  {Rev.  Fran,  de 
Med.  et  Cliir.,  April  25,  1907)  says  that  children  rarely  cry  with- 
out cause,  and  by  the  cry  one  can  recognize  whether  it  is  from 
some  external  or  an  internal  cause.  The  most  frequent  cry  is  that 
of  hunger ;  the  next  that  of  pain ;  a  search  for  some  cause  will 
reveal  a  pin  or  some  such  cause.  Dentition  is  the  cause  when 
the  child  grinds  his  eums  and  they  are  seen  to  be  red.  Rarely  one 
will  find  children  that  are  natural  criers.  Internal  causes  include 
erythema  of  the  buttocks,  suppuration  of  the  cord,  or  the  mam- 
mary glands,  and  bony  affections,  such  as  fractures,  luxations, 
periostitis,  or  ostitis.  Acute  adenitis  and  torticollis  are  affections 
of  the  neck  that  cause  pain.  Stomatitis  or  angina  are  other  causes. 
Gastrointestinal  causes  are  many.  Dyspepsia  is  accompanied  by 
vomiting.  Hyperchlorhydria  comes  after  nursing  and  is  relieved 
by  lactation.  Hypochlorhydria  comes  at  the  end  of  digestion. 
Dilatation  of  the  stomach  is  shown  by  copious  vomiting  at  the 
end  of  digestion.  Enteritis  and  intestinal  dyspepsia,  with  colic, 
are  frequent  causes  of  crying.  Other  causes  are  intestinal  worms 
and  strangulated  hernia.  Having  examined  into  all  these  causes 
phimosis  or  erosions  of  the  vulva  may  be  sought.  Vesical  spasms 
and  nephritic  colic  may  occur.  Next  search  for  ear  troubles, 
peritonitis  and  meningitis  with  hydrocephalus.  There  are  many 
serious  pathological  conditions  to  he  eliminated  before  one  can 
sav  that  the  infant  has  no  cause  for  crying. 
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When  our  forefathers  braved  the  terrors  of  the  Atlantic  Ocean 
in  their  frail  crafts  and  the  dangers  of  a  vast  wilderness  with  their 
crude  arms  to  escape  to  that  wilderness  to  freedom  from  religious 
persecution  and  the  tyrannies  of  monarchies,  and  when  they  found 
finally  that  even  the  broad  expanse  of  the  ocean  and  the  depths  of 
the  wilderness  could  be  no  bar  to  them,  they  rebelled  and  founded 
and  established  this  government,  whose  chief  principle  should  be 
the  preservation  of  the  largest  amount  of  liberty  to  each  indi- 
vidual, consistent  with  the  general  good. 

With  this  fundamental  principle,  each  State  had  its  own  gov- 
ernment, its  own  law-making  powers ;  each  State  was  divided  into 
counties  and  precincts,  with  their  smaller  governments,  and  to 
each  individual  was  preserved  the  greatest  amount  of  liberty  pos- 
sible, consistent  with  the  welfare  of  the  community.  And  all 
solidified  into  one  body,  held  together  and  controlled  by  a  bodv 
of  laws  called  the  Constitution.  In  such  a  system  it  was  inevitable 
that  long  time  and  experience  should  be  required  to  define  that 
variable  quantity,  "the  greatest  amount  of  liberty  consistent  with 

*Read  before  the  New  York  Obstetrical  Society,  October  8,  1007. 
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the  welfare  of  the  community,"  and  it  is  this  lack  of  definite 
bounds  which  is  resulting  in  certain  glaring  defects  in  our  system, 
which  are  thrusting  themselves  more  prominently  forward  as  our 
population  and  our  power  increase. 

Our  President  is  now  making  a  strong  effort  to  deal  with  some 
of  these  evils ;  for  instance,  those  defects  relating  to  commercial 
traffic.  Another  most  serious  evil  which  is  a  menace  to  society 
is  caused  by  the  laws  concerning  marriage  and  divorce.  Each 
State,  with  its  large  liberty,  legislates  upon  marriage  and  divorce, 
and  thus  we  have  our  polyglot  laws  relating  to  the  most  funda- 
mental bulwark  of  society. 

Again,  in  regard  to  the  practice  of  medicine,  the  laws  regarding 
the  qualifications  vary  with  the  States.  There  is  no  uniformity, 
some  communities  allowing  any  individual  who  desires  to  do  so 
to  practice  the  healing  art,  thus  preserving  to  the  individual  the 
right  to  enter  into  this  calling  without  regard  to  qualification.  Is 
this  "consistent  with  the  public  welfare?"  It  is  the  attempt  to 
define  this  relation  of  practice  of  medicine  to  the  general  welfare 
which  concerns  us  most  intimately,  and  it  is  a  problem  with  which 
we  are  struggling,  and  one  in  which  we  are  gaining  point  by  point, 
and  which  is  still  far  from  a  satisfactory  solution. 

One  of  the  most  serious  defects  in  medical  education  under  or 
system  is  that  the  candidate  for  a  degree  does  not  have  to  serve  - 
hospital  interneship  before  obtaining  it.  The  result  of  the  interne- 
ship  being  optional  with  the  man  after  obtaining  his  degree  is  that 
only  the  more  ambitious,  conscientious,  or  energetic  men  have 
such  service,  but  a  large  proportion  having  neither  opportunity  nor 
inclination  are  turned  loose  half-baked,  wanting  in  the  most  im- 
portant detail  of  their  medical  education,  with  the  privilege  of 
practicing  medicine.  It  is  thus  that  the  post-graduate  schools  are 
compelled  to  devote  a  considerable  part  of  their  energies  to  in- 
struction which  should  already  have  been  obtained  by  the  matricu- 
late while  an  undergraduate. 

It  seems  to  me  that  our  medical  education  should  be  reorganized 
under  a  different  system  which  would  involve  the  union  of  med- 
ical colleges  into  a  medical  university  under  the  control  of  the 
State.  The  State  might  then  assign  to  public  hospitals  according 
to  the  number  of  their  beds  a  certain  proportion  of  medical  stu- 
dents in  their  fifth  year,  and  by  placing  certain  skilled  work  now 
done  by  nurses  in  the  hands  of  the  medical  students  in  their  last 
year,  such   as  taking  pulses  and   temperatures,   massage,  hydro- 
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therapy,  electrotherapeutics,  etc.,  the  hospitals  might  diminish 
the  number  of  nurses,  greatly  increase  the  number  of  internes,  and 
carry  out  useful  forms  of  treatment  which  under  our  present  sys- 
tem are  almost  neglected. 

We  should  strive  to  remove  medical  education  as  far  as  possible 
from  the  miserable  condition  of  dependence  on  private  charities, 
and  place  it  under  State  control  and  support.  There  can  surely  be 
no  more  important  subject  to  a  State  than  its  public  health  and 
hygiene.  The  State  already  controls  the  hospitals  for  the  insane 
and  many  public  charities.  It  enters  into  the  control  of  hospitals 
and  clinics,  in  that  it  demands  their  incorporation,  and  it  should  by 
all  means  go  a  few  steps  further  and  take  control  of  medical  edu- 
cation. 

Our  forefathers,  who  were  most  enthusiastic  in  their  advocacy 
of  individual  liberty,  never  secured  to  a  man  the  right  to  kill  his 
fellow  man  except  in  self  defence,  but  those  who  advocate  on  the 
ground  of  personal  liberty  the  right  of  the  unqualified  to  practice 
medicine  are  certainly  permitting  certain  persons  to  slaughter 
innocent  inhabitants  of  those  communities. 

Under  our  present  system  the  need  and  usefulness  of  post- 
graduate schools  is  enormous.  In  a  community  where  the  medical 
education  is  of  the  best,  the  function  of  the  post-graduate  school 
is  simplified  and  its  usefulness  broad.  It  consists  in  bringing 
before  graduates  the  latest  procedures  and  refreshing  their  minds 
on  the  most  improved  methods  of  diagnosis  and  treatment,  and  of 
giving  men  who  desire  to  become  specialists  that  opportunity.  It 
is  of  this  proper  sphere  of  post-graduate  instruction  that  I  shall 
speak. 

I  trust  that  I  may  be  pardoned  if  I  say  that  at  the  Post-Graduate 
Medical  School  of  New  York  we  have  followed  out  what  we  con- 
sider to  be  the  ideal  conception  of  post-graduate  instruction  in 
gynecology.  Hence  to  describe  what  we  do  in  gynecology  is  to 
describe  my  idea  of  how  gynecology  should  be  taught  to  the 
graduate.  I  shall  take  the  liberty  of  outlining  the  gynecological 
work  in  that  institution.  This  consists  in  five  divisions,  four  of 
which  belong  in  the  department  of  gynecology,  and  one  in  that  of 
work  upon  the  cadaver.  Beginning  with  the  last  mentioned,  it  is 
divided  into  two  departments,  one  a  school  of  anatomy,  and  the 
other  operative  gynecology  on  the  cadaver.  In  the  first  the  student 
may  make  dissections  of  the  parts  relating  to  this  specialty.  In 
the  second  he  has  quite  a  complete  course  of  operations  upon  the 
cadaver. 
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The  second  great  division  of  the  work  comprises  that  upon  the 
living  subject.  This,  for  convenience  of  description  and  according 
to  the  work,  is  divided  into  four  subjects. 

First. — Classes  in  gynecological  diagnosis.  Class  A,  a  class  for 
male  matriculates ;  Class  B,  a  class  for  female  matriculates.  In 
these  classes  not  more  than  four  students  are  permitted  to  work 
with  the  chiefs  of  the  clinics,  where  they  are  in  turn  allowed  to 
examine,  and  are  carefully  instructed  in  methods  of  examination 
of  the  patients.  The  class  for  male  matriculates  is  presided  over 
by  a  man,  and  that  for  females  by  a  woman  instructor. 

Second. — Minor  gynecological  surgery  on  the  living  subject. 
The  scope  of  this  branch  is  self-explanatory.  The  general  plan  of 
teaching  is  as  follows :  The  class  consists  of  three  matriculates 
and  a  course  constitutes  nine  lessons.  Each  matriculate  performs 
three  operations  and  each  assists  in  six.  An  assistant  aids  the 
instructor  in  watching  the  details.  The  students  have  the  fact 
borne  in  upon  them  that  in  this  work  the  first  demand  is  the  cure 
of  the  patient.  The  most  careful  attention  to  the  minute  details 
of  asepsis  is  observed.  If  at  any  stage  of  the  operation  the  inter- 
ests of  the  patient  appear  in  any  way  to  be  jeopardized,  the  student 
yields  place  to  the  instructor,  but  continues  the  work  by  being  first 
assistant.  The  students  pass  the  instruments  and  sponge.  Each 
operation  is  preceded  by  a  brief  succinct  lecture  on  the  case  in 
hand,  dwelling  especially  on  minute  details  of  work.  If  a  student 
shows  lack  of  skill  in  handling  instruments  or  tying  ligatures  or 
suturing,  he  is  told  how  to  practice  this  on  inanimate  objects  in 
order  to  cultivate  his  manual  dexterity.  Only  patients  who  pre- 
sent themselves  at  the  clinics  are  operated  on  in  these  classes,  but 
the  results  are  not  inferior  to  my  own  best  results,  because  the 
work  is  practically  that  of  the  instructor.  In  teaching  I  am  ex- 
ceedingly careful  not  to  confuse  the  mind  of  the  student  by  pre- 
senting a  multitude  of  operations  to  him,  but  select  what  I  deem 
to  be  the  best  procedure  in  each  case,  and  confine  the  instructions 
to  this. 

Third. — Major  operative  gynecology.  This  class  is  open  to  two 
matriculates  only,  who  are  subject  to  the  selection  of  their  in- 
structor and  are  chosen  only  from  among  those  who  have  already 
had  one  of  the  classes  in  minor  operative  surgery,  or  gynecology  On 
the  living  subject. 

Fourth. — The  general  lecture.  Such  a  lecture  as  I  shall  describe 
occurs  every  week  day  lasting  from  9  to  11  a.m.     My  own  lee- 
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ture  is  on  Thursday  morning.  It  is  open  to  any  matriculate  who 
has  a  general  ticket,  or  who  is  taking  this  subject  alone.  The 
material  is  assembled  from  four  clinics,  each  of  which  meets  twice 
a  week,  and  each  of  which  is  conducted  by  an  instructor  and  a 
clinical  assistant.  All  new  cases  which  belong  to  this  department 
are  requested  to  present  themselves  on  this  morning,  when  all  are 
examined  by  me.  Those  which  would  best  serve  for  instruction 
are  brought  before  the  class  and  used  as  subjects  for  the  lecture, 
and  are  examined  by  a  small  section  of  the  matriculates  under  the 
supervision  of  an  instructor.  On  this  morning  cases  are  selected 
for  operation,  and  all  the  instructors  are  advised  what  treatment 
should  be  followed.  Occasionally,  of  course,  patients  are  ordered 
to  report  again  for  observation.  I  usually  begin  my  lecture  by  an 
operation  which  will  not  consume  too  much  time  and  will  be  most 
useful.  In  each  lecture  I  try  to  focus  upon  some  one  or  more 
points  which  will  be  of  especial  value  to  the  students  and  place  the 
lesson  in  such  a  light  that  it  cannot  be  forgotten.  Finally,  stu- 
dents are  given  the  privilege  of  seeing  the  patients  in  the  ward. 
The  above  is  a  general  outline  of  the  method  which  I  pursue  at 
the  Post-Graduate  Medical  School,  and  is  the  one  which  I  consider 
to  be  the  best  for  teaching  gynecology  to  the  graduate.  I  have 
dealt  with  this  subject  briefly,  since  the  time  allotted  to  me  is  short. 
I  would  fail  entirely  of  my  purpose  in  reading  this  paper,  how- 
ever, if  I  did  not  include  in  it  a  plea  to  every  member  of  this 
influential  body  of  men  to  work  for  the  advancement  of  medical 
education.  Let  the  undergraduate  schools  work  for  that  com- 
pleteness which  they  should  attain  and  let  them  leave  to  the  Post- 
Graduate  Schools  their  legitimate  field  of  work,  and  let  each  and 
everyone  of  us  cooperate  with  the  other  for  the  good  of  mankind. 
71  West  Forty-ninth  Street. 
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(With  six  illustrations.) 


Introductory  Remarks. — We  all  recognize  that  in  every  de- 
partment of  medicine  the  foundation  of  our  work  is  diagnosis. 
Without  a  proper  diagnosis  we  are  helpless.  And  so  it  becomes 
necessary  in  gynecology  to  make  a  diagnosis — not  a  haphazard, 
slipshod,  incomplete  or  absolutely  erroneous  diagnosis  founded 
on  a  guess  from  the  history  of  the  case — but  a  clear  and  sure 
knowledge  of  the  exact  conditions  in  the  pelvis,  made,  as  far 
as  possible,  without  reference  to  the  patient's  history  and  viewed 
from  a  purely  objective  standpoint. 

I  have  always  felt  that,  in  the  matter  of  diagnosis  and  treat- 
ment, the  keenest  knowledge  as  to  what  is  pathological  and  what 
is  normal,  and  the  keenest  conscience  as  to  what  requires  inter- 
ference and  what  should  be  let  alone,  are  demanded  in  our  spe- 
cialty more  than  in  any  other  department  of  medicine.  A  woman 
knows  comparatively  nothing  about  her  generative  organs  and 
has  great  difficulty  even  in  locating  accurately  the  seat  of  pain. 
She  has  a  vague  idea  that  all  her  ailments  come  from  some  womb 
trouble.  She  has  no  means  of  verifying  what  the  doctor  tells 
her  and  therefore  must  perforce  place  herself  implicitly  in  his 
hands  and  accept  his  statements.  When  she  places  herself  in 
the  hands  of  a  gynecologist  she  submits  to  him  not  only  the 
most  delicate  confidences  of  her  life  but  also  the  most  delicate 
part  of  her  anatomy  for  his  consideration  and  judgment.  In 
other  departments  of  medicine  a  man's  diagnosis  is  more  likely 
to  be  submitted  to  his  fellow  practitioners  for  approval  or  con- 
demnation. With  us  it  is  less  so  because  the  woman  hesitates 
to  subject  herself  to  repeated  examinations,  at  the  hands  of 
different  men.     It  is  not  only  necessary  to  make  an  exact  diag- 

*Read  before  the  New  York  Obstetrical  Society,  October  8,  1907. 
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nosis  of  the  condition,  but  it  also  falls  upon  the  medical  attendant 
to  make  a  careful  judgment  of  the  importance  of  the  lesions 
found,  and  the  relation  they  may  bear  to  the  general  condition 
of  the  patient.     It   is  a  trite  remark  to  say,  do  not  treat  the 


Fig.    I. — Correct  position  of  examiner. 


disease,  but  treat  the  patient.  Nevertheless  it  is  a  thing  to  be 
borne  in  mind;  that  is.  it  is  the  patient  who  is  to  be  restored 
to  health,  and  not  alone  an  ovary  or  a  uterus  to  be  removed. 
In  this  connection  it  must  not  be  forgotten  that  the  genital  organs 
of  women  do  not  constitute  the  entire  woman.     There  are  other 
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troubles  from  which  she  may  suffer  producing  symptoms  quite 
identical  with  those  resulting  from  lesions  in  the  pelvis.  Here, 
too,  one  must  have  careful  judgment. 

Goodell  in  that  classic  introduction  to  Keating  and  Coe's 
"Gynecology,"  which,  unfortunately,  is  now  out  of  print  and  so 
does  not  come  to  the  notice  of  'the  younger  generation  of  medical 
men,  has  presented  so  clearly  and  so  forcibly  this  phase  of  the 
subject  that  I  am  sure  you  will  pardon  me  if  I  read  a  brief 
extract : 

"Nerve-strain,  or  nerve-exhaustion,  comes  largely  from  the 
frets,  the  griefs,  the  jealousies,  the  worries,  the  bustles,  the 
carks  and  cares  of  life.  Yet,  strangely  enough,  the  most  com- 
mon symptoms  of  this  form  of  nerve  disorder  in  women  are  the 
very  ones  which  lay-tradition  and  dogmatic  empiricism  attribute 
to  ailments  of  the  womb.  They  are,  in  the  usual  order  of  their 
frequency,  great  weariness  and  more  or  less  nervousness  and 
wakefulness,  inability  to  walk  any  distance,  and  a  bearing-down 
feeling ;  then  headache,  napeache,  and  backache.  Next  come 
scanty,  or  painful,  or  delayed,  or  suppressed  menstruation,  cold 
feet  and  irritable  bladder ;  general  spinal  and  pelvic  soreness  and 
pain  in  one  ovary,  usually  the  left,  or  in  both  ovaries.  The  sense 
of  exhaustion  is  a  remarkable  one :  the  woman  is  always  tired ; 
she  spends  the  day  tired,  she  goes  to  bed  tired,  and  she  wakes 
up  tired — often,  indeed,  more  tired  than  when  she  fell  asleep. 
She  sighs  a  great  deal ;  she  has  low  spirits  and  she  often  fancies 
that  she  will  lose  her  mind.  Her  arms  and  legs  become  numb  so 
frequently  that  she  fears  palsy  or  paralysis.  Nor  does  the  skin 
escape  the  general  sympathy.  It  becomes  dry,  harsh,  and  scurfy, 
and  pigmentary  deposits  appear  under  the  eyes,  around  the 
nipples,  and  in  the  chin  and  forehead.  The  symptom-group  of 
nervous  exhaustion — anemia,  backache,  bearing-down,  difficult 
walking,  ovarian  pain,  and  menstrual  disorders — although  often 
without  the  least  gynecological  significance,  is  usually  the  signal 
for  a  gynecological  diagnosis.  Any  pelvic  organ  showing  the 
slightest  irregularity  is  singled  out  as  the  culprit  and  promptly- 
placed  on  trial.  Endless  injurious  local  treatment  and  grave 
surgical  operations  may  now  cause  the  woman  to  suffer  many 
things  from  many  physicians.  If  no  tangible  disorder  of  the 
sexual  organs  be  discoverable,  the  invisible  endometrium  or 
ovaries  must  take  the  blame  and  receive  the  local  treatment. 
Whatever  the  inlook  or  the  outlook,  a  local  treatment,  more  or 
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less  severe,  is  liable  to  be  the  issue.  Yet  these  very  exacting 
symptoirls  may  be  due  wholly  to  nerve-strain,  or  what  is  synon- 
ymous, to  loss  of  brain-control  over  the  lower  nerve-centers, 
and  not  to  drect  or  reflex  action  from  some  supposed  uterine 
disorder.  Neither,  for  that  matter,  may  they  come  from  some 
real,  tangible,  and  visible  uterine  lesion  which  positively  exists. 
Thus  it  happens  that  a  harmless  anteflexion,  a  trifling-  leucorrhea, 
a  slight  displacement  of  the  womb,  a  small  tear  in  the  cervix,  an 
insignificant  rent  of  the  perineum,   or,  what   is   almost  always 


Fig.  2.— Securing  the    uterus  between  the  two  hands;   showing  the  palm 
of  the  examining  hand. 

present,  an  ovarian  ache,  each  plays  the  part  of  the  will-o'-the- 
wisp  to  allure  the  physician  from  the  bottom  factor.  To  these 
paltry  lesions— because  they  are  visible,  palpable,  and  ponderable, 
and  because  he  has  by  education  and  by  tradition  a  uterine  bias- 
he  attributes  all  his  patient's  troubles;  whereas  a  greater  and 
subtler  force,  the  invisible,  impalpable,  and  imponderable  nervous 
system,  may  be  the  sole  delinquent.  The  sufferer  may  be  a  jilted 
maiden,  a  bereaved  mother,  a  grieving  widow,  or  a  neglected 
wife,  and  all  her  uterine  symptoms — yes,  every  one  of  them — 
may  be  the  outcome  of  her  sorrows  and  not  her  local  lesions. 
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She  is  suffering  from  a  sore  brain,  and  not  from  a  sore  womb.'' 

Following  out  this  line  of  thought,  it  is  well  to  remember  that 
in  spite  of  the  ever  present  insinuation  that  medicine  is  not  an 
exact  science,  there  are  certain  organs  in  the  body  the  organic 
condition  of  which  a  reasonably  equipped  physician  is  able  to 
investigate  and  positively  know.  These  are  the  heart,  the  lungs, 
and  the  kidneys.  It  is  inexcusable  for  any  man  to  treat  a  patient 
for  any  trouble  whatsoever  until  he  knows  the  exact  condition  of 
these  three  organs.  It  follows  from  this  that  it  should  be  the 
routine  custom  of  every  physician  to  examine  carefully  these 
organs  as  a  preliminary  step  to  the  treatment  of  every  patient 
that  falls  into  his  hands. 

Compared  with  the  three  organs  just  mentioned  the  abdominal 
and  pelvic  cavities  are  a  terra  incognita.  Nevertheless,  before 
proceeding  to  the  pelvic  cavity  the  abdomen  should  be  exposed 
and  thoroughly  palpated.  As  special  points  of  investigation  here, 
are  the  liver,  the  gall-bladder  and  its  ducts,  the  kidneys,  the  ap- 
pendix, and  also  as  a  possibility  to  be  ever  present  before  the 
mind,  various  forms  of  ptoses,  as  of  the  stomach  or  large  intes- 
tine, and  all  forms  of  tumor.  Here,  at  once,  is  conspicuously 
brought  into  play  the  special  sense  of  touch  known  as  the  tact  us 
eruditus. 

The  tactus  eruditus  has  been  so  thoroughly  misunderstood  that 
perhaps  I  may  be  pardoned  a  word  in  its  explanation.  The  gen- 
eral impression  seems  to  be  that  it  consists  in  a  peculiarly  sensi- 
tive condition  of  the  tactile  corpuscles  in  the  index  finger  of  the 
gynecologist  due  to  long  and  careful  cultivation.  This  is  a  great 
error.  This  accomplishment  does  not  reside  in  the  ringer,  but 
in  the  brain,  and  is  that  faculty  of  the  mind  which  consists  in 
making  a  mental  picture  of  what  the  sense  of  touch  conveys  to 
it.  It  is  known  also  as  the  scientific  imagination.  By  its  culti- 
vation it  reaches  its  highest  perfection  in  the  blind.  The  blind 
are  said  to  see  what  they  can  feel,  and.  in  all  respects  except  that 
of  color,  get  as  clear  a  picture  in  the  mind  as  the  man  who  uses 
his  eyes.  This  scientific  imagination  is  of  great  value  to  the 
surgeon  not  only  in  enabling  him  to  see  what  there  is  in  the 
abdomen,  but  also  in  complicated  operations  to  enable  him  to 
preserve  the  proper  relations  of  parts  and  tissues. 

Coming  now  to  the  more  immediate  field  of  the  generative  or- 
gans of  women,  in  the  examination  of  the  external  organs  and 
also  the  vagina  and  cervix,  the  senses  of  touch  and  sight  are  both 
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■employed.  The  condition  of  the  remaining  internal  organs  can 
only  be  ascertained  by  the  tactits  eruditus.  The  chief  points  to 
be  investigated  are  the  positions  of  the  fundus,  ovaries,  and 
Fallopian  tubes,  their  dimensions  and  consistencies. 

Scheme  of  Diagnosis. — In  my  early  experience  in  giving  a 
touch  course  I  found  that  the  student  was  all  at  sea  when  he 
came  to  pass  his  finger  into  the  vagina.  There  were  no  recog- 
nized points  or  base  lines  from  which  direction  could  be  indicated. 
There  was  reallv  no  nomenclature  bv  means  of  which  I  could  indi- 


Fig.  3. — Showing  the  back  of  the  examining  hand;  cervix  and  fundus  in 

normal  position. 

cate  to  the  student  what  to  look  for  or  how  to  proceed  systemat- 
ically and  so  gain  his  knowledge  in  a  progressive  way  starting 
with  what  his  finger  first  came  in  contact  with  and  so  proceeding 
to  the  end.  The  only  means  of  communicating  my  thought  to 
the  student,  or  for  the  student  to  ask  questions  with  any  degree 
of  intelligence,  was  to  constantly  refer  to  the  charts  and  place 
the  finger  upon  it  in  various  directions. 

Out  of  my  strenuous  efforts  during  the  first  year  or  two  as  a 
teacher  of  diagnosis  I  gradually  evolved  a  scheme  which  quickly 
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demonstrated  its  merits  in  enabling  the  student  to  use  his  scien- 
tific imagination  and  follow  his  finger  as  it  came  in  contact  with 
the  various  parts.  The  greater  the  detail  and  the  more  carefully 
it  was  insisted  upon  the  more  promptly  the  student  acquired  the 
tactus  eruditus,  and  I  found  that  by  following  this  scheme  the 
student  could  learn  as  much  in  two  lessons  as  he  formerly  ac- 
quired in  twelve ;  it  gave  him  something  definite  to  fix  his  mind 
upon  and  an  orderly  course  of  acquiring  his  information. 

First,  then,  let  us  consider  the  position  of  the  fundus.  This 
is  a  matter  of  direction ;  and  before  we  can  determine  direction 
we  must  have  a  fixed  line  of  departure,  that  is,  a  base  line  with 
which  to  compare  all  directions.  As  a  base  line  I  have  selected 
the  axis  of  the  vagina.  Now,  if  the  finger  is  passed  straight  into 
the  vagina  it  lies  in  the  axis  and  therefore  we  are  comparing 
direction  with  the  finger.  In  order  that  the  finger  may  be  passed 
uniformly  in  the  same  direction,  the  forearm  and  the  finger  must 
be  kept  in  one  continuous  straight  line  and  parallel  with  the 
top  of  the  table  on  which  the  patient  lies.  With  these  points 
clearly  in  mind,  I  find  that  as  far  as  the  position  of  the  cervix  is 
concerned  all  cases  can  be  classified  under  two  headings :  First, 
cervix  perpendicular  to  the  axis  of  the  vagina ;  second,  cervix 
parallel  to  the  axis  of  the  vagina.  From  the  position  of  the 
cervix  the  position  of  the  fundus  can  be  very  positively  inferred ; 
that  is,  if  the  cervix  is  perpendicular  to  the  axis  of  the  vagina 
and  pointing  posteriorly,  i.e.  in  normal  position,  the  fundus  will 
be  anterior  or  in  normal  position.  If  the  cervix  is  parallel  to  the 
axis  of  the  vagina,  a  pathological  condition  is  always  present 
and  the  fundus  will  be  in  one  of  three  places :  anteflexed,  retro- 
flexed,  or  retroverted. 

The  cervix  will  not  always  be  found  exactly  perpendicular  or 
exactly  parallel  to  the  axis  of  the  vagina,  so  that  in  order  to 
classify  it  one  must  place  it  in  accordance  with  the  position  to 
which  it  more  nearly  conforms.  To  determine  this  point  there 
are  three  tests  to  which  the  direction  of  the  cervix  is  put.  i.e. 
three  questions  the  examiner  must  ask  himself,  as  follows:  1st. 
How  does  the  finger  approach  the  anterior  lip  of  the  cervix? 
2nd.  How  does  it  approach  the  external  os?  and  3d.  How  does 
it  approach  the  posterior  fornix?  (By  posterior  fornix  is  meant 
the  point  where  the  posterior  vaginal  wall  is  attached  to  the 
cervix.)  The  answers  to  these  questions  will  be  as  follows:  1st. 
If  the  cervix  is  perpendicular  to  the  axis  of  the  vagina  the  finger 
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will  approach  the  anterior  lip  perpendicular  to  it.  2nd.  It  will 
approach  the  external  os  in  such  a  way  that  the  os  will  be  felt 
on  the  side  or  ball  of  the  finger;  and  3d.  It  cannot  reach  the 
posterior  fornix  if  the  finger  is  kept  straight,  without  lifting  the 
cervix  unduly.  If  the  cervix  lies  parallel  or  in  the  axis  of  the 
vagina,  the  answers  will  be  as  follows:  1st  The  finger  will  be 
parallel  to  the  anterior  lip;  2nd.  the  finger  will  come  end  on 
into  the  external  os ;  and  3d.  it  will  readily  reach  the  posterior 
fornix,  being  parallel  to  the  posterior  lip  of  the  cervix.  The  finger 
can  be  swept  around  the  cervix,  being  parallel  to  it  at  every  point. 
It  is  important  in  instructing  students  in  diagnosis  to  insist 


Fig.   4.— Cervix  in  the  axis  of  the  vagina;   fundus   retroverted. 


upon  the  minutest  detail  of  this  scheme  because  it  enables  them 
to  build  up  the  mental  picture  of  the  contents  of  the  pelvis  and 
so  cultivate  the  t actus  eruditus. 

I  prefer  to  examine  with  one  finger  rather  than  two.  The 
fact  that  the  middle  finger  projects  half  an  inch  beyond  the  index 
does  not  necessarily  enable  the  examiner  to  reacher  further  into 
the  pelvis  for  the  reason  that  the  ring  finger  cannot  be  bent  at  a 
right  angle  to  the  middle  finger  and  by  the  extended  knuckle 
when  bent  it  takes  off  as  much  from  the  proximal  end  of  the 
middle  finger  as  the  latter  projects  beyond  the  index.  My  method 
is  to  flex  the  thumb  in  the  palm  of  the  hand,  and  flex  upon  it 
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tightly  all  the  fingers  but  the  index.  That  makes  the  fist  as 
small  as  possible,  and  by  keeping  the  side  of  the  finger  up  the 
smallest  diameter  of  the  fist  comes  into  the  smallest  diameter  of 
the  outlet,  and  so  the  finger  can  be  made  to  reach  the  greatest 
distance  into  the  pelvis.  By  keeping  the  finger  and  the  forearm 
in  the  same  line  the  elbow  can  be  placed  upon  the  hip  and  the 
weight  of  the  body  thrown  upon  it  to  carry  the  fist  into  the  pelvis 
until  obstructed  by  the  tuberosities  of  the  ischium.  If  the  exam- 
iner is  using  his  right  hand  the  natural  position  for  him  to  take 
is  to  place  his  right  foot  forward  and  the  left  foot  back,  separat- 
ing his  feet  sufficiently  to  bring  his  forearm,  when  kept  in  line 
with  his  finger,  parallel  to  the  top  of  the  table.  If  examining 
with  his  left  hand,  his  left  foot  should  go  to  the  front,  and  vice 
versa. 

Before  beginning  the  bimanual  manipulation  it  is  wise  to  learn 
all  one  can  from  the  finger  in  the  vagina,  reserving  the  bimanual 
method  for  the  exploration  of  what  lies  beyond. 

Having  now  decided  upon  the  position  of  the  cervix,  the  next 
information  to  procure  is  the  location  of  the  fundus  or  body  of 
the  uterus.  Not  only  is  the  fundus  more  easily  recognized  than 
any  other  organ  in  the  pelvis,  but  it  now  becomes  the  point  of 
departure  for  the  location  of  other  organs.  Indeed,  it  is  the 
guide  post  to  everything  else  in  the  pelvis,  and  in  complicated 
cases  it  is  only  by  frequent  recurrence  to  it,  from  time  to  time 
in  the  examination,  that  the  other  organs  can  be  differentiated. 

In  the  bimanual  method  the  mistake  is  frequently  made  of 
placing  the  external  hand  so  high  on  the  abdomen  that  in  press- 
ing it  down  into  the  pelvis  the  thick  abdominal  wall,  the  omentum, 
and  intestines  are  carried  before  it,  thus  rendering  it  impossible 
to  recognize  any  organ  with  distinctness.  My  custom  is  to  place 
the  tips  of  my  fingers  just  at  the  hair  line,  and  perpendicular  to 
the  abdominal  wall.  With  a  moderate  amount  of  pressure  the 
fingers  are  then  pushed  toward  the  umbilicus,  pressing  before 
them  the  fat,  the  omentum,  and  the  intestines,  thus  straighten- 
ing out  the  fingers  upon  the  abdomen  until  the  hall  of  the  hand 
comes  directly  over  the  symphysis.  Steadying  the  hall  of  the 
hard  firmly  against  this  hone,  with  a  slightly  rotary  motion  the 
rs  are  insinuated  down  into  the  pelvis  their  full  length  or 
istance  of  the  abdominal  wall  will  permit.  The 
external  hand  is  now  held  firmh  in  this  position  and  with  the 
finger  of  the  other  hand  pressing  against  the  cervix  the  entire 
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uterus  is  lifted  up  in  successive  impulses  until  it  is  made  to  pal- 
pate against  the  fingers  of  the  external  hand.  If  the  cervix  has 
been  found  in  normal  position  the  fundus,  as  a  rule,  can  be  thus 
felt  and  located.  In  cases  in  which  great  resistance  is  offered 
by  the  patient  she  can  be  made  to  relax  the  abdominal  wall  by 
taking  a  long,  full  breath  and  holding  it  as  long  as  possible. 
When  expiration  comes  complete  relaxation  is  secured  and  manip- 
ulation proceeds  comfortably  and  successfully.  In  extremely 
nervous  patients  I  resort  to  the  device  of  having  them  hold  their 


Fig.  5. — Fundus  being  restored  to  normal  position ;  the  cervix  gradually 
changing  to  right  angle  to  the  axis  of  vagina. 

breath  while  I  see  how  many  numbers  I  can  count  aloud,  thus 
encouraging  them  to  hold  it  as  long  as  possible.  For  the  longer 
the  breath  is  held  the  more  complete  is  the  relaxation  when  ex- 
piration follows.  This  process  may  be  repeated  one  or  more 
times  until  perfect  relaxation  is  secured.  In  bimanual  manipu- 
lation both  hands  should  not  be  in  motion  at  the  same  time.  One 
is  used  to  carry  the  parts  nearer  to  the  other  hand  and  hold 
them  there  while  they  are  palpated  by  it. 

If   this    maneuver    is    not    successful,   then    the    finger   in    the 
vagina  lifts  the  uterus  as  high  as  possible  and  holds  it  there 
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while  the  external  hand  depresses  the  abdominal  wall  successively 
at  various  points  over  its  expected  location  until  the  impulse 
given  to  the  fundus  by  the  hand  is  felt  upon  the  finger  at  the 
cervix.  It  is  the  first  sensation  that  is  most  difficult  to  obtain. 
When  once  that  has  been  accomplished  the  external  hand  follows 
the  denser  tissue  which  indicates  the  presence  of  the  fundus  down 
into  the  pelvis,  outlining  the  form  and  size  of  the  uterus.  In  this 
way  a  clear  mental  picture  is  obtained.  The  mobility  of  the 
organ  is  learned  by  securing  it  between  the  two  hands  and  carry- 
ing it  first  up  and  then  down  to  discover  through  how  great  an 
arc  it  will  swing. 

It  is  important  to  have  the  bladder  empty,  and  as  a  routine 
custom  the  patient  should  void  urine  the  last  thing  before  getting 
onto  the  table.  If  this  has  been  neglected  and  the  fundus  of  the 
uterus  cannot  be  located,  the  examiner  should  suspect  a  full 
bladder  and  make  sure  that  it  is  empty  before  proceeding.  It  is 
no  unusual  experience  in  my  touch  course  at  the  Polyclinic  for 
students  to  diagnose  retroversion  of  the  uterus  when  really  its 
position  is  due  to  a  full  bladder,  and  the  mistake  is  corrected  by 
passing  the  catheter  or  having  the  patient  void.  After  which  the 
fundus  is  promptly  felt  just  above  the  pubis. 

Normal  position  for  the  fundus  is  anywhere  between  the 
symphysis  pubis  and  the  promontory  of  the  sacrum ;  the  essential 
feature  is  that  it  must  be  movable. 

Taking  up  now  the  position  of  the  cervix  in  the  axis  of  the 
vagina:  As  has  been  said,  this  always  indicates  a  pathological 
condition  and  the  fundus  will  be  found  in  one  of  three  places, 
retroversion,  retroflexion,  or  anteflexion.  To  determine  its  posi- 
tion the  finger  is  passed  along  the  posterior  lip  of  the  cervix, 
pushing  it  up  into  Douglass'  pouch  as  far  as  possible.  If  the 
finger  comes  into  a  sharp  angle  beyond  which  a  tissue  rounds 
out  and  even  comes  forward  in  the  shape  of  the  fundus,  the  prob- 
abilities are  that  the  condition  is  one  of  retroflexion.  The  same 
mental  picture,  however,  may  be  presented  by  a  fibroid  tumor  in 
the  posterior  wall  of  the  uterus  while  the  fundus  lies  above,  either 
retroverted  or  anteflexed.  Bimanual  manipulation,  as  previously 
described,  will  determine  this. 

If  the  finger  in  being  pushed  into  Douglass'  pouch  does  not 
discover  a  sharp  angle,  but  finds  that  the  uterine  tissue  is  con- 
tinuous with  the  cervix  as  far  as  can  be  reached,  that  it  widens 
out  and  takes  the  shape  of  the  normal  fundus,  the  probabilities 
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are  that  the  uterus  is  retroverted.  It  may,  however,  be  anteflexed, 
the  elongated  cervix,  which  invariably  attends  anteflexion,  being 
sufficiently  long  and  widening  out  at  the  flexure  to  give  the  im- 
pression of  a  fundus.  The  original  impression,  therefore,  must 
be  confirmed  or  corrected  by  eliminating  the  fundus  from  an 
anterior  position  or  finding  it  there.  This  is  accomplished  by  the 
bimanual  manipulation,  as  previously  described. 

If  in  passing  the  finger  back  into  Douglass'  pouch  the  uterine 
tissue  is  lost  to  touch,  in  following  the  cervix,  so  that  Douglass' 


Fig.  6. — Fundus  completely  restored;  cervix  at  a  right  angle;  finger  can- 
not reach  posterior  fornix. 


pouch  is  empty,  the  probabilities  are  that  the  fundus  lies  to  the 
front,  in  anteflexion.  This  must  be  confirmed  by  the  bimanual 
manipulation.  The  rounded  mass  resembling  a  fibroid  which 
we  have  spoken  of  may  be  a  prolapsed  and  cystic  ovary;  this 
is  differentiated  by  its  less  pronounced  density  and  by  its  usually 
being  continuous  with  inflammatory  tissue,  reaching  out  to  one 
side  or  the  other. 

After  locating  the  fundus,  the  important  points  to  be  deter- 
mined are  its  size,  its  density,  and  its  mobility.  These  are 
determined  by  securing  the  organ  between  the  two  hands,  carry- 
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ing  both  hands  up  or  down  together  to  determine  its  mobility, 
palpating  it  as  completely  as  possible  to  estimate  its  size,  and 
its  density.  By  endeavoring  to  make  as  accurate  a  mental  pic- 
ture as  possible  in  each  instance  a  standard  of  comparison  in 
all  these  respects  is  readily  acquired.  This  is  confirmed  or  cor- 
rected in  many  instances  by  subsequent  operation,  laparotomy,  or 
vaginal  celiotomy,  and  soon  becomes  very  accurate. 

Fibroid  tumors  of  the  uterus,  if  small,  are  fe1t  as  nodular  or 
irregular  masses  projecting  from  the  wall  of  the  uterus.  They 
may  be  pedunculated  when  they  must  be  differentiated  from  a 
cystic  ovary. 

After  the  position,  size,  density,  mobility,  and  fibroid  condition 
of  the  uterus  have  been  determined  the  organs  next  requiring 
investigation  are  the  ovaries  and  tubes.  The  examiner  must  keep 
clearly  in  mind  the  normal  relations  of  these  organs  to  the  uterus, 
remembering  that  they  are  attached  to  the  uterus  and  are  carried 
with  it  more  or  less  completely  in  whatever  position  the  fundus 
may  be  placed.  If  the  fundus  is  in  normal  position  and  the  ap- 
pendages are  normal,  they  will  be  found  to  either  side  of  the 
fundus  and  nearly  on  a  level  with  it.  If  the  appendages  are 
diseased,  however,  even  if  the  fundus  remain  in  normal  position, 
they  will  be  prolapsed  more  or  less  completely  toward  or  into 
Douglass'  pouch.  At  times  they  may  be  readily  mistaken  for 
the  fundus  itself,  so  that  it  is  necessary  to  locate  the  fundus,  to 
keep  its  position  in  mind,  and  from  time  to  time  to  revert  to  it 
as  a  guide  if  any  uncertainty  arises. 

To  feel  the  ovary  pass  the  finger  directly  beyond  the  cervix  at 
the  side,  the  finger  nail  being  toward  the  cervix,  force  the  fist 
well  into  the  pelvis,  carrying  the  finger  as  far  beyond  the  cervix 
as  possible.  Then,  keeping  the  fist  firmly  placed,  elevate  the  end 
of  the  finger  as  high  as  possible.  This  will  lift  the  base  of  the 
broad  ligament  and  thereby  tend  to  swing  the  cervix  under  the  fin- 
ger toward  the  examining  side  of  the  pelvis  and  likewise  carry'  the 
fundus  in  the  opposite  direction,  thereby  dragging  the  ovary  down 
toward  or  onto  the  ball  of  the  finger ;  then  by  repeatedly  bending 
the  last  joint  of  the  finger  a  sort  of  ballottement  is  accomplished 
by  which  the  ovary  recedes  from  the  finger  and  drops  back  again 
upon  it.  When  once  this  sensation  has  been  produced  the  ex- 
ternal hand  can  push  the  parts  down  on  to  the  examining  finger 
holding  it  there  and  palpating  it  to  the  fullest  extent.  If  the 
tube  and  the  ovary  are  adherent  and  a  tumor  formed  thereby, 
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this  can  be  readily  made  out.  If  the  ovary  itself  is  large  and 
cystic  this  can  also  be  determined.  A  hydro-  or  pyosalpinx  is 
recognized  by  its  somewhat  sausage  shape  and  usually  a  less 
denseness  of  substance.  A  tubo-ovarian  abscess  presents  in  a 
larger  mass  and  usually  irregular  in  outline  and  more  or  less 
adherent.  An  ectopic  pregnancy  is  differentiated  from  inflam- 
matory condition  by  the  history  of  the  case  and  by  absence  of 
tenderness  on  pressure.  An  engorged  or  prolapsed  sigmoid 
flexure  is  differentiated  by  outlining  the  rectum  at  some  point  in 
its  course  and  rotating  the  finger  over  it  from  side  to  side,  follow- 
ing it  up,  and  determining  its  continuity  with  the  suspected  mass. 
Its  contents  can  also  be  compressed  and  indented  with  the  finger. 

Undoubtedly  the  left  side  of  the  pelvis  can  be  explored  more 
thoroughly  with  the  finger  of  the  left  hand,  and  the  right  sSei 
of  the  pelvis  with  the  finger  of  the  right  hand,  than  by  the  same 
finger  for  both  sides.  In  difficult  cases  it  is  my  custom  to  do  this. 
Ordinarily,  however,  I  use  the  finger  of  the  left  hand  for  both 
sides,  and  find  that  I  can  determine  the  conditions  with  sufficient 
accuracy. 

No  effort  has  been  made  in  this  article  to  mention  all  the  con- 
ditions that  may  possibly  present  in  a  case  for  examination,  the 
effort  having  been  to  take  the  most  common  conditions  and  use 
them  to  illustrate  the  method.  Its  application  will  become  a  routine 
custom  by  practice  and  experience,  and  the  details  of  the  method 
that  have  been  insisted  upon  will  insure  definiteness  and  accuracy. 
616  Madison  Avenue. 
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In  gynecologic  as  in  most  other  lines  of  medical  teaching,  text- 
book and  lecture  must  be  supplemented  by  demonstration  and 
practice.  The  former  are  essential  to  a  comprehensive  and  syste- 
matic conception  of  facts  and  principles,  the  latter  to  a  working 
knowledge  of  them. 
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It  is  best,  so  far  as  possible,  that  both  plans  of  instruction  be 
carried  on  in  parallel  courses.  It  is  a  distinct  gain  for  the  student 
if  text-book  and  viva  voce  teaching  can  constantly  be  elucidated 
and  enforced  by  objective  illustration.  Facts  and  methods  are 
more  easily  learned  and  more  firmly  fixed  in  mind  by  observation. 
The  pursuit  of  knowledge  is  no  longer  drudgery  when  the  teach- 
ing is  by  object  lessons. 

The  Lecture. — The  cramming  process  of  the  medical  lecture, 
to  the  exclusion  of  other  methods,  has  long  since  passed.  Yet  the 
didactic  lecture  has  its  uses.  It  may  be  made  especially  helpful  to 
the  beginner,  who  too  often,  from  lack  of  mental  training,  is  i!1 
able  to  analyze  his  subject  for  himself,  and  to  whom  the  text-book 
presents  little  more  than  a  confused  mass  of  facts.  Salient  points 
are  emphasized,  and  a  broad  and  a  well-ordered  grasp  of  the  sub- 
ject is  more  readily  assured  than  by  dependence  on  books  aloru-. 
Yet  lecture  and  text-book  must  go  hand  in  hand.  The  lecturer  is 
fortunate  who  can  place  in  the  hands  of  his  class  his  own  lectures 
in  book  form,  or  at  least  an  epitome  of  them.  When  this  is  not 
possible,  a  well-arranged  abstract  of  each  lecture,  with  proper 
subordination  of  topics,  and  written  upon  the  blackboard,  or  a 
wall  chart,  is  a  material  help.  With  such  aids  the  student  not 
only  more  easily  masters  the  subject,  but  he  gets  methodical  habits 
of  thinking  and  working,  and  learns  how  to  grapple  with  new 
questions. 

The  teaching  value  of  the  lecture  is  very  greatly  enhanced  by 
demonstrative  methods.  Drawings,  photographs,  charts,  models, 
gelatin  mounts  of  normal  and  of  pathologic  material,  and  especially 
demonstrations  with  the  aid  of  phantoms,  and,  when  possible,  with 
clinical  material,  are  extremely  useful  for  supplementing,  eluci- 
dating, and  indelibly  fixing  what  is  taught.  They  help  immensely 
in  fastening  the  attention  of  the  listener. 

Objective  illustration  is  invaluable,  not  only  as  an  easier  road  to 
knowledge,  but  because  it  imparts  the  kind  of  knowledge  the 
gynecic  surgeon  most  needs  to  know.  It  familiarizes  him  with 
the  actual  facts  of  practice. 

Good  copies  of  line  drawings  and  of  half  tones  are  to  be  had  at 
small  cost  by  photographic  enlargement.  Picture  clippings  from 
books  and  journals,  mounted  on  cards  by  a  photographer,  make 
useful  illustrations  for  circulation  through  the  class.  Ample  ma- 
terial for  the  purpose  is  afforded  by  such  works  as  those  of 
Doderlein  and  Kronig.  Kelly,  and  others. 
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The  Quiz. — The  student's  pabulum  needs  not  only  to  be  well 
prepared  and  properly  served;  it  must  be  digested.  To  do  this 
is  preeminently  the  work  of  the  quiz.  A  well-directed  quiz  stimu- 
lates to  think,  to  reason ;  it  helps  the  student  to  assimilate  what  he 
has  learned.  Even  more — part  of  the  pupil's  knowledge  he  may 
be  taught  to  build  for  himself  out  of  the  material  he  already  has. 

An  expert  quiz  master  keeps  attention  alert;  class  as  well  as 
teacher  are  kept  at  work.  One  man's  question  is  every  man's 
question,  and  all  work  together. 

Practical  Training. — The  most  important  advance  in  modern 
educational  methods  lies  in  the  greater  attention  paid  to  clinical 
teaching.  In  none  of  the  arts  is  experience  more  essential  to  suc- 
cess than  in  medicine,  and  especially  is  this  true  in  gynecology.  A 
man  may  be  learned  in  the  science,  yet  from  lack  of  practical 
training  may  fail  in  the  art. 

Diagnosis. — In  my  own  work,  advanced  students  in  sections  of 
four  are  drilled  in  the  diagnostics  of  gynecology  by  actual  practice 
in  the  dispensary.  Two  clinics  are  conducted  daily  in  adjoining 
rooms.  Each  room  is  provided  with  an  examining  table,  a  cabinet 
of  instruments,  a  sterilizer,  and  other  requirements  for  the  work. 
The  first  step  in  the  clinical  course  is  history-taking.  One  stu- 
dent in  each  clinic  fills  out  the  case  records ;  the  other  learns  diag- 
nostic methods.  Before  completing  the  practical  course,  he  con- 
ducts examinations  for  himself,  his  findings  being  discussed  and 
revised  by  the  adjunct  gynecologist  on  duty.  An  additional  and 
more  elaborate  practical  course  in  diagnosis  is  carried  out  by  the 
chief  of  clinic  following,  so  far  as  possible,  a  prearranged  order 
of  topics. 

This  part  of  the  teaching  is  still  further  supplemented  in  the 
operating  theater.  At  operation,  demonstrable  conditions  are  con- 
stantly utilized  for  the  instruction  of  the  class.  In  suitable  cases 
a  small  section  of  advanced  students,  after  preparing  their  hands 
and  putting  on  operating  gowns,  make  digital  examinations.  A 
good  number  of  the  class  show  a  gratifying  degree  of  diagnostic 
ability  by  the  time  they  have  completed  the  curriculum. 

Operations  on  the  Cadaver. — Formerly  a  certain  amount  of 
plastic  surgery  was  done  by  the  student  with  the  aid  of  phantoms, 
some  made  of  canton  flannel,  others  of  glue  jelly.  This,  for  the 
most  part,  has  been  replaced  by  a  course  in  operative  gynecology 
upon  the  cadaver,  which  includes  the  principal  gynecologic  opera- 
tions upon  the  pelvic  viscera  and  also  the  incisive  operations  of 
obstetric  surgery. 
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Surgical  Clinics. — In  the  operating  theater  of  the  hospital  the 
essential  steps  of  operations  are  demonstrated  and  technical 
methods  explained  and  illustrated.  Small  sections  of  the  grad- 
uating class,  with  the  necessary  precautions,  are  admitted  to  the 
arena,  where  the  details  of  the  work  may  be  closely  followed. 
Another  section  watch  the  administration  of  the  anesthetic  under 
the  instruction  of  the  lecturer  on  anesthesia. 

Students  also  visit  the  wards  at  stated  times  and  observe  the 
after  course  and  treatment  of  patients  whose  operations  they  have 
■witnessed.  They  are  enabled  to  make  complete  records  of  case;; 
which  they  have  studied  in  the  dispensary  service,  have  followed 
to  the  operating  room  and  watched  throughout  their  convalescence. 

In  addition  to  this,  sections  of  the  fourth-year  class  may  be  re- 
ceived into  the  hospital  to  serve  as  assistant  internes,  each  for  a 
term  of  a  few  weeks. 

Casts  for  Teaching  Purposes. — Models  for  demonstrating  nu- 
merous physiologic  and  pathologic  conditions  are  often  more 
instructive  than  wall  charts  or  lantern  projections.  Illustrations 
in  three  dimensions  have  a  greater  teaching  value  than  in  two. 
Little  or  no  skill  is  required  in  making  them,  while  good  drawings, 
or  color  sketches  necessitate  the  employment  of  a  trained  artist, 
and  are  costly.  They  have  the  advantage,  too.  of  accuracy,  which 
is  frequently  lacking  in  the  work  of  the  most  expert  draughtsmen. 
With  a  little  expenditure  of  pains  in  coloring,  when  needed,  the 
cast  affords  a  close  counterfeit  of  the  natural  object. 

Subjects  to  which  this  method  is  more  especially  adapted  are  the 
pelvic  organs  and  their  relations,  in  health  and  disease.  Cast* 
may  be  had  from  the  living  subject  from  the  anatomical  laboratory , 
from  organs  removed  at  operation  or  from  post-mortem  specimens. 
The  method  is  capable  of  wide  application  and  of  supplying  a 
large  amount  of  useful  teaching  material. 

MATERIAL    FOR    CASTS. 

Plastcr-of -Paris. — Convenient  for  general  use  is  plaster-of- 
Paris.  A  finely  ground  quality,  like  that  used  by  dentists,  is  bc-t. 
and,  if  not  perfectly  dry,  should  be  made  so  by  reheating  in  ar. 
oven.  Plaster  is  especially  suited  for  making  moulds.  For  casts 
it  has  the  disadvantage  of  being  heavy  and  likely  to  chip,  but  the 
latter  defect  may  be  obviated  in  great  measure  by  mixing  the 
dry  plaster  with  a  very  thin  glue  or  by  soaking  the  cast  in  the 
same.  Painting  with  several  coats  of  a  saturated  solution  of 
alum  serves  the  same  purpose. 
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Paraffine  Wax  is  an  excellent  material  for  moulds  and  casts. 
It  is  melted  by  heating,  and  is  painted  on  the  object  in  successive 
coats,  till  the  mass  is  sufficiently  thick  to  bear  handling  without 
fracture.  Softer  grades  liquefy  at  a  temperature  not  too  high  for 
use  on  the  living  subject.  The  most  minute  details  are  copied. 
Too  soft  a  wax  cannot  be  trusted  to  retain  its  shape  in  summer 
temperatures. 

The  Modeling  Composition  used  by  dentists  serves  well  for 
moulds  of  moderately  firm  objects  when  minute  surface  details 
are  not  essential.  The  material  becomes  plastic  by  dipping  in 
very  hot  water.  Pressed  firmly  upon  the  object  that  is  to  be 
copied,  it  forms  a  thin  matrix,  from  which  casts  may  be  taken  in 
plaster,  wax,  or  glue-jelly. 

Glue  or  Gelatin  and  Glycerine.— -Useful  for  many  purposes  is 
the  glue  or  gelatin  and  glycerine  mixture,  known  in  Edinburgh 
as  cathcartine.*  This  is  practically  identical  with  the  glycerine 
jelly  of  the  microscopists.  Equal  parts  by  weight  of  commercial 
glue  or  gelatin  and  glycerine  are  provided.  The  glue  is  immersed 
over  night  in  water.  The  water  is  then  poured  off  and  the  glue 
dried  till  barely  pliable.  It  is  liquefied  by  gentle  heat  over  a 
water  bath  and  the  glycerine  is  added.t  This  is  especially  suited 
for  making  moulds  of  objects  on  which  it  can  be  allowed  to  stand 
for  several  hours.  This  length  of  time  is  required  for  setting  to  a 
firmness  sufficient  for  removal  from  the  object.  The  consistence 
of  the  resulting  cast  or  mould  may  be  varied  to  suit  different  pur- 
poses by  varying  the  proportions  of  glycerine.  It  will  necessarih 
grow  harder  with  age  until  the  water  has  all  evaporated.  Thh 
material,  being  flexible,  can  be  pulled  off  from  objects  having 
undercut  or  overhanging  parts. 

The  jelly  softens  when  wet,  but  this  defect  may  be  obviated  b\ 
chromating  or  formalinizing.  About  2  per  cent,  of  bichromate 
of  potassium  or  V2  to  1  per  cent,  of  formalin  is  added  to  the 
liquefied  glue.  The  mixture  must  then  be  protected  from  the  light 
till  the  cast  is  made.  On  exposure  to  sunlight  a  surface  laver 
of  the  cast  is  rendered  insoluble. 

Paper  or  Papier  Maehe.-Dr.  J.  C.  Webster  has  used  a  methc-d 
for  making  paper  or  papier  mache  casts,  which  was  worked  out 
by  C.  W.  Cathcart  of  Edinburgh.*  The  surface  detail  in  these 
casts  is  not  quite  so  minute  as  that  to  be  had  with  plaster,  par- 

*Surgical  Handbook,  Caird  &  Cathcart,  Edinburgh 

Journal  of  Pathology  and  Bacteriology,  Edinburgh,  October,    1902. 
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affine  wax,  or  glycerine  jelly,  but  is  sufficiently  so  for  all  ordinary 
purposes,  and  the  material  has  the  advantage  of  being  light  and 
not  easily  broken. 

Cathcart  recommends  a  blotting  paper  manufactured  from 
wood  pulp  by  the  Messrs.  Robinson  of  Liverpool,  England,  and 
sold  under  the  trade  name  "Robosal."  Other  blotting  paper 
could  no  doubt  be  found  that  would  answer  the  purpose  equally 
well. 

TECHNIQUE   OF   PLASTER   CASTING. 

For  inanimate  objects  and  all  others  on  which  the  plaster  can 
be  allowed  to  stand  for  a  half  hour  or  more  before  removal,  the 
consistence  of  the  mixture  as  first  prepared  should  be  that  of 
moderately  thin  cream.  Details  are  more  minutely  copied  with 
thin  than  with  thick  mixtures.  On  the  other  hand,  when  time  is 
an  object,  rapid  hardening  may  be  promoted  by  using  a  larger 
proportion  of  the  dry  plaster.  The  addition  of  a  little  common 
salt  or  the  use  of  warm  water  still  further  hastens  the  process  of 
setting  when  rapidity  is  essential. 

Making  the  Mould. — For  slow  work,  equal  parts  by  weight  of 
water  and  plaster  are  used.  The  dry  plaster  is  sprinkled,  little  at 
a  time,  upon  the  surface  of  the  water,  and  more  added  as  fast  as 
it  sinks.  Finally  the  mixture  is  stirred  thoroughly  to  a  uniform 
consistence.  With  the  foregoing  proportions,  nearly  ten  minutes 
are  required  before  it  begins  to  thicken.  Thicker  plaster  setj 
more  rapidly.  The  surface  over  which  the  plaster  is  to  be  applied 
must  first  be  oiled  to  prevent  adhesion  to  the  mould.  Care  should 
be  taken  that  the  coat  of  oil  be  not  so  thick  as  to  obscure  details. 
As  the  plaster  begins  to  thicken,  and  while  still  thin  enough  to  flow 
freely,  it  is  poured  over  the  surface  to  be  copied.  The  plaster  is 
manipulated  through  an  overlying  sheet  of  paper  or  a  towel,  to 
keep  it  in  place  till  it  sets,  or  the  field  may  first  be  walled  in  with 
plaster  or  with  modeling  claw  The  mould  is  removed  when  suf- 
ficiently firm.  If  piece  moulding  is  necessary  the  mould  is  divided 
into  the  required  segments  by  means  of  threads,  which  are  first 
laid  on  the  object  in  the  proposed  planes  of  section.  The  mould 
is  cut  into  two  or  more  pieces  by  lifting  the  threads  through  the 
plaster  when  half  set. 

Making  the  Cast. — The  surface  of  the  mould,  after  drying  for 
twelve  or  twenty-four  hours,  is  painted  with  thin  shellac  or  the 
"Tmneri.il  Varnish"  of  the  dentists.  Just  before  applying  the. 
plaster   the   mould    is   oiled    to   prevent   adhesion.      Paraffin   oil 


jewett:  teaching  methods  in  gynecology.  jjj 

answers  well.  The  oil  must  not  be  applied  too  freely,  lest  details 
be  obscured.  The  wet  plaster  is  now  poured  over  the  mould.  To 
eliminate  air-bubbles,  the  first  layer  may  be  stirred  gently  with  a 
small,  soft  brush,  and  the  mould  rocked  from  side  to  side  as  the 
plaster  is  poured  on. 

In  plaster  casting  the  mould,  as  a  rule,  must  be  destroyed  in 
removing  it  from  the  cast.  It  is  chipped  off  in  pieces.  If  it  is 
desired  to  save  the  mould,  the  cast  may  be  made  with  glycerine 
jelly  or  by  the  papier  mache  process  detailed  below. 

A  flesh-like  appearance  may  be  imparted  to  plaster  casts  by 
coloring  to  the  required  tint  with  a  solution  of  carmine  in  liquid 
ammonia  and  water  or  other  suitable  coloring  matter,  and  finally 
coating  the  cast  with  two  or  three  layers  of  melted  paraffine  wax. 

A  large  part  of  the  work  in  making  the  cast  from  the  matrix 
is  best  left  to  workmen  trained  to  the  business.  The  process  is  so 
simple,  however,  that  it  may  be  carried  out  by  an  office-boy. 
When  several  duplicates  are  required  permanent  moulds  may  be 
made  of  plaster  or  metal,  from  which  any  number  of  casts  can 
be  produced  at  will. 

glycerin  jelly  casting. 

The  material  is  melted  by  gentle  heat  in  a  water  bath  and 
poured  into  the  mould.  Care  is  required  to  eliminate  air-bubbles. 
The  cast  becomes  sufficiently  firm  for  removal  within  twenty  or 
forty-eight  hours. 

papier  mache  casts. 

Blotting  paper  of  aboutthe  thickness  of  writing  paper  is  selected 
and  of  any  suitable  color.  The  interior  of  the  mould  is  smeared 
with  oil  to  prevent  sticking.  A  piece  of  the  paper  is  laid  on  a 
fiat  plate  and  is  saturated  with  flour-paste  applied  over  both  sides 
with  a  brush.  Scraps  are  torn  from  the  wet  paper  to  leave  the 
edges  thin  and  frayed.  Should  fine  details  be  required,  the  paper 
is  torn  into  thin  films.  The  paper  is  then  laid  upon  the  mould, 
and  is  pressed  firmly  into  the  irregularities  of  the  surface  with  the 
fingers  or  with  a  stiff  brush.  Overlapping  this,  another  piece  is 
applied  in  like  manner,  and  so  on  till  the  surface  of  the  mould 
is  covered.  The  first  layer  is  reinforced  by  others  to  the  required 
thickness.  For  large  casts  a  backing  of  manila  paper  or  muslin 
is  required. 

The  edges  of  the  mould  are  left  unoiled  to  insure  adhesion  of 
the  cast  at  the  edges.    This  holds  the  cast  in  shape  while  drying. 
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When  dry  the  cast  is  cut  from  the  mould  at  the  margins  and  pulled 
out.     The  inside  of  the  hollow  cast  is  varnished,  the  edges  are 
trimmed,  and  the  outside  coated  with  thin  size.     Coloring,  if  re- 
quired, is  best  done  with  oil  paint. 
330  Clinton  Avenue. 


TEACHING  BY  CHARTS,  AND  MODELS,  AND  MODEL 

ING.* 


BY 

ROBT.  L.  DICKINSON,  M.D., 
Brooklyn,  N.  Y. 


(With  three  illustrations  and  one  plate.) 


WALL  CHARTS'.    METHODS  OF  MAKING  THEM. 

One  selects,  in  the  literature,  the  most  nearly  satisfactory  pic- 
ture. If  it  is  simple  or  diagrammatic  this  original  may  be  lightly 
ruled  in  one-quarter  or  one-half  inch  squares.  The  chart  paper 
is  ruled  with  squares  larger  than  these  in  proportion  as  the  chait 
is  desired  larger.  Then  the  lines  of  the  enkrged  diagram  arc 
drawn  with  an  airbrush  and  India  ink,  or  with  the  slender  brush 
made  for  line  work,  or  with  charcoal,  and  sprayed  with  fixative 

For  most  charts  I  find  the  best  method  to  be  enlargement  by 
''solar  printing"  with  or  without  a  subsequent  wash  of  transparent 
water  color.  Any  maker  of  so-called  crayon  portraits  will  tell 
who  makes  for  him  those  cheap  enlargements  which  he  simply 
fortifies  with  crayon  touches.  Other  enlargements,  such  as  those 
by  bromide  process,  are  expensive.  This  "solar  printing"  costs  as 
follows : 

Enlargement  24  inches  square.  . $0.75 

Enlargement  36  inches  square 2.25 

Enlargement  36x48  inches 2.50 

The  paper  commonly  used  is  excellent  (Steinbach  paper). 

All  charts  should  be  backed  with  gauze  or  linen,  and  this  is  best 
done  by  the  solar  printer,  or  backed  paper  can  be  bought.  (Uni- 
versal paper  No.  100,  36  inches  wide,  is  70  cents  a  yard). 

Washes  of  transparent  color,  thin  but  clear,  are  readily  applied 
to  differentiate  still  further  muscle,  bone  and  artery.     Corrections 

*Read  before  the  New  York  Obstetrical  Society,  October  8,  1907. 
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or  alterations  are  made  with  opaque  color — that  is,  Chinese  white 
(from  the  jar  or  bottle,  not  from  pans)  is  added  to  the  colors. 

Enlargement  by  squares  or  by  washes  of  color  over  a  solar 
print  can  be  done  by  one  who  has  little  experience  as  a  draughts- 
man, but  corrections,  if  extensive,  require  skill  with  the  brush. 
The  pantagraph  does  not  enlarge  more  than  three  diameters  suc- 
cessfully. 


Notched 
Rod 


Chart  box.  A  corner  has  been  removed  to  show  the  charts,  fastened  to 
slats,  hanging  in  place.  The  eye  sees  every  label  on  the  upper  edges 
of  the  slats.  Any  one  can  be  removed  or  examined  without  disturb- 
ing any  other. 


As  an  aid  in  teaching,  the  writer  prefers  the  chart  to  the  lantern 
slide,  after  experience  with  both.  For  a  set  lecture,  where  com- 
parisons of  different  pictures  need  not  be  made,  the  lantern  slide 
is  more  convenient.  But  where  a  series  of  changes,  or  the  steps 
of  an  operation  are  to  be  demonstrated,  or  for  continued  exposure, 
as  in  anatomy — that  is,  in  all  cases  where  a  reference  back  to  pre- 
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vious  illustrations  is  desired,  the  chart  is  in  place.  In  the  recita- 
tion room  there  can  be  no  comparison.  The  demonstration- 
lecture,  and  the  recitation-lecture,  freely  illustrated  with  models 
and  charts,  keeps  classes  alert  and  interested,  and  any  method  of 
rendering  the  accessories  easy  to  handle  is  worthy  of  study. 

HOW  TO  STORE   WALL  CHARTS. 

Charts  kept  in  drawers  or  on  shelves  cannot  long  be  handled 
without  tearing  and  fraying.  Defacement  by  rubbing  one  over 
the  other  is  inevitable.  Selection  is  difficult.  Although  the  best 
art  dealers  lay  large  etchings  in  inch-deep  drawers,  two  or  three 
in  each,  yet  the  under  picture  is  never  accessible,  and  the  con- 
struction eats  up  money  and  wall  space.  Harvard  uses  it  for 
anatomical  charts. 

Portfolios  are  shabby  makeshifts,  unsuited  to  large  charts.  The 
edges  of  the  charts  suffer,  and  where  sizes  vary,  selection  of  the 
desired  picture  is  not  expeditious. 

Mounting  on  wood  veneer  or  cardboard  enormously  increases 
weight.  It  restricts  the  size  of  charts  as  well  as  ease  of  trans- 
portation. No  backing  has  been  devised  that  will  not  warp  in 
the  large  sizes.  I  stated  my  difficulties  at  one  of  the  largest 
factories  of  cardboards.  Skilled  workmen  mounted  some  charts, 
and  papered  the  back  of  the  mounts  to  try  to  prevent  twisting; 
and  yet  curling  occurred,  as  a  member  of  the  firm  had  predicted. 
Professors  A.  L.  Ranney  ana  B.  C.  Hirst  use  a  uniform  size  of 
mount  of  wood  veneer,  and  keep  the  charts,  standing  on  edge,  in 
boxes,  to  be  turned  over  like  cards  in  a  card  catalogue  when 
searching  for  a  given  picture.  But  they  are  limited  to  two  feet  by 
three,  and  this  seems  to  be  insufficient  and  inelastic.  To  carry  a 
number  of  these  mounted  charts  about  the  building  or  to  some 
outside  lecture  room  is  to  transport  useless  bulk  and  weight.  Dr. 
I  first  slips  his  mounted  pictures  into  plain  wooden  frames  in  the 
lecture  room.    The  effect  is  very  good  indeed. 

Wall  rollers,  useful  for  a  small  number  of  large  school  map., 
are  not  suited  to  our  purposes. 

Charts  Hung  on  Top-slats  Across  Cleats. — The  charts  may  b-. 
of  any  dimensions  within  the  limits  chosen,  but  should  be  backeJ 
with  linen  or  gauze.  Each  chart  is  tacked  to  a  wooden  strip  along 
its  upper  edge.  These  strips  are  all  of  the  same  length,  and  the 
chart  may  not  be  wider  than  the  maximum  width  selected — say 
three  feet.    The  thin  bar  that  is  found  in  the  lower  edge  of  every 
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window  shade  makes  a  suitable  support,  is  cheap,  and  has  a  flat 
edge  for  labeling.  When  the  drawings  are  not  in  use  the  project- 
ing ends  of  the  bars  rest  on  horizontal  cleats  right  and  left.  These 
side  supports  may  be  brackets,  projecting  two  feet  or  less  from 
any  wall,  and  placed  four  feet  above  the  floor,  or  the  brackets 
may  be  made  fast  on  the  rear  wall  of  any  closet ;  or  they  may  be 


Example  of  glue  mold  flexible  as  india-rubber,  which  demonstrates  a  pri- 
mary perineal  tear,  and  is  sutured  as  the  living  tissues  are. 

cleats  inside  the  top  edge  of  a  big  box.  I  find  three  feet  by  four 
to  be  as  large  a  chart  as  is  ever  needed.  A  box  two  feet  from 
front  to  back  works  well,  2x3x4  being  the  inside  measure.  A 
notch  in  the  slot  at  each  end,  with  a  corresponding  bead  on  the 
upper  edge  of  the  cleat  or  bracket,  prevents  the  slots  from  derail- 
ing— although  this  precaution  is  hardly  necessary. 

Labeling. — On  the  upper  edge  of  the  wooden  strip  the  title  ot 
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the  chart  is  printed  or  written,  in  due  order :  department,  subdivi- 
sion and  subject ;  thus — 

OBST.   ANAT.   PELVIC    FLOOR,   SAG.    SECTION. 
OBST.  PUERPERIUM.       BREAST  BANDAGE.       MURPHY. 

Thus  it  will  be  seen  that  with  all  the  titles  under  one's  eve,  self- 
catalogued,  and  with  each  chart  independent  of  any  other,  selec- 
tion, removal,  replacement  or  rearrangement  is  utterly  simple. 


Fig  3. — Example  of  the  value  of  lines  or  washes  of  color  on  diagram  or 
chart.  The  distended  muscles  of  the  pelvic  floor  at  the  crowning  of 
the  head,  and  the  lines  of  rupture  which  are  near  median.  One  with 
color,  one  without.    Compare  with  plate. 

TEACHING   BY    CASTS,    MODELING   CLAY    AND   GLUE    MOLDS. 

It  is  not  too  much  to  say  that  the  gross  anatomy  of  the  genitals 
cannot  be  taught  in  two  dimensions.  In  the  dissecting  room  the 
female  pelvic  floor  is  in  poor  condition  for  study  or  operation. 
The  difficulties  in  securing  clinical  opportunities  in  three  dimen- 
sions in  this  country  must  always  be  great,  the  time  limited,  and 
the  inspection  cursory.     Rut  the  topography  of  the  vulva,  and  the 
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Dickinson. — Examples  of  the  value  of  lines  or  washes  of  color  on  dia- 
gram or  chart.  The  upper  diagram  shows  the  lines  of  the  corseted  and 
uncorseted  figure;  the  lower  the  distended  muscles  of  the  pelvic  floor  at 
the  crowning  of  the  head  and  the  lines  of  rupture,  which  are  never 
median.     Compare   with    Fig.   ,3. 


DICKINSON  :  TEACHING  BY  CHARTS.  783 

mass  relations  of  the  intrapelvic  organs  can  be  taught  clearly  and 
inexpensively  by  means  of  plaster  casts  and  models,  and  by  model- 
ing. For  instance,  I  find  that  the  nurse  in  the  first  year  of  hex 
training  who  has  spent  an  hour  in  copying,  in  plastilina,  a  cast  of 
the  vulva,  and  has  studied,  in  the  light  of  this  handiwork,  a  few 
other  models,  knoivs  the  relations  of  parts.  She  finds  the  clitoris, 
exposes  the  vestibule  and  searches  the  first  fold  half  to  three- 
quarters  of  an  inch  backward  from  the  clitoris.  In  douching  a 
virgin  she  does  not  poke  into  the  fossa  navicularis  or,  once  inside 
the  hymen,  prod  the  anterior  vaginal  wall.  She  has  learned  the 
lines  of  direction,  urethral,  vaginal,  anal,  from  her  errors  on  the 
clay,  not  on  the  living  patient.  The  first  elastic  mold  which  I 
pass  around  a  new  class,  asking  each  to  insert  a  two-inch  pin  where 
the  catheter  should  enter,  comes  back  looking  like  a  porcupine. 
But  after  each  nurse  has  worked  on  her  own  box  of  material  her 
knowledge  is  at  her  deft  fingers'  ends. 

Whether  the  medical  course  can  equitably  allcr  the  time  to  the 
anatomist  which  he  needs  in  order  that  the  student  shall  model 
the  bones  is  a  matter  in  dispute,  and  it  does  not  seem  to  the  writer 
that  the  laborious  modeling  of  the  brain  is  essential  and  practical 
in  these  crowded  days.  But  the  small  areas  of  daily  clinical 
importance  in  practice,  such  as  the  nasal  cavities,  the  pharynx, 
the  auditory  canal,  and  the  genital  canal  would  seem  to  have  a 
just  claim  to  the  very  moderate  time  required.  To  copy  a  mode! 
of  the  vulva,  and  of  the  normal  and  the  torn  cervix,  to  lay  the 
plain  ring  or  Smith  pessary  under  a  moulded  uterus  in  the  halved 
vagina,  to  go  through  the  motions  of  reposition  of  a  retroverted 
dummy  uterus  on  the  obstetric  manikin — this  is  to  teach  gyne- 
cology by  proper  object  lessions.  The  outfit  is  not  costly.  The 
hard  reddish  variety  of  plastilina  should  be  used.  It  seems  to  be 
a  mixture  of  clay  and  tallow  and  glycerine  and  coloring  matter. 
It  costs  35  cents  a  pound.  One  double-ended  wooden  modeling 
tool  at  20  to  30  cents  does  well  enough.  The  warmth  of  the  hand 
softens  the  wax-like  material  so  that  preparation  is  much  simpler 
than  in  the  case  of  ordinary  modeling  clay,  and  verv  much  more 
cleanly.  As  it  does  not  need  to  be  kept  damp  like  clay,  work  can 
be  dropped  or  picked  up  at  any  time  without  fear  of  cracking  or 
spoiling.  The  finished  model  may  be  preserved  by  the  student  if 
he  owns  the  stuff',  or  the  material  used  over  again  any  number 
of  times. 
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MODELS. 

Many  museums  contain  wonderful  reproduced  3  in  wax  of 
various  conditions  bearing  on  the  anatomy  and  pathology  of  the 
pelvis,  as  well  as  frozen  sections,  often  in  colored  plaster.  Bern 
Hart  passes  around  colored  gelatin  reproductions  of  slabs  of  sec- 
tions of  he  pelvis  made  of  cathcartine.  These  are  all  of  great 
utiT'.y.  ^ut  it  seems  to  the  writer  that  Clarence  Webster's 
p">  L-tchy  colored  plaster  casts  of  the  every-day  vulva  and  cervix, 
and  the  common  defects  and  injuries,  and  of  the  steps  of  the 
operations  for  their  repair,  could  well  be  reproduced  for  a  few 
cents  like  the  medallions  the  Italian  sells  upon  the  streets,  and 
that  these  should  be  sold  to  students,  or  at  least  lent  to  them,  as 
the  bone  library  collections  are,  for  study  in  three  dimensions. 
If  I  taught  didactic  gynecology  this  should  be  one  of  my  first 
labors. 

GLUE   MOLDS. 

Striking  success  in  teaching  suture  of  primary  perineal  injuries 
on  casts  of  the  pelvic  floor,  these  being  of  the  consistency  of  India 
rubber,  demonstrate  that  gynecological  plastic  work  could  be  thus 
taught  efficiently.  The  red  material  has  any  white  powder  rubbed 
into  the  surface.  As  knife  or  scissors  make  the  denudation,  in  the; 
secondary  operation,  the  red  base  shows  up,  simulating  nature 
very  fairly.  The- material  is  the  same  used  to  make  the  cheap  little 
grotesque  faces  sold  by  street  fakirs,  which  faces  can  be  twisted 
into  many  forms.  Any  plaster  worker  can  make  this  stuff — for 
the  trade  works  constantly  with  the  glue  mold  or  matrix,  if  he  is 
told  the  one  secret  of  the  process  (for  which  I  paid  certain  good 
money),  and  that  is  to  add  a  little  brown  sugar  to  his  composi- 
tion. The  material  can  be  cast  over  again  four  to  six  times. 
168  Clinton  Street. 
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ON    TWO    CASES    OF    ABDOMINAL    SECTION    FOR 
TRAUMA  OF  THE  UTERUS. 


BY 

JOHN  BLAND  SUTTON, 

Surgeon  to  the  Middlesex  Hospital,  London,  England. 


I  was  deeply  interested  in  Charles  E.  Congdon's  valuable  con- 
tribution to  this  question  in  the  fifty-fourth  volume  of  this  ad- 
mirable journal,  and  as  two  cases  illustrating  the  grave  dangers 
which  may  arise  in  the  course  of  curetting  have  come  under  my 
notice,  it  seemed  to  me  that  an  account  of  them  would  interest 
your  readers. 

Case  I. — Perforation  of  a  non gravid  uterus  with  a  dilator;  re- 
moval of  six  feet  of  ileum.  Celiotomy;  intestinal  anastomosis; 
recovery.  A  young  married  woman  was  being  curetted  by  her 
medical  attendant,  in  order  to  relieve  painful  menstruation.  When 
the  cervical  canal  was  dilated  sufficiently  to  enable  him  to  intro- 
duce his  finger,  he  felt  a  soft  substance  in  the  cavity  of  the 
uterus.  This  he  seized  with  forceps,  and,  as  he  pulled,  the  sub- 
stance came  away  easily  until  a  large  quantity  accumulated  in  the 
vagina ;  on  pulling  hard,  one  end  came  away  and  another  portion 
was  cut  through  with  scissors,  and,  as  the  mass  fell  into  a  pail 
under  the  operating  table,  the  practitioner  discovered  to  his  horror 
that  he  had  been  withdrawing  small  intestine.  The  patient  was 
immediately  returned  to  bed.  Eight  hours  later  I  was  asked  to 
see  the  case,  and  found  the  woman  extremely  collapsed  from  hem- 
orrhage. Arrangements  were  at  once  made  for  celiotomy.  On 
opening  the  abdomen  it  was  found  full  of  blood ;  this  was  re- 
moved ;  a  perforation  about  2  cm.  in  length  in  the  left  side  of  the 
uterus,  near  its  upper  corner,  was  found  and  occluded  with  a  mat- 
tress suture.  The  abdominal  cavity  contained  neither  gas  nor 
bowel  contents ;  the  ileum,  where  it  had  been  divided  with  scis- 
sors, had  contracted  and  completely  closed  the  gut.  The  ileum 
had  been  torn  out  of  the  cecum.  I  then  carefully  sutured  the  cut 
end  of  the  ileum  into  the  cecum  at  the  ileocecal  aperture,  and 
made  the  junction  more  secure  by  stitching  over  it  a  flap  of  peri- 
toneum which  had  been  torn  from  the  ileum,  but  remained  hanging 
from  the  cecum.     There  was  a  long  piece  of  mesentery  corre- 
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spending  to  the  ileum  which  had  been  removed ;  this  was  cut  out 
and  left  a  triangular  space.  The  bloodvessels  were  secured,  and 
the  legs  of  this  isosceles  triangle,  so  to  speak,  were  brought  into 
apposition  with  silk  sutures.  A  gauze  drain  was  inserted  and  the 
abdominal  incision  closed.  The  patient,  on  her  return  to  bed, 
received  an  enema  of  normal  saline  solution  containing  an  ounce 
of  brandy.  Some  suppuration  occurred,  but  in  the  end  the  patient 
made  an  excellent  recovery. 

Case  II. — Perforation  of  the  uterus  by  dilators;  prolapse  of 
intestine  into  the  vagina;  abdominal  hysterectomy ;  recovery.  A 
married  woman,  thirty  years  of  age,  suffered  so  severely  from 
painful  menstruation  that  she  submitted  to  dilatation  of  the  cer- 
vical canal  at  the  hands  of  her  medical  attendant.  The  metal  di- 
lators at  first  passed  with  difficulty  and,  according  to  the  doctor's 
statements,  suddenly  the  womb  became  so-  relaxed  that  even  the 
biggest  dilators  passed  with  the  greatest  ease ;  but  when  the  parts 
were  examined  by  means  of  a  Sims  speculum  coils  of  intestines 
were  seen  in  the  vagina.  I  was  asked  to  see  the  patient  at  once. 
There  was  very  little  bleeding,  and,  on  introducing  my  finger  into 
the  dilated  cervix,  I  felt  the  intestines  and  a  wide  rent  through  the 
posterior  wall  of  the  cervix.  The  patient  was  very/pale,  but  did 
not  show  very  marked  signs  of  shock.  She  was  anesthetized 
again  and  the  skin  of  her  abdomen  thoroughly  washed  with  warm 
soap  and  water.  On  opening  the  abdomen  there  was  about  ten 
ounces  of  blood  in  the  pelvis  and  a  wide  tear  across  the  posterior 
wall  of  the  cervix.  I  then  performed  subtotal  hysterectomy,  but 
left  both  ovaries  and  tubes ;  carefully  washed  out  the  pelvis  with 
normal  saline  solution,  and  especially  the  coils  of  small  intestine 
occupying  the  pelvis.  The  wound  was  closed,  with  drainage  as 
a  precaution.  Some  suppuration  followed,  and  a  sinus  persisted 
for  some  weeks,  but  the  patient  made  a  satisfactory  recovery. 
47  Brook  Street,  Grosvenor  Square  W. 
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PRIMARY  SQUAMOUS-CELLED  CARCINOMA  OF  THE 
BODY  OF  THE  UTERUS.* 

WITH    THE  REPORT  OF   A   CASE. 


BY 

C.  C.  NORRIS, 
Philadelphia. 


(With  plate.) 


That  carcinoma  follows  the  type  of  epithelium  from  which  it 
arises  is  a  rule  that  holds  throughout  the  entire  realm  of  pathol- 
ogy. That  is  to  say,  an  epithelioma  invariably  has  its  origin 
from  squamous  epithelium,  while  an  adenocarcinoma  just  as  surely 
springs  from  a  glandular  type  of  epithelium. 

It  is  for  this  reason  that  primary  squamous-celled  carcinoma  oi 
the  fundus  of  the  uterus  is  such  a  rare  tumor.  The  endometrial 
cavity  above  the  external  os  is  normally  lined  with  high  ciliated, 
cylindrical  epithelium,  and  carcinoma  arising  from  it  is  almost 
invariably  of  the  glandular  type.  .  * 

The  rarity  of  squamous-celled  carcinoma  of  the  fundus  is  well 
shown  by  the  fact  that  Cullen,  at  the  time  of  the  publication  of 
his  book  on  carcinoma  of  the  uterus  was  able  to  find  but  three 
authentic  cases  of  this  condition  in  literature,  and  had  himself 
never  seen  a  case.  Since  that  time,  however,  the  tumor  has 
attracted  considerable  attention,  especially  in  Germany,  and  a 
number  of  cases  have  been  reported. 

Care  must  be  taken  in  examining  cases  of  squamous-celled  car- 
cinoma of  the  fundus  to  exclude  all  those  cases  in  which  a  con- 
tinuity from  a  cervical  cancer  can  be  demonstrated.  Thus 
Emmanuel  has  collected  nine  cases,  at  least  three  of  which  are 
doubtful.  Gebhard  in  1892  was  the  first  to  report  a  case  of  pri- 
mary squamous-celled  carcinoma  of  the  fundus.  Since  then 
undoubted  cases  have  been  reported  by  Fraischlen,  Kaufmann. 
Batchelor,  Keith  and  others. 

A  number  of  theories  as  to  the  origin  of  this  tumor  have  been 
advanced. 

*Read  before  the  Philadelphia  Obstetrical  Society,  November  7,  1907. 
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As  has  been  shown  by  the  work  of  Ruge  and  Veit  the  squamous 
epithelium  of  the  portio  vaginalis  normally  ends  at  the  external 
os ;  above  this  point  the  canal  is  lined  by  high,  ciliated  columnar 
epithelium.  We  know,  however,  that  the  meeting  point  of  these 
different  types  of  epithelium  is  not  an  absolutely  fixed  point,  but 
varies  considerably  in  different  cases,  and  it  has  been  thought  that 
a  very  high  extension  upwards  of  the  squamous  epithelium  may 
in  some  cases  account  for  an  epithelioma  of  the  fundus,  and  this 
indeed  seems  probable  in  those  cases  originating  in  the  lower  part 
of  the  body  of  the  uterus,  but  can  hardly  account  for  a  localized 
growth  occurring  at  the  fundus  surrounded  by  normal  endome- 
trium. 

Another  view  is  that  a  squamous  or  keratoid  change  takes  place 
in  the  epithelium  of  the  body  of  the  uterus,  such  metaplasia 
occurring  independently  of  a  new  growth.  In  1896,  Reis  re- 
ported a  case  of  hornifaction  of  the  entire  uterine  mucosa  and 
suggested  the  name  of  ichthyosis  uteri  for  the  condition.  The 
uterus  was  inverted  in  his  case,  and  this  probably  accounted  for 
the  change  in  the  endometrium.  Mainzer  reported  a  somewhat 
similar  condition  occurring  in  four  cases,  two  of  which  were  sus- 
picious of  a  malignant  change,  and  in  all  of  which  local  applica- 
tions of  formalin  to  the  uterine  mucosa  or  atmokausis  had  been 
applied. 

Hitschmann  finds  a  metaplasia  of  columnar  into  squamous  cells 
a  common  occurrence  in  adenocarcinoma  of  the  endometrium. 
This,  in  a  careful  study  of  our  series  of  twenty-eight  cases  of 
adenocarcinoma  of  the  body  of  the  uterus  at  the  Gynecological 
Laboratories  of  the  University  of  Pennsylvania,  we  have  found 
to  be  a  rare  occurrence.  A  transition  of  columnar  to  squamous 
epithelium  in  the  uterus  is  reported  by  Noble.  His  case  occurred 
in  conjunction  with  a  submucous  fibromyoma.  The  irritation 
produced  by  the  latter  tumor  may  account  for  the  metaplasia. 
A  special  feature  of  interest  in  this  case  was  that  the  metaplasia 
was  of  a  malignant  type,  and  the  fibromyoma  was  actually  invaded 
by  the  epithelioma.  Cases  of  local  substitution  of  squamous  for 
columnar  epithelium  are  not  confined  to  the  uterus,  but  have  been 
reported  in  the  mouth,  the  ureter,  the  kidney,  and  the  rectum,  but 
always  as  a  result  of  an  inflammatorv  stimulus,  although  Lockycr. 
who  examined  Batchelor's  case  of  epithelioma  of  the  fundus,  was 
inclined  to  think  that  such  a  chance  might  result  from  old  age. 

Others  have  suggested  that  this  tumor  may  be  accounted   for 
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by  the  theory  of  Durante  and  Cohnheim,  i.e.  that  cancer  may  arise 
from  an  inclusion  of  embryonal  structures.  As  the  primary  epi- 
thelium of  the  Mullerian  ducts  forms  both  the  columnar  epi- 
thelium of  the  uterus  and  the  squamous  epithelium  of  the  cervix 
and  vagina,  one  might  assume  that  such  an  embryonal  rest  of 
squamous  epithelium  might  occur.  Still  another  suggestion  is 
that  the  squamous  cells  may  not  be  true  squamous  epithelium 
but  a  degenerated  form  of  columnar  epithelium,  and  this  is  the 
view  Keith  takes  of  his  case. 

No  one  of  these  theories  satisfactorily  accounts  for  all  the  cases. 
Some  of  the  tumors  are  undoubtedly  the  result  of  a  degeneration 
of  the  columnar  epithelium ;  others  from  an  unusually  high  con- 
tinuance upwards  of  the  squamous  epithelium  of  the  portio,  while 
it  certainly  seems  probable  that  if  a  hornifaction  of  the 
uterine  mucosa  occurs  as  a  result  of  an  inflammation  or  other 
cause,  a  carcinoma  originating  at  that  point  would  be  an  epithe- 
lioma. 

The  history  of  the  case  I  have  to  report  is  as  follows :  Patho- 
logical No.  1,453;  ag"e>  47  years;  white;  nulliparous ;  home, 
U.  S.  A.  Family  history,  good ;  general  previous  history,  has 
been  an  exceptionally  healthy  woman ;  has  never  had  a  serious 
illness.  Menstrual  history  :  formally  regular;  five  days  ;  no  clots  ; 
slight  dysmenorrhea  for  a  few  days  following  the  period ;  occa- 
sionally a  slight  whitish  leucorrhea;  never  prolapse. 

Outset  of  present  illness ;  beginning  three  years  ago  for  a 
period  of  six  months,  she  menstruated  every  three  weeks,  but  not 
as  profusely  as  usual.  Then  periods  returned  to  four  weeks'  type 
until  a  long  sea  voyage  was  taken,  September,  1904,  when  men- 
struation again  occurred  every  three  weeks,  and  lasted  in  this 
way  until  the  return  from  the  voyage,  November,  1904.  After 
her  return  from  this  trip  she  had  amenorrhea  until  July,  1906. 
Then  about  every  three  weeks  she  had  a  more  or  lees  profuse 
flow,  lasting  for  a  day  or  two.  September,  1906,  she  had  a  "flood- 
ing," followed  by  a  day  or  two  of  free  bleeding  every  two  weeks, 
between  which  times  there  was  a  more  or  less  constant  "show." 
Pain  began  in  October,  sharp  and  cutting  in  character.  Diagnos- 
tic curettage  performed  in  the  middle  of  December,  or  about  five 
months  after  the  onset  of  symptoms.  At  this  time  there  was  a 
small  nodule  the  size  of  a  birdshot  in  the  posterior  vaginal  wall 
at  about  the  level  of  the  external  os.  The  uterine  cavity  was 
about  four  inches  in  depth,  and  after  dilatation  the  finger  felt  a 


79°  N0RR1S  :    CARCINOMA    OF    UTERUS. 

small,  hard  nodule  just  above  the  level  of  the  internal  os,  which 
could  not  be  removed  with  the  curette.  The  scrapings  failed  to 
show  anything  suspicious.  For  a  month  the  pain  and  flow  was 
relieved,  but  then  returned.  Examination  at  this  time  showed  the 
nodule  on  the  vaginal  wall  enlarged.  A  second  curettage  was 
performed,  and  many  sections  were  made,  and  in  one  or  two 
slides  carcinoma  was  found. 

Dr.  Clark  operated  a  few  days  later,  a  panhysterectomy  being 
performed.  The  disease  was  at  this  time  extensive,  the  actual 
cautery  was  freely  used  on  the  cut  surfaces  in  the  pelvis.  An 
unfavorable  prognosis  was  given.  Recovery  from  operation  was 
uneventful.  Pain' was  relieved  for  a  month  or  so,  and  then  re- 
turned. Trypsin  and  the  #-rays  were  thoroughly  tried,  but  pro- 
duced no  apparent  effect,  and  the  patient  died  in  April  of  ex- 
haustion, which  was  about  nine  months  after  the  onset  of  the 
first  symptoms.  I  am  indebted  to  Dr.  John  L.  Atlee  of  Lancaster, 
Pa.,  by  whom  this  case  was  referred  to  Dr.  Clark,  for  this  very 
complete  history : 

Pathological  Report. — Patholog.  No.  1453.  Operation:  Pan- 
hysterectomy ;  right  salpingo-oophorectomy ;  left  salpingectomy. 
Pathological  diagnosis  :  Squamous-celled  carcinoma  of  the  corpus 
uteri ;  normal  tubes ;  metastasis  to  ovary.  Macroscopic  descrip- 
tion :  The  specimen  consists  of  a  uterus  and  appendages — lacking 
the  left  ovary. 

Uterus. — Is  more  or  less  enlarged,  measuring  11  cm.  from  the 
tip  of  the  cervix  to  the  top  of  the  fundus.  Laterally,  it  measures 
7.5  cm.  and  5  cm.  anteroposteriorly.  The  surface  is  free  of  ad- 
hesions and.  generally  speaking,  the  organ  is  fairly  normal  in 
shape.  At  the  left  cornua  is  an  interstitial  nodule,  which  some- 
what distorts  the  organ.  The  diameter  of  thi>  nodule  is  about 
3  cm.,  and  on  the  anterior  surface  are  three  other  nodules,  the 
largest  of  which  has  a  diameter  of  .75  cm.  These  are  subperi- 
toneal ;  all  the  nodules  are  easily  distinguished  from  the  uterine 
muscle,  being  much  paler  in  hue  and  of  a  yellowish  color.  There 
are  no  nodules  on  the  posterior  surface.  On  opening  the  organ, 
the  uterine  cavity  is  8.5  cm.  in  depth  and  somewhat  distorted  bv 
the  new  growth,  which  occupies  almost  the  entire  endometrial 
cavity  above  the  internal  os.  The  place  of  the  endometrial  cavity, 
and  from  one-half  to  two-thirds  of  the  entire  thickness  of  the 
uterine  wall,  is  occupied  by  the  new  growth.  This  new  growth 
appears  to  spring  from  the  anterior  and  lateral  walls  of  the  corpus 
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uteri.  The  surface  is  smooth,  but  in  some  areas  slightly  necrotic, 
and  is  more  or  less  bathed  in  a  yellowish,  foul-smelling  discharge. 
The  surface  itself  is  lobulated,  forming  many  dome-like  elevations, 
the  largest  of  which  has  a  diameter  of  3  cm.  There  are  no  actual 
ulcers,  nor  are  there  any  of  the  rough,  shaggy  areas  covered  with 
the  finger-like  projections  so  often  seen  in  cases  of  adenocarcinoma 
of  this  portion  of  the  uterus.  A  part  of  the  posterior  wall  of  the 
uterine  cavity  shows  a  little  thickened  endometrium  and  is  appar- 
ently free  from  the  new  growth.  On  section  the  new  growth  can 
easily  be  distinguished  from  the  uterine  muscle,  and  resembles  in 
all  respects  the  nodules  already  described.  At  a  point  a  little 
above  the  internal  os  the  new  growth  closely  approaches  the  outer 
surface  of  the  uterus,  and  on  the  left  aspect  of  the  organ,  and  at 
this  level,  and  slightly  on  the  posterior  surface,  is  a  nodule  which 
penetrates  the  confines  of  the  uterus,  and  has  apparently  been  cut 
across  at  operation.  One  of  the  nodules  on  the  peritoneal  surface 
also  looks  as  if  it  might  have  been  adherent  to  the  adjoining  struc- 
tures. Considerable  perimetrial  tissue  has  been  removed  on  both 
sides  of  the  uterus.  It  is  soft  and  shows  no  evidence  of  infiltra- 
tion. A  short  vaginal  "cuff"  (3-7  mm.)  surrounds  the  cervix. 
This,  together  with  the  cervix  proper,  shows  no  gross  evidence  of 
being  involved  in  the  above  described  new  growth. 

Right  Tube. — Is  9  cm.  in  length  and  normal  in  diameter.  The 
abdominal  ostium  is  open.  The  organ  shows  no  evidence  of  any 
pathological  change. 

Right  Ovary.— Measures  1.5x75x75  cm.  Is  small  and 
atrophic,  and  is  an  organ  such  as  is  often  seen  in  women  of 
advanced  years.    It  shows  no  gross  pathological  lesion. 

Left  Tube. — Is  7  cm.  in  length,  but  otherwise  resembles  its  fel- 
low on  the  opposite  side. 

Histological  Description. — Cervix. — The  sections  show  the 
squamous  epithelium  of  the  portio  normal.  Tracing  this  towards 
the  external  os,  it  gives  place  to  high  cylindrical  epithelium  with 
which  the  entire  length  of  the  canal  is  lined.  A  few  cervical  glands 
are  present :  these  are  normal.  This  section  includes  almost  the 
entire  length  of  the  cervix. 

Section  through  entire  thickness  of  the  uterine  wall  at  the  fun- 
dus, including  one  of  the  nodules  on  the  peritoneal  surface.  The 
inner  surface  is  in  some  fields  necrotic,  but  for  the  most  part  is 
covered  by  a  thin  layer  of  muscular  tissue.  This  varies  in  thick- 
ness from  one  or  two  muscle  fibers  to  1-2  mm.     The  inner  two- 
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thirds  of  the  entire  uterine  wall  is  made  up  chiefly  of  atypical 
squamous  epithelium  arranged  in  islands  and  plugs  and  forming 
many  epithelial  pearls.  In  this  area  there  is  comparatively  little 
stroma.  Where  it  is  present  it  is  composed  of  involuntary  muscle 
tissue  and  shows  marked  inflammatory  reaction.  This  is  especially 
true  towards  the  outer  limits  of  the  new  growth.  The  new  growth 
itself  is  well  supplied  with  blood  and  seems  extremely  active.  With 
the  exception  of  one  or  two  areas  of  necrosis  on  the  surface  there 
is  no  evidence  of  degeneration.  The  peritoneal  surface  (nodule) 
shows  an  area  of  the  same  type  of  new  growth,  i.e.  squamous  epi- 
thelium. Between  this  and  the  outer  borders  of  the  primary 
growth  are  a  number  of  islands  of  squamous  epithelium,  which 
are  seen  penetrating  towards  the  peritoneal  surface.  In  some 
areas  these  are  pushing  their  way  between  the  muscle  bundles ; 
in  others  they  are  apparently  in  lymph  channels,  while  in  still  other 
fields  they  are  found  in  bloodvessels.  This  manner  of  advancing 
through  the  bloodvessels  is  unusual  in  carcinoma,  and  may  per- 
haps account  for  the  metastasis  found  in  the  ovary  and  for  the 
extensive  glandular  involvement  noted  in  this  case  at  operation. 

Tubes. — Show  no  histological  change  from  the  normal. 

Ovary. — Is  atrophic.  There  is  no  evidence  of  recently  ruptured 
follicles.  The  capsule  is  thickened  and  the  substance  of  the  organ 
is  fibrous.  Throughout  that  stroma  are  a  number  of  small  islands 
of  squamous  epithelium  of  the  same  type  as  that  found  in  the 
primary  growth.  Some  of  these  are  small,  and  consist  of  but  four 
or  five  cells,  while  others  assume  the  character  of  ordinary  epi- 
thelial pearls. 

In  this  case  there  are  a  few  points  of  especial  interest.  The 
woman  was  a  nullipara,  in  winch  class  of  patients  carcinoma  of 
the  cervix  is  extremeh  rare,  but  carcinoma  of  the  body  is  more 
common.  The  tumor  was  extremely  rapid  of  growth.  The  pa- 
tient died  nine  months  after  the  onset  of  the  first  symptoms.  This 
is  a  much  more  rapidly  fatal  termination  than  ordinarily  occurs 
in  adenocarcinoma  of  the  corporis  uteri.  Metastasis  occurred 
rather  early.  It  was  present  in  the  ovary,  and  possibly  in  the 
vagina,  and  although  the  vaginal  nodule  was  not  examined  micro- 
scopically it  seems  probable  from  the  history  that  it  was  a  meta- 
stasis, or,  more  likely,  an  implantation  growth. 

The  fact  that  there  was  no  history  of  endometritis,  and  that 
there  had  been  no  local  applications  or  treatments  to  the  uterine 
cavity,  seems  in  this  case  to  exclude  the  theory  of  an  inflamma- 
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tory  transition  of  columnar  to  squamous  epithelium.  That  the 
cervix  was  normal,  and  that  the  cervical  canal  was  lined  with 
columnar  epithelium,  throws  out  the  probability  of  a  high  exten- 
sion upwards  of  the  squamous  epithelium  of  the  portio.  That  the 
cancer  cells  at  the  invading  edges  of  the  new  growth  failed  to 
show  any  degeneration  changes,  and  that  although  sections  were 
taken  from  various  parts  of  the  tumor,  none  of  these  showed  any 
transition  from  columnar  to  squamous  epithelium,  and  that  the 
metastasis  to  the  ovary  was  of  squamous  type  seems  to  point  to 
this  case  as  one  of  true  squamous-celled  carcinoma  rather  than  a 
degeneration  of  an  adenocarcinoma.  I  am  inclined  to  the  belief 
that  in  this  case  there  had  been  a  preexisting  metaplasia  of  the 
columnar  to  squamous  epithelium,  possibly  as  a  result  of  senile 
changes,  and  that  this  case  should  be  accounted  for  on  this  ground. 
It  will  be  remembered  that  the  menopause  occurred  two  years 
before  the  onset  of  the  symptoms. 
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A  CASE  OF  DECIDUOMA  MALIGNUM. 


AP  MORGAN  VANCE,  M.  D., 
Louisville,  Ky. 


(With  four  illustrations.) 


The  rarity  of  this  form  of  malignant  disease  of  the  uterus  and 
the  diversity  of  opinions  as  to  the  nature  and  origin  of  these 
growths  make  me  wish  to  put  the  following  case  on  record. 
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Fig.   i. — Showing-  the   gross   specimen   with   a   small  cyst  on   the  left. 
The    dark    portion    shows    the    site   of   the   growth. 


On  April  14,  1907.  I  was  called  by  Dr.  John  G.  Cecil  to  see 

aRead  at  the  twentieth  annual  meeting  of  the  American  Associa- 
tion of  Obstetricians  and  Gynecologists  at  Detroit,  September  17-19. 
1007. 
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Mrs.  H.,  age  27.  The  history  up  to  two  years  before  was  neg- 
ative. Three  years  before  she  had  been  delivered  of  a  full  terra 
healthy  child ;  there  were  no  complications  beyond  a  cervical 
tear.  One  year  after  this  labor  she  miscarried  at  three  months 
without  apparent  cause.  This  was  an  incomplete  abortion  re- 
quiring a  curettage.  After  this  an  operation  was  done  to  repair 
the  uterine  neck,  preceded  by  another  curetment.  One  week  be- 
fore I  saw  her  she  miscarried  at  three  months  for  the  second  time 
without  assignable  cause.     The  fetus  was  delivered  before  Dr. 


Fig.  2. — Photomicrograph  of  a  section  under  low  power.  In  the 
left  two-thirds  are  seen  a  number  of  partially  degenerated  and 
atrophied  chorionic  villi.  The  right  third  shows  a  space  filled  with 
fibrin,  leucocytes,  and  erythrocytes,  and  in  the  lower  portion  a  few 
cells  of  Langhans'  layer. 


Cecil  arrived  and  was  removed  by  the  husband.  There  was  no 
hemorrhage  or  other  complication  except  that  no  afterbirth  came 
away.  No  interference  was  undertaken  and  no  untoward  symp- 
toms occurred  until  the  day  I  was  called  in,  six  days  after  the 
expulsion  of  the  fetus.  The  fetus  was  only  partly  developed  for 
the  period  of  gestation.  A  little  fever  and  some  odor  had  ap- 
peared, and  I  advised  a  thorough  cleaning  out  of  the  uterus. 
This  was  done  immediately  without  anesthesia,  the  patient  refus- 
ing to  be  anesthetized  because  at  the  previous  operation  there 
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had  been  some  difficulty.  The  os  was  found  very  patulous  with 
a  small  cord  protruding.  Slight  traction  brought  this  away,  a 
small  disc  of  membrane  being  attached.  A  very  thorough  cur- 
ettage was  done,  and  the  cavity  which  was  six  inches  deep  was 
repeatedly  wiped  out  with  large  gauze  pads. 

For  three  weeks  she  was  supposed  to  be  slowly  convalescing, 
a  moderate  discharge  continuing.  At  this  time  in  answer  to  a 
hurried  call  I  found  that  an  excessive  hemorrhage  had  taken 
place  while  the  patient  was  up  in  a  chair.    She  had  bled  to  almost 


Fig.  .}. —  Photomicrograph — low  power.  In  the  upper  left  quadrant 
is  seen  a  villus,  and  to  the  right  of  it  a  large  mass  of  epithelial  cells 
from  Langhans'  layer.  Just  below  the  center  is  a  blood  space,  the 
walls  of  which  are  infiltrated  by  Langhans.  Below  this  the  muscu- 
lature of  the  uterus. 


complete  exsanguination,  as  evidenced  by  the  very  feeble  pulse 
and  great  pallor.  I  immediately  tamponed  the  vagina  tightly 
with  gauze  and  the  next  day  removed  the  patient  to  an  infirmary. 
The  packing  was  removed  at  the  end  of  forty-eight  hours  in 
order  that  I  might  obtain  a  scraping  for  further  diagnosis.  Very 
active  hemorrhage  took  place  at  once,  which  was  not  controlled  by 
another  tampon,  the  patient  coming  within  the  verge  of  bleeding 
to  death  before  I  could  get  the  uterine  cavity  packed  with  gauze. 
I  obtained  a  small  piece  of  tissue   from  the  uterus   which,  upon 
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examination  by  Dr.  John  E.  Hays,  proved  my  diagnosis  of  the 
malignant  character  of  the  trouble  to  be  correct. 

During  the  next  three  days  with  careful  feeding  by  the  stomach 
and  frequent  saline  injections  by  rectum  some  general  improve- 
ment occurred,  whereupon  I  did  a  complete  hysterectomy  from 
above,  first  thoroughly  cleansing  the  vagina,  repacking  the  cavity 
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Fig.  4. — Photomicrograph  under  high  power  of  the  bipod  space 
shown  in  Plate  3.  Here  we  see  a  band  of  syncytial  tissue  dividing  the 
space  into  three  portions  and  the  left  wall  infiltrated  by  epithelial 
cells,  with  a  mass  of  same  cells  to  the  right  of  the  narrow  slit. 


of  the  uterus,  and  sewing  up  the  os.  The  patient  was  so  weak 
by  this  time  that  a  death  on  the  table  seemed  imminent,  but  the 
foul  condition  of  the  uterine  cavity  and  the  development  of  fever 
compelled  me  to  go  ahead.  Subcutaneous  injections  of  saline  so- 
lution were  liberally  used  and  the  operation  was  completed  in 
forty  minutes. 

The  convalescence  has  been  slow,  but  seems  complete  at  this 
date,  two  months  after  the  operation,  the  patient  being  up  and 


798  VANCE  :    DECIDUOMA   MALIGNUM. 

rapidly  gaining.    Dr.  Hays  made  a  thorough  investigation  of  the 
growth  and  his  report  with  four  illustrations  are  submitted  below. 

PATHOLOGIC   REPORT. 

This  growth  was  situated  on  the  anterior  wall  of  the  uterus, 
about  the  size  of  an  almond,  reddish  yellow  in  color,  and  very 
friable,  resembling  placental  tissue. 

Sections  under  the  microscope  showed  the  growth  to  be  com- 
posed of  masses  of  clotted  blood,  chorionic  villi,  and  syncytial 
tissue.  The  villi  are  much  degenerated  and  it  is  hard  to  make 
out  the  layers  of  cells, — the  Langhans  and  syncytial  layers, — 
as  they  appear  in  normal  placental  tissue.  Yet  epithelial  cells 
(Langhans)  and  undifferentiated  masses  of  protoplasm  are  found 
in  the  fibrin  and  infiltrating  the  musculature  of  the  uterus.  These 
cells  and  syncytial  masses  are  also  found  infiltrating  the  walls  of 
the  blood  channels. 

From  the  clinical  history  and  the  histologic  findings,  I  have  no 
doubt  but  that  this  growth  is  a  chorionic  epithelioma  of  the 
uterus.  Jno.  E.  Hays,  M.D. 

It  is  hardly  worth  while  for  me  at  this  date  to  enter  into  any 
extensive  discussion  of  the  subject  of  Deciduoma  Malignum. 
There  have  appeared  in  recent  years  a  number  of  excellent  arti- 
cles on  the  subject.  One  by  Frank  E.  Pierce,  B.S.,  M.D.,  in  the 
American  Journal  of  Obstetrics,  March,  1902,  is  particularly 
thorough  and  exhaustive.  Also,  there  is  a  clinical  review  of  the 
subject  by  Louis  J.  Ladinski,  A.B.,  M.D.,  in  the  April  number 
of  that  journal  of  the  same  year. 

Up  to  the  present  time  something  over  two  hundred  cases  havi 
been  put  upon  record,  the  first  notice  of  this  particular  form  of 
malignant  growth  having  been  made  as  late  as  1888  by  Sanger. 
I  feel  sure,  however,  if  the  unreported  and  unrecognized  cases 
were  included,  it  would  be  proven  much  more  frequent  than  ar 
present  it  is  supposed  to  be. 

921  Fourth  Avenue. 
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INTRAABDOMINAL    TORSION    OF    THE    OMENTUM 
WITHOUT  HERNIA.1 


BY 

R.'  E.  SKEEL,  M.D., 
Cleveland,  Ohio. 


In  1882,  Max  Oberst1  described  the  first  observed  case  of  any 
form  of  torsion  of  the  omentum.  From  that  time  down  to  the 
end  of  1904,  Corner  and  Pinches2  were  able  to  find  fifty-three 
reported  instances  of  omental  torsion,  and  their  article  undoubt- 
edly stimulated  operators  to  note  and  report  such  cases,  as  the 
literature  upon  the  subject  has  become  fairly  voluminous  since 
the  date  of  their  publication.  Torsion  of  the  omentum  has  been 
variously  classified,  but  as  the  great  majority  of  all  cases  are 
found  to  be  associated  with  hernia,  these  classifications  are  not 
pertinent  to  the  present  discussion,  excepting  as  they  apply  in 
ruling  out  certain  cases  which  have  been  reported  as  clear  in- 
stances of  intraabdominal  torsion.  For  our  present  purpose  we 
may  classify  omental  torsion  under  three  heads  : 

1.  Torsion  with  hernia,  in  which  the  omentum  is  in  the  hernial 
sac  and  there  twisted,  or  both  twisted  in  the  sac  and  also  in  the 
abdomen,  or  adherent  to  the  sac  and  rotated  above  it. 

2.  Torsion  of  the  omentum  in  the  abdomen,  hernia  also  exist- 
ing or  having  previously  existed  with  no  apparent  present  con- 
nection between  omentum  and  sac. 

3.  Pure  intraabdominal  torsion,  no  history  of  hernia  given,  and 
none  existing  at  the  time  of  observation.  The  last  class  only  is 
dealt  with  in  this  paper. 

In  1904,  Scudder3  reported  in  full  a  case  of  total  torsion  of  the 
great  omentum,  and  says  that  after  a  complete  search  of  all  the 
literature  upon  the  subject  he  is  satisfied  that  but  two  cases  of 
this  form  have  been  reported  previously.  The  next  year  Corner 
and  Pinches,  in  the  article  above  referred  to,  describe  six  reported 
cases  but  leave  out  one  which  Scudder  correctlv  accepts,  mak- 
ing seven  in  all  up  to  the  end  of  1904.  As  complete  a  search  of 
the  literature  as  possible  reveals  four  more  reported  cases  from 

*Read   at   the    twentieth    annual    meeting   of   the   American    Association 
of  Obstetricians  and  Gvnecoloerists.  held  at  Detroit,  September  17-iQ,  1907. 
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that  date  down  to  the  present  time,  and,  including  the  case  here 
reported,  brings  the  total  up  to  twelve  instances.  By  a  personal 
reference  to  all  but  one  of  the  original  articles,  I  am  satisfied  that 
the  following  cases  all  belong  to  the  class  of  pure  intraabdominal 
torsion,  no  suspicion  of  hernia  being  present. 

Case  I. — Eitels,4  male,  age  44,  miner,  sought  relief  because 
of  ascites.  He  had  been  tapped  four  weeks  previous  to  the 
operation  but  the  fluid  had  returned.  After  tapping  the  second 
time  a  tumor  could  be  made  out  in  the  median  line  of  the  abdomen 
of  a  doughy  consistency,  not  painful  to  pressure.  At  operation 
the  omentum  was  found  rolled  upward  and  inward.  It  was  un- 
rolled and  returned  to  its  normal  position,  after  which  the  patient 
recovered  and  was  well  four  years  later.  It  was  thought  that 
pressure  on  the  abdomen  by  a  box  which  the  patient  habitually 
carried  in  his  daily  labor  was  responsible  for  the  condition. 

Case  II. — Noble,5  female,  age  24,  with  a  gonorrheal  history, 
had  repeated  attacks  of  pain  in  her  stomach  with  nausea  and 
vomiting.  On  this  occasion  the  pain  was  so  severe  as  to  neces- 
sitate medical  assistance.  Her  temperature  was  a  trifle  elevated; 
a  mass  could  be  palpated  between  the  anterior  superior  iliac  spine 
and  the  umbilicus.  Diagnosis,  appendicitis.  She  refused  opera- 
tion for  six  days,  when  the  increasing  severity  of  her  symptoms 
led  her  to  consent.  Upon  opening  the  abdomen,  a  mass  two  inches 
wide  and  five  inches  long,  composed  of  a  process  of  rotated 
omentum  was  found  attached  to  the  tip  of  the  right  tube.  Here 
it  was  thought  that  the  peristaltic  movement  of  the  intestines  act- 
ing upon  the  omentum  attached  at  both  ends  was  the  principal 
etiological  factor. 

Case  III. — Baldwin,0  male,  age  47,  had  suffered  for  two  days 
from  pain  in  the  right  iliac  region,  had  nausea  but  no  vomiting. 
There  was  tenderness  over  McBurney's  point  and  rigidity  over 
the  right  rectus.  Diagnosis,  appendicitis.  At  operation  an  ob- 
literated appendix  was  found  and  a  portion  of  twisted  omentum 
the  size  of  a  fig  with  its  pedicle  rotated  eight  times  upon  itself. 
When  unrolled  this  portion  of  omentum  was  the  size  of  the  hand. 

Case  IV. — Scudder,7  male,  age  25,  shoe  shop  employee,  had 
been  ill  seven  days  with  abdominal  pain,  first  general,  later  local- 
ized on  right  side.  Vomited  the  first  day  but  not  afterward. 
Rigidity  of  abdomen  was  confined  to  the  right  side,  in  which 
a  mass  of  indefinite  outline  could  be  palpated,  occupying  the 
whole  of  the   right   iliac   fossa.      Mass   dull  to  percussion,   not 
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markedly  tender.  Diagnosis,  appendicitis.  Operation  showed  a 
twisted  omentum  rotated  several  times  upon  itself  with  throm- 
bosed veins.  Appendix  was  edematous  and  its  interior  filled  with 
mucopurulent  material.  This  case  was  presumed  to  have  arisen 
primarily  from  circulatory  disturbance  in  the  omentum  without 
adhesions  or  external  cause. 

Case  V. — Stewart,8  male,  age  35.  Four  days  before  operation 
the  patient  had  an  attack  of  severe  abdominal  pain  with  vomiting. 
Pain  and  vomiting  persisted  until  operation.  Temperature  1010, 
pulse  120.  Right  side  of  abdomen  was  rigid  and  the  point  of 
greatest  tenderness  was  just  at  the  outer  border  of  the  right 
rectus  on  a  line  with  the  umbilicus.  Bowels  were  moving  freely. 
Diagnosis,  appendicitis.  Appendix  was  removed  and  found  to 
have  three  minute  hemorrhagic  spots  under  the  mucosa,  other- 
wise normal.  Further  search  showed  right  lower  corner  of  the 
omentum  twisted  upon  itself  once  around.  The  mass  thus  formed 
was  six  inches  long  and  three  inches  wide. 

Case  VI. — Syme,9  female,  age  51.  Ten  days  before  admission 
slipped  and  fell ;  three  days  later  had  severe  abdominal  pain  and 
a  swelling  appeared.  No  vomiting,  temperature  and  pulse  both 
normal.  Examination  showed  a  rounded  tumor  from  iJ/>  inches 
below  the  costal  margin  extending  down  the  right  side  to  the 
iliac  crest  and  inward  to  the  umbilicus.  It  was  movable  and 
dull  on  percussion.  The  diagnosis  was  suppurating  omental 
hydatid.  Operation  showed  that  the  tumor  was  composed  of 
omentum  twisted  several  times  upon  itself.  It  was  thought  that 
as  the  mass  was  adherent  to  the  intestines  it  might  have  been 
rolled  up  by  peristaltic  action. 

Case  VII. — Corner  and  Pinches10  give  a  case  in  Saint  Thomas's 
Hospital  reports  which  I  have  been  unable  to  verify  but  of  whose 
accuracy  I  have  no  doubt,  after  reading  their  very  clear-cut  clas- 
sification. 

Case  VIII. — Riedel,11  female,  age  38.  A  year  previously,  dur- 
ing pregnancy,  had  a  feeling  of  pressure  in  lower  abdomen  as 
though  she  must  force  something  back.  Was  delivered  of  a  dead 
child  at  six  months.  After  getting  about  again  the  pain  was 
gone  but  the  feeling  of  weight  remained  and  became  more  marked 
until  her  present  illness,  which  began  with  headache  and  malaise 
a  few  days  after  carrying  a  heavy  load.  Bowels  moved,  no  vom- 
iting, but  pain  in  right  side  of  abdomen.  Examination  showed 
nothing  abnormal  on  the  right  side.     On  the  left  side  above  the 


802     skeel:   intraabdominal  torsion  of  the  omentum. 

pubes  a  large  swelling  was  visible.  By  vagina  the  mass  could  be 
felt  indefinitely  attached  to  the  uterus.  Pulse  and  temperature 
normal.  At  operation  a  chronically  inflamed  appendix  was  re- 
moved and  twisted  omentum  adherent  to  the  mesentery  of  small 
intestine,  the  uterus,  and  anterior  pelvic  wall.  A  small  pedicle 
twisted  in  two  places  connected  the  rotated  portion  to  the  normal 
omentum. 

Case  IX. — Riedel,11  female,  age  38.  Onset  with  vomiting  and 
no  pain.  Ten  days  later  had  first  pain,  was  tender  to  superficial 
pressure  with  palpable  resistance.  Temperature  37.5  °,  pulse 
102.  Diagnosis,  gall-bladder  adhesions.  At  operation  a  twisted 
pedicle  of  omentum  the  thickness  of  a  pencil  was  found  with  the 
distal  portion  of  omentum  the  size  of  the  hand  adhering  to  the 
liver.  Two  finger  breadths  below  the  liver  was  the  tip  of  the 
appendix,  free  but  reddened  and  inflamed.  Etiologically  he  con- 
siders that  the  tumor  formation,  with  possibility  of  rotation  on 
the  one  hand,  or  adhesion  of  the  tip  with  clumping  and  subse- 
quent rotation  of  the  remainder  of  the  omentum,  plays  the  most 
important  part. 

Case  X. — Simon,12  male,  age  26.  For  ten  days  had  frequent 
attacks  of  right-sided  pain  but  was  able  to  work.  Two  days  later 
had  complete  obstipation  with  vomiting.  Temperature  100.40, 
pulse  100,  resistance  palpable  over  iliocecal  region,  entire  right 
half  of  abdomen  dull  on  percussion.  Some  tympany,  abdomen 
not  tender.  Diagnosis,  appendicitis.  Upon  operation  a  pedicle 
as  thick  as  the  thumb  was  found  tightly  attached  to  the  colon. 
Appendix  was  adherent  and  was  removed,  but  no  evidence  of 
inflammation  in  its  interior. 

Case  XI. — Cullen,13  male,  age  47,  conductor.  One  day  after 
putting  a  drunken  passenger  off  his  train,  felt  pain  over  appen- 
dical  region.  Six  days  later  the  temperature  was  100.50,  pulse 
100,  leukocytosis  17,600,  no  mass,  no  rigidity.  Diagnosis,  appen- 
dicitis. Operation  showed  the  appendix  thick  and  adherent,  and 
only  after  its  removal  was  a  mass  discovered  composed  of  rotated 
omentum  with  a  pedicle  1  cm.  thick  attached  to  the  junction  of 
the  ascending  and  transverse  colon.  This  was  becoming  gan- 
grenous and  was  removed. 

Case  XII. — May  26,  1907,  personal,  F.  B.,  male,  age  21. 
brakeman.  For  a  year  this  patient  says  that  he  has  had  consid- 
erable digestive  disturbance,  which  he  attributed  to  improper 
food,  smoking  to  excess  and  drinking.  A  month  ago  he  suffered 
an  injury  to  one  foot  in  a  railroad  accident,  but  received  no  ab- 
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dominal  hurt.  Four  days  ago  he  was  taken  with  an  attack  of 
severe  epigastric  pain,  after  which  he  vomited  and  had  diarrhea, 
both  pain  and  diarrhea  having  persisted  until  the  present  date, 
but  there  have  been  intermissions  when  he  felt  quite  well.  One 
such  intermission  took  place  this  morning,  and  he  rode  in  from 
the  country  in  an  open  carriage,  the  ride  producing  an  immediate 
return  of  the  pain,  which  was  considerably  increased  in  severity. 
He  then  first  consulted  his  physician,  who  diagnosticated  appendi- 
citis and  advised  surgical  consultation,  remarking  that  the  case 
had  some  rather  peculiar  features.  Examination  showed  a  very 
well  developed,  muscular  young  man,  the  countenance  was 
anxious  but  not  pinched,  temperature  1010,  pulse  116,  chest  nega- 
tive, abdomen  only  a  trifle  distended  and  everywhere  a  little  rigid. 
Cutaneous  hyperesthesia  not  marked.  Most  acute  tenderness 
just  below  and  to  the  right  of  the  umbilicus.  The  entire  right 
side  of  the  abdomen  was  dull  on  percussion  and  flat  in  the  median 
line.  There  was  an  indefinite  sense  of  resistance  in  the  same  local- 
ity, but  no  distinct  mass  could  be  felt.    There  was  no  hernia. 

Notwithstanding  the  rather  unusual  features  of  the  case,  the 
diarrhea  and  the  lack  of  localized  rigidity,  a  diagnosis  of  probable 
appendicitis  was  made  and  the  patient  sent  to  the  hospital.  It 
was  felt  that  there  was  no  necessity  for  haste,  that  he  might  be  in 
the  declining  stage,  with  some  temporary  discomfort  produced  by 
his  ride;  hence  he  was  advised  that  an  operation  would  be  made 
in  the  morning  if  he  was  not  materially  better.  Next  morning 
the  temperature  was  100.40,  pulse  106,  but  he  had  passed  a 
wretched  night.  The  facial  expression  was  decidedly  worse,  the 
abdomen  being  more  distended.  McBurney's  incision  was  fol- 
lowed by  a  gush  of  a  large  quantity  of  bloody  serum.  The  base  of 
the  appendix  was  readily  found,  but,  in  endeavoring  to  trace  it  a 
large  mass  became  apparent  toward  the  median  line,  with  free 
intestine  between  it  and  the  incision. 

Not  doubting  that  the  median  mass  was  a  secondary  abscess,  a 
second  incision  was  carefully  made  over  its  center,  when  a  dark 
purple  tumor  was  exposed,  everywhere  lightly  adherent  by  its 
anterior  surface  to  the  abdominal  wall.  This  was  cautiously  freed 
and  found  to  consist  of  omental  tissue,  when  its  deeper  attach- 
ments to  the  pelvis  and  adhesions  to  the  intestines  were  broken 
up  and  the  mass  delivered  through  the  wound.  Only  after  its 
exposure  in  this  way  was  the  pedicle,  about  the  size  of  the  finger, 
brought  to  light.  This  was  attached  close  up  to  the  transverse 
colon  and  was  twisted  tightly  five  times  around  from  left  to  right. 
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Before  ligating  the  omentum  hard  up  against  the  colon,  the  tumor 
was  partially  untwisted,  but  immediately  returned  to  its  original 
shape  while  lying  in  the  wound  after  the  pedicle  was  cut,  much 
as  a  piece  of  string  or  rope  might  do  by  its  own  elasticity.  The 
median  incision  was  closed  and  the  appendix,  pointing  upward 
and  inward  and  closely  adherent,  was  removed.  There  was  con- 
siderable shock,  but  convalescence  was  perfectly  smooth,  both 
temperature  and  pulse  being  normal  on  the  third  day.  The  speci- 
men as  shown  resembles  the  fresh  specimen  very  closely,  except- 
ing that  it  has  lost  its  original  deep  color,  which  was  due  to  the 
presence  of  free  blood  in  its  meshes,  and  the  thrombosed  veins 
have  shrunken  considerably. 

An  analysis  of  eleven  out  of  twelve  cases  here  considered 
shows  that  the  diagnosis  of  appendicitis  was  made  seven  times ; 
in  one  there  was  no  diagnosis,  in  one  the  decision  lay  between 
appendicitis  and  tubal  disease,  one  case  was  regarded  as  gall- 
bladder adhesions,  and  one  as  suppurating  hydatid  of  the  omen- 
tum. No  case  was  correctly  diagnosticated.  There  were  seven 
males  and  five  females,  and  the  ages  ran  from  21  to  51.  The 
temperature  in  the  acute  cases  showed  a  remarkable  uniformity  of 
from  1000  to  1010.  In  five  instances  the  entire  omentum  was 
involved,  in  five  a  portion  only,  and  one  was  a  case  of  accessory 
omentum.  One  case  was  chronic  and  ten  acute,  and  in  eight  of 
the  acute  cases  there  was  evidence  of  past  or  present  appendiceal 
disease.  Naturally  the  greatest  interest  centers  about  the  cause 
and  mechanism  of  omental  torsion  and  its  diagnosis,  the  first 
from  an  academic,  the  second  from  a  practical  standpoint.  The 
three  latest  articles  upon  this  subject  are  those  of  Smythe," 
W.  W.  Richardson,15  and  Lejars,10  and  in  all  of  them  consider- 
able attention  is  given  to  the  question  of  diagnosis,  while  etiology 
is  gone  into  very  fully  by  both  Richardson  and  Lejars. 

Richardson  thinks  that  matting  of  the  free  extremity  of  the 
omentum,  making  it  resemble  a  ball,  permits  of  its  easy  rotati  m, 
es  also  the  attachment  of  the  tip.  Forces  acting  in  the  ab- 
domen, like  peristalsis,  and  possibly  automatic  motion  of  the 
omentum  may  then  cause  rotation.  Lejars  also  compares  an 
omentum  adherent  by  it-  tip  to  a  triangular  handkerchief  fastened 
at  two  corners,  allowing  the  third  to  rotate,  and  says  that  ad- 
hesions in  intraabdominal  torsion  ally  the  cases  to  hernia  in  which 

torsion  takes  place.  He  also  calk  attention  to  tumors  of  the 
omentum  which  produce  torsion,  and  particularly  to  tumors  on 
one  <-<\<j;c  <  if  the  omentum. 
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Payr,  quoted  by  Scudder,  calls  attention  to  the  necessity  for 
differentiating  sharply  between  those  causes  which  act  externally 
and  those  which  are  due  to  conditions  of  growth  and  circulation, 
and  especially  mentions  the  possibility  of  twisting  taking  place 
by  the  over  full  veins  wrapping  themselves,  and  incidentally  the 
omentum,  about  the  shorter  but  stiffer  arteries.  It  is  evident  that 
four  distinct  theories  have  been  propounded  to  explain  omental 
torsion  without  hernia.  These  are :  ( 1 )  Causes  acting  exter- 
nally only,  such  as  pressure  analogous  to  the  causes  of  torsion  in 
omental  hernia,  ectopic  testicle,  etc.  (2)  Some  internal  force, 
such  as  intestinal  peristalsis ;  or  external  force,  such  as  pressure, 
whether  exerted  by  the  abdominal  wall  or  upon  it,  serving  to 
rotate  an  omentum  whose  tip  is  temporarily  converted  into  a  ball, 
which  rotates  much  more  readily  than  would  the  spread-out  apron. 

(3)  The  same  forces  acting  upon  an  omentum  adherent  at  its  tip. 

(4)  Circulatory  changes  leading  to  twisting  of  the  veins  about 
the  more  resistant  arteries. 

The  fact  that  in  eight  of  ten  acute  cases  there  existed  either  old 
or  recent  appendicitis  is  fairly  safe  evidence  that  matting  or 
clumping  of  the  omentum  might  be  presupposed,  and  that  pre- 
sumably upon  one  side.  Following  this,  external  pressure,  peris- 
taltic waves,  even  the  possible  automatic  activities  of  the  omentum 
itself  are  perfectly  competent  to  start  rotation,  which  when  once 
started  is  constantly  made  more  complete  by  the  circulatory  dis- 
turbance above  referred  to.  That  the  last  factor  is  principally 
concerned  in  complete  strangulation  is  proven,  I  think,  by  the 
remarkable  way  in  which  the  pedicle  in  my  own  case  returned  to 
its  original  relation  to  the  remainder  of  the  mass  when  it  had  been 
cut,  after  untwisting  it. 

Concerning  diagnosis,  Richardson  says  that  the  majority  of 
cases  have  been  of  an  acute  character,  that  the  symptoms  do  not 
appear  until  sufficient  torsion  has  occurred  to  interfere  with  the 
return  circulation,  and  that  a  probable  diagnosis  can  be  made  only 
in  the  presence  of  an  old  hernia  reducible  with  difficulty.  Lejars 
holds  that  the  series  of  symptoms  usually  noted,  if  associated  with 
hernia  and  a  right-sided  mass,  should  almost  without  fail  lead  to 
the  diagnosis  of  omental  torsion  rather  than  hernia.  If  hernia 
is  absent,  the  quickly  developed  mass  without  the  violent  symp- 
toms of  suppurative  appendicitis  may  point  toward  a  probable 
diagnosis. 

Smythe  gives  in  detail  what  he  considers  the  chief  differential 
points  between  appendicitis  and  torsion,  and  says  that  he  believes 
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the  diagnosis  should  be  made  after  having  seen  one  case.  His 
chief  differential  points  are  the  older  age  of  torsion  patients,  the 
great  preponderance  of  cases  appearing  in  the  male,  the  absence 
of  nausea  and  vomiting,  and  the  lower  temperature.  The  pain  is 
not  so  severe  in  torsion  and  the  patient's  countenance  is  not  so 
anxious.  Superficial  dulness  on  percussion  and  the  sudden  ap- 
pearance of  a  tumor  in  the  absence  of  violent  symptoms  also  point 
to  torsion,  in  his  opinion.  While  all  these  things  may  possibly  be 
true  of  a  large  series  of  cases  of  both  diseases,  the  analysis  before 
given  throws  some  doubt  upon  their  value  in  the  individual  case 
with  which  one  may  be  confronted.  Youth  is  no  bar  to  torsion, 
as  evidenced  by  my  own  case,  nor  old  age  to  appendicitis.  The 
larger  series  of  cases  here  collected  reveals  no  great  discrepancy 
in  sex.  Nausea  and  vomiting  are  frequently  seen  in  torsion  and 
are  sometimes  absent  in  acute  appendicitis,  while  severe  pain  is 
sometimes  present  in  torsion  and  absent  in  appendicitis  of  the 
gravest  type.  Taken  altogether,  it  would  seem  that  superficial 
and  extensive  dulness,  with  the  early  and  sudden  appearance  of  a 
sensitive,  but  not  especially  painful  tumor,  or  marked  resistance 
over  a  large  area  in  the  absence  of  hernia  in  conjunction  with 
much  milder  symptoms  than  one  would  expect-  in  acute  appendi- 
citis, giving  rise  to  such  pronounced  physical  signs,  are  our  most 
reliable  guides  in  establishing  a  diagnosis  of  probable  torsion  of 
the  omentum. 
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NYMPHOMANIA  AS  A  CAUSE  OF  EXCESSIVE   VEN- 

ERY.J 


CARLTON  C.  FREDERICK,  M.D., 

Buffalo,  N.  Y. 


The  sexual  instinct  is  not  so  common  in  woman  as  it  is  in 
man.  With  the  latter  it  is,  under  normal  conditions  of  health  and 
vigor,  an  ever-present,  powerful  impulse  to  procreation.  Sexual 
desire  is  entirely  absent  in  a  much  larger  number  of  women  than 
is  generally  supposed.  If  present  it  is  ordinarily  not  so  strong  as 
it  is  in  man.  If  a  woman  has  in  her  makeup  the  sexual  instinct 
to  the  ordinary  degree,  that  impulse  is  only  aroused  by  the  man 
she  loves,  and  for  no  other  has  she  that  feeling.  There  is  a  small 
percentage  of  women  in  whom  it  is  very  strong,  but  relatively  to 
the  whole  number  the  percentage  is  small. 

Woman  naturally  is  a  monogamous,  and  man  by  nature  a 
polygamous  animal.  Among  many  prostitutes  the  feeling  of 
coitus  with  men  in  general  is  one  of  disgust.  A  small  proportion 
of  them  are  led  to  the  life  by  their  strong  sexual  desires.  I  have 
been  told  by  many  that  their  only  reason  for  continuing  it  is  that 
they  are  unable  to  earn  a  livelihood  otherwise  after  having  the 
stain  upon  their  character  due  to  their  nefarious  occupation. 
Otherwise  they  would  gladly  leave  it  for  a  purer  life.  Generally 
every  such  woman  has  some  one  man  friend  whom  she  chooses  to 
call  her  lover,  with  whom  there  is  sexual  desire  and  gratification. 
Fortunate  it  is  for  the  morals  of  humanity  that  woman  generally 
is  not  so  constituted  sexually  as  is  man.  otherwise,  as  has  been 
aptly  said,  this  world  would  be  one  vast  brothel.  Surely,  to  the 
influence  of  woman  we  must  look  for  the  standard  of  moral  tone, 
however  high  that  may  be.  This  being  the  sexual  status  of 
women,  we  turn  to  those  instances  in  whom  nyphomania  and  the 
resulting  excesses  and  perversions  exist. 

Nymphomania  is  an  excessive  development  of  sexual  desire  in 
the  female,  manifesting  itself  in  various  ways  dependent  upon  the 
mental  status,  moral  sense,  environment,  or  social  scale  of  the 

*Read  at  the  twentieth  annual  meeting  of  the  American  Association 
of  Obstetricians  and  Gynecologists,  held  at  Detroit,  September  17-19,  1907. 
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individual.  Masturbation  is  probably  one  of  its  most  prominent 
manifestations.  Masturbation  in  normally  constituted  girls  and 
women  is  relatively  infrequent.  I  have  seen  but  very  few  cases 
in  my  whole  experience.  Among  women  physicians  of  large  ex- 
perience with  whom  I  have  conversed,  with  the  object  of  obtain- 
ing material  for  this  paper,  the  verdict  has  been  the  same,  and 
naturally  a  mother  would  take  her  daughter,  in  whom  she  discov- 
ered such  a  habit,  to  a  woman  rather  than  to  a  man  for  advice. 
Constituted  as  most  women  are  in  their  sexual  instincts,  there 
must  be  an  exciting  cause  for  masturbation  in  those  who  are 
physically  and  nervously  normal.  It  is  doubtful  if  the  habit  is 
acquired  simply  by  the  bad  example  of  schoolmates  or  other  com- 
panions who  are  addicted  to  the  habit.  I  have  personally  never 
seen  a  case  for  which  some  cause  other  than  bad  associations  was 
not  found,  and  such  also  has  been  the  experience  of  other  compe- 
tent observers. 

Except  in  those  born  with  strong  sexual  appetites  the  causes 
generally  may  be  classed  as  local  or  neuropathic  in  character. 
The  local  causes  are  such  as  produce  irritation  of  the  clitoris  and 
vulva,  such  as  adherent  prepuce,  with  or  without  collections  of 
smegma  beneath  it,  pin  worms  coming  forward  into  the  vulva, 
irritating  vaginal  discharges,  or  skin  diseases,  such  as  eczema  of 
the  vulva.  The  most  frequent  in  the  writer's  experience  is  ad- 
herent prepuce  with  decomposing  smegma  beneath  it.  Separation 
of  the  adhesions,  with  or  without  circumcision,  has  in  every  such 
instance  cured  the  simple  cases  in  whom  there  appeared  no  neuro- 
pathic taint.  Cure  of  other  mentioned  local  causes  also  is  fol- 
lowed by  prompt  and  satisfactory  results.  Local  causes,  however, 
in  those  predisposed  to  nymphomania,  when  the  habil  is  once  estab- 
lished, may  lead  to  a  lasting  habit,  even  when  the  causes  are  re- 
moved. The  sexual  instinct  is  not  resident  in  the  sexual  organs ; 
its  center  is  in  the  brain  ;  it  is  mental,  and  in  derangements  of  the 
sexual  centers  in  the  brain  we  are  to  look  in  a  goodly  proportion 
of  cases  for  those  causes  (i\  nyphomania  which  are  lasting. 

Kraft-Ebing  says  that  in  maniacal  individuals  of  the  female  sex 
the  sexual  sphere  is  often  implicated;  in  fact,  it  is  the  rule  that 
the  sexual  complexus  of  symptoms  is  always  but  the  partial  mani- 
festation of  a  general  psychosis.  1  am  informed  by  a  woman  physi- 
cian resident  in  one  of  the  large  State  hospitals  of  Xew  York 
that  out  of  about  one  thousand  insane  women,  at  least  8  per  cent, 
to  10  per  cent,  arc  masturbators  and,  from  such  histories  as  she 
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can  get  from  friends  of  the  patients,  that  masturbation  is  a  result 
of  their  mental  disease  rather  than  a  cause,  that  masturbation  fol- 
lowed the  mental  breakdown,  or  began  with  it.  Dementia  precox 
is  a  disease  of  young  subjects  usually,  and  in  many  of  the  females 
suffering  from  this  form  of  mental  disease  nymphomania  exists. 
Occasionally  one  recovers,  and  with  recovery  nymphomania  ceases, 
showing  the  sexual  aberration  to  be  a  part  of  the  psychic  dis- 
turbance. She  has  had  under  her  care  patients  for  whom  clitoro- 
dectomy  was  performed  before  coming  to  the  hospital  in  an  at- 
tempt to  prevent  masturbation,  but  in  no  instance  was  the  habit 
to  any  degree  checked  by  the  operation.  Local  treatment  does 
not  benefit  them ;  on  the  contrary,  it  intensifies  the  erotomania. 
The  only  treatment  is  in  stimulating  mental  self-control  as  soon 
as  the  patient's  mentality  allows  of  an  appeal  to  their  volition  and 
higher  powers.  In  most  instances  nymphomania  developed  during 
the  child-bearing  age  of  those  chronically  insane,  continues  even 
after  the  menopause  is  past,  and  some  cases  of  insanity  developed 
after  the  menopause  also  develop  nyphomania.  This  is  all  upon 
the  authority  above  cited. 

In  women  suffering  from  hysteria  the  sexual  life  is  very  fre- 
quently abnormal.  As  Kraft-Ebing  says :  "Indeed,  always  in 
predisposed  individuals,  all  the  possible  anomalies  of  the  sexual 
function  may  occur  here,  with  sudden  changes  and  peculiar  inten- 
sity, and  on  a  hereditary  degenerate  basis  and  in  moral  imbecility 
they  may  occur  in  the  most  perverse  forms."  It  therefore  appears 
that  we  have  masturbation  in  three  classes  of  women :  first,  those 
mentally  and  nervously  normal  with  purely  local  causes ;  second, 
those  of  neuropathic  taint,  hysterics  and  neurasthenics  in  whom 
there  is  perversion  of  the  sexual  instincts,  and,  third,  those  who 
develop  it  as  one  of  the  symptoms  and  accompaniments  in  about 
10  per  cent,  of  the  insane.  The  first  class  is  cured  as  above  stated, 
the  third  is  generally  confined  in  State  hospitals,  but  the  second 
class  we  have  among  us — namely,  those  with  lesser  neuropathic 
taints. 

In  the  writer's  experience  those  women  not  insane  who  have 
practised  masturbation  during  a  series  of  years  have  belonged 
to  this  class,  usually  with  all  sorts  of  functional  nervous  disturb- 
ances. In  general,  women  who  have  practised  masturbation  long 
are  not  satisfied  by  normal  sexual  indulgence,  athough  the  desire 
which  they  have  may  lead  them  to  such  indulgence.  Re- 
cently a  woman  has  come  under  my  observation  who  has  practised 
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it  for  ten  years.  She  has  also  at  times  had  coitus,  but  never  with 
gratification,  and  later  resorted  to  artificial  relief.  Married 
women  who  have  been  masturbators  seldom  find  gratification,  and 
continue  their  practices  during  their  married  life.  The  same  rule 
seems  to  be  applicable  to  them  as  to  men  who  are  masturbators ; 
they  are  impotent  in  attempts  at  normal  sexual  indulgence — 
differing  in  that  with  men  masturbators ;  attempts  at  coitus  are 
prevented  by  a  premature  orgasm,  while  in  women  the  orgasm  is 
not  excited  thereby.  This  is  the  rule  with  sexual  perverts  of  all 
kinds — the  normal  act  is  not  one  of  gratification,  or  they  would 
not  be  perverts. 

Nymphomaniacs,  especially  among  the  insane  and  mildly  insane, 
are  liable  to  resort  to  exposure  of  their  persons  or  by  lascivious 
movements  in  presence  of  men,  and  thus  invite  coitus.  But 
among  those  not  insane  such  acts  are  seldom  openly  indulged  in, 
but  secretly  they  are  often  shameless.  All  sorts  of  degenerate 
practices  are  followed  by  some.  One  of  the  most  frequent  is  triba- 
dism— the  so-called  "Lesbian  Love,"  which  consists  in  various 
degenerate  acts  between  two  women  in  order  to  stimulate  the 
sexual  orgasm.  Not  an  uncommon  practice  is  the  fondling  of  the 
genitalia  of  small  boys  and  babies  and  contact  of  the  same.  In 
fact,  the  numbers  and  variations  of  practices  are  so  various  that 
it  would  take  pages  to  mention  them. 

Girard  (Kraft-Ebing)  reports  the  case  of  a  hysterical  nympho- 
maniac who  "at  night,  while  the  household  was  asleep  under  the 
influence  of  narcotics  she  had  administered,  she  had  given  the 
children  of  the  house  to  her  lover  for  sexual  enjoyment,  and  had 
looked  on  at  the  immoral  acts.  Before  her  nervous  illness  she 
had  been  a  moral,  trustworthy  person ;  since  her  illness  she  had 
become  a  shameless  prostitute,  and  lost  all  moral  sense."  Schiile 
(Kraft-Ebing)  finds  very  frequently  an  abnormally  intense  sexual 
impulse  which  disposes  girls,  and  even  women  living  in  happy 
marriage,  to  become  Messalinas.  The  same  author  "knows  cases 
in  which,  on  the  wedding  journey,  attempts  at  flight  with  men, 
who  had  been  accidentally  met,  were  made,  and  respected  wives 
who  entered  into  liasons  and  sacrificed  everything  to  their  insati- 
able impulse."  It  would  seem  that  women  with  nymphomaniacal 
tendencies  who  cohabit  with  men  early  in  life  before  resorting  to 
masturbation  become  the  subjects  of  excessive  venery.  As  soon 
as  the  gratification  of  coitus  becomes  known  to  them  they  become 
devotees  to  it,  and  continue  to  indulge  it  to  excess. 
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A  case  in  point  came  under  my  observation  seventeen  years  ago. 
A  young,  vigorous  woman  of  German  parentage,  twenty  years 
of  age,  became  engaged  and  was  seduced  by  her  lover.     She  had 
never  masturbated,  although  whenever  in  men's  company  she  had 
felt  an  almost  uncontrollable  impulse  to  kiss  and  hug  them;  she 
had,  however,  always  controlled  herself  till  she  became  engaged ; 
she  soon  lost  control  in  her  lover's  presence.    After  a  year  or  more 
of  excessive  sexual  indulgence  he  left  her.    From  that  day  to  the 
present  she  has  never  been  able  to  control  herself  when  alone  with 
any  man,  and  she  has  nearly  ruined  her  health  by  excessive  ven- 
ery,  but  has  never  resorted  to  masturbation.     She  is  now  nearly 
forty  years  old  and,  although  but  a  shadow  of  her  former  vigor- 
ous self,  her  passions  are  as  uncontrollable  as  ever.     Another,  a 
young  girl,  fourteen  years  old,  who  never  masturbated,  gave  her- 
self to  all  the  boys  and  men  of  her  acquaintance,  young  and  old, 
for  nearly  ten  years,  then  married,  but  has  never  been  true  to  her 
husband.     These  were  not  neurasthenics,  neither  had  they  any 
neuropathic  taint.    They  both  had  unusually  strong  sexual  desire 
when  once  aroused  without  the  mental  power  to  control  it.  Among 
this  class  of  nymphomaniacs  excessive  venery  is  the  rule.  Among 
those  who  have  practised  masturbation  long,  excessive  attempts  at 
normal  sexual  indulgence  are  not  common  because  unsatisfactory, 
and  all  forms  of  sexual  perversions  and  gratifications  to  stimulate 
the  desires  are  indulged  in  in  the  course  of  their  excesses,  which 
in  time  induce  sexual  neurasthenia,  needing  change  of  excitement. 
Since  writing  the  foregoing,  which  was  intended  to  complete 
this  paper,  a  case  has  come  to  me,  a  woman  31  years  old.  who 
began  with  epilepsy  at  10,  giving  a  history  of  injury  to  the  head 
when  a  year  old.     She  had  epileptic  seizures  daily,  often  as  many 
as  four  or  five.     During  the  past  ten  years  she  has  taken  some 
patent  medicine,  which  controls  it,  and  has  had  only  four  or  five 
convulsions   in  the  past  ten  years.     Before  puberty  she  began 
masturbating,  and  when  16  her  clitoris  was  removed  without  re- 
sult.    At  21  she  began  taking  the  medicine  which  has  controlled 
her  for  the  past  ten  years.     She  has  regained  moral  self-control, 
has  not  masturbated  for  nine  years,  and  has  no  tendency  to  do  so. 
She  is  engaged  in  clerical  work  and  is  a  great  help  to  her  father 
in  business. 

My  belief,  then,  is — judging  from  histories  of  many  cases  which 
I  have  collected  but  have  not  reported  here — that  nyphomania 
among  mentally  responsible  and  nervously  normal  women  is  rela- 
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tively  rare ;  that  the  mentally  irresponsible  are  more  masturbators 
than  given  to  excessive  coitus,  and  that  only  the  mentally  responsi- 
ble nyphomaniacs,  as  a  rule,  are  addicted  to  excessive  venery  only 
when  their  sexual  fall  is  early  in  life. 
64  Richmond  Avenue 
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(With  one  illustration.) 


Tins  specimen  comes  from  Mrs.  T.,  who  has  been  married 
one  year.  She  first  presented  herself  through  the  kindness  of 
Dr.  Mead,  on  April  26,  1906,  then  single,  thirty- four  years  old. 
Her  previous  history  was  uneventful.  She  was  always  regular, 
never  flowed  excessively,  nor  had  any  pain.  She  complained  that 
there  was  an  enlargement  of  the  abdomen,  and  she  was  having 
some  slight  feeling  of  heaviness.  She  menstruated  normally  with- 
out pain,  felt  well,  and  looked  the  picture  of  health.  Seven 
years  ago  she  was  told  there  was  an  enlargement  of  the  womb. 
An  examination  now  showed  a  solid  tumor,  filling  the  abdomen 
for  20  cm.  above  the  pubes  and  20  cm.  in  width.  The  cervix  was 
felt  high  up  behind  the  pubes,  and  a  nodular  mass  filled  the  small 
pelvis,  but  could  not  be  pushed  out.  The  whole  mass,  with  the 
cervix,  was  fixed.  No  corpus  uteri  could  be  felt.  The  diagnosis 
was  a  myofibroma.  On  June  1  she  again  presented  herself.  The 
measurements  showed  no  increase.  The  size  of  the  tumor,  the 
fixation  in  the  pelvis,  and  the  youth  of  the  patient,  determined  that 
I  should  suggest  an  operation.  The  patient,  however,  wanted  to 
get  married,  and  as  both  she  and  the  intended  husband,  who  is  a 
physician,  belong  to  an  exceedingly  intelligent  class  of  people,  the 
operation  was  deferred. 

She  was  married,  and  on  August  5  of  this  year  (1907)  she  again 

presented  herself,  having  gone  over  her  regular  menstrual  period 

by  two  weeks,  but  was  perfectly  well,  except  a  sense  of  abdominal 

*Rc.-h!  at  the  twentieth  annual  meeting  of  the  American  Association  of 
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fullness.  Her  last  regular  period  was  on  June  25,  1907,  when  she 
had  an  excessive  Mow  lasting  two  weeks.  She  still  appeared  in 
perfect  health,  but  the  tumor  reached  the  border  of  the  ribs  and 
measured  2j  cm.  above  the  pubes  and  23  cm.  in  width,  a  marked 
increase  in  size  for  fourteen  months.  On  August  12  she  again 
presented  herself,  complaining  of  very  severe  pain,  and  swelling 
in  the  left  thigh  and  leg,  so  that  she  was  unable  to  be  about,  and 
could  lie  down  only  with  an  elevated  leg.  Ail  this  occurred  in 
about  two  days.  On  examination,  the  thigh  was  shown  to  be 
swollen  and  of  slightly  darkened  hue.     There  was  but  very  slight 
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pulsation  in  the  left  popliteal  artery  as  compared  to  the  right,  and 
the  temperature  was  lower  than  the  right,  as  shown  by  palpation. 
The  abdomen  and  tumor  were  very  tense  and  painful,  but  there 
was  no  fever.  There  was  much  intermittent  backache  and  much 
upward  pressure  under  the  ribs.  There  had  been  no  flow  of 
blood. 

W  ith  such  threatening  symptoms  there  seemed  no  alternative 
but  the  most  prompt  interference.  The  patient  was  evidently 
pregnant  and  the  rapid  growth  accounted  for  all  symptoms  except 
the  intermittent  backache,  which  was  explained  when  the  specimen 
was  examined  after  the  operation.     I  have  never  been  obliged,  to 
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destroy  intrauterine  life,  though  I  have  had  many  narrow  escapes, 
but  never  to  the  detriment  of  the  mother.  This  case  left  me  no 
alternative.  It  is  this  fact  that  prompted  me  to  report  the  case. 
To  do  an  abortion  through  a  long,  narrow,  and  displaced  cervix, 
gave  the  woman  no  chance,  as  the  specimen  will  show. 

The  only  thing  to  do  was  to  remove  the  whole  uterus  above  the 
cervix.  On  August  13  the  tumor  was  removed  through  an  in- 
cision of  thirty  cm.  During  the  delivery  of  the  tumor  a  large 
hematoma  of  the  right  ovary  was  broken  and  the  peritoneum  was 
stripped  off  the  sigmoid  flexure  because  of  the  adherent  pelvic 
portion  of  the  tumor.  The  operation  was  a  simple  supravaginal 
amputation.  The  left  ovary  was  permitted  to  remain  and  the 
patient  made  an  easy  recovery,  having  at  this  time  but  little 
trouble  with  her  left  leg.  The  specimen,  as  shown  here,  measured 
thirty-five  cm.  in  its  vertical  diameter,  twenty-four  cm.  in  width, 
and  weighed  5,500  grams.  The  cavity  of  the  uterus  measured  ten 
by  twelve  cm.  and  was  filled  with  a  grumous  bloody  fluid,  in  which, 
still  attached  to  the  uterus,  near  its  right  horn,  was  the  ovum.  It 
was  covered  by  its  decidua  reflexa  and  was  macerated  to  some 
extent.  The  amniotic  fluid  looked  turbid,  and  no  fetus  was  seen. 
The  decidua  was  of  a  spongy,  gray  character,  and  easily  removed 
from  the  uterine  wall ;  in  other  words,  the  ovum  was  dead  and  the 
woman  about  to  miscarry.  There  had  been  no  discharge  from  the 
uterus  because  of  the  very  elongated,  contracted  and  tortuous  cer- 
vical canal.  The  intermittent  backache  was  accounted  for  by  the 
attempted  expulsion  of  the  product  of  conception,  which  evidently 
killed  the  ovum.  I  am  delighted  to  add  that  I  have  yet  to  be 
called  upon  to  deliberately  kill  a  fetus. 


THE    CONSERVATIVE     MEDICAL    TREATMENT     OF 
SALPINGITIS.1 


BY 

EDWARD  J.  ILL,  M.D., 
Newark,  X.  J. 


The  writer  is  well  aware  that  the  subject  of  this  paper  will  not 
be  popular  with  the  rabid  operators,  nor  does  he  look  for  any 
sensational    reputation   by   bringing   so   commonplace   a   subject 

*Read  at  the  twentieth  annual  meeting  of  the  American  Association 
of  Obstetricians  and  Gynecologists,  held  at  Detroit,  September  17-iQ.  IQ07. 
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before  this  body.  Much  perseverance,  good  judgment,  and  pa- 
tience are  often  required  to  be  successful.  Not  only  the  disease,  but 
often  the  patient  must  be  treated.  However,  all  this  will  well 
repay  the  conscientious  physician  when  he  has  saved  the  tubes  and 
ovaries  for  a  woman.  This  matter  of  conservative  treatment  of 
salpingitis  is  considered  by  many  of  the  later  text-books  in  a  most 
nihilistic  manner.  Thus,  a  most  excellent  work  attributes  all  good 
results  to  nature.  Nothing  helps  us  out  so  well  as  nature,  but  a 
little  rational  assistance  goes  a  good  ways.  These  books  are  kind 
enough  at  least  to  concede  that  good  results  are  possible.  Let 
there  be  placed  in  the  hands  of  every  practitioner  such  means  as 
may  result  in  some  good.  The  surgeon  need  not  be  discouraged ; 
there  will  still  be  enough  bad  cases  for  operation. 

The  subject  is  brought  up  for  several  reasons.  First,  to  bring 
out  a  discussion  on  the  subject  which  will  be  valuable  to  us  all. 
Furthermore,  to  enjoin  rash  and  uncalled-for  mutilating  opera- 
tions with  a  high  mortality,  and  with  no  absolute  surety  to  our 
patient,  that  she  will  be  well  afterward,  or  from  which  she  may 
take  years  to  recover.  For  no  one  can  prognosticate  which  case 
will  get  thoroughly  well,  and  which  one  will  remain  an  invalid. 
Those  of  us  who  have  attended  the  medical  meetings  of  two 
decades  ago  will  remember  with  what  derision  those  were  treated 
who  did  not  advise  immediate  operation  for  any  acute  pelvic 
inflammation.  Their  epithets  were  numerous,  and  the  sarcasm 
they  had  to  endure,  both  in  public  and  private,  knew  no  bounds. 
These  men  were  called  conservatives,  with  an  exclamation  or 
interrogation  point.  The  writer,  even  at  this  day,  looks  for 
adverse  criticism,  if  he  has  understood  the  trend  of  the  discussion 
at  our  last  meeting  in  Cincinnati.  He  writes  this  paper  at  the 
instigation  of  one  of  the  most  earnest  and  truth-seeking  Fellows, 
and  looks  to  him  to  open  the  discussion. 

The  writer  is  not  giving  you  anything  particularly  new,  but 
simply  the  principles  and  the  technique  under  which*  he  has  been 
working  for  years.  Let  it  be  understood  plainly  at  the  outset  that 
there  are  cases  which  need  our  surgical  assistance,  and  when  they 
need  it  it  must  be  done  quickly  and  thoroughly.  Later  on  the 
writer  will  be  obliged  to  speak  of  such  cases,  that  there  may  be 
no  misunderstanding  in  his  position,  and  that  the  discussion  may 
remain  in  the  channel  indicated  by  the  title  of  his  paper. 

There  are  three  forms  of  cases  that  come  to  us  for  medical 
treatment.     First,  the  acute  febrile  conditions  resulting  from  an 
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extension  of  a  gonorrheal  vaginitis  and  endometritis  into  the 
tubes  and  to  the  pelvic  peritoneum.  This  forms  the  great  major- 
ity of  cases.  The  cases  for  treatment  do  not  only  include  those  of 
catarrhal  salpingitis,  but  also  those  of  a  purulent  character,  since 
they  are  often  enough  simply  different  stages  of  the  same  disease. 
Second,  the  acute  febrile  form  due  to  a  variety  of  poisons  follow- 
ing labor,  abortions,  and  unclean  intrauterine  instrumentation ; 
and,  lastly,  the  results  of  inflammatory  conditions  following  tubal 
abortions  and  coming  to  us  late  after  the  accident. 

While  the  treatment  of  the  first  and  second  is  about -the  same, 
in  the  last  it  will  be  that  for  chronic  pelvic  adhesions.  It  will 
hardly  be  necessary  to  say  that  medical  treatment  is  not  indicated 
for  abscess  of  the  ovary,  due  to  any  of  the  above  causes,  tubercu- 
lar disease  of  tubes  and  ovaries,  nor  the  extremely  rare  form  of 
actinomycosis,  ascaris,  or  echinococcus  of  the  tube.  There  can 
be  no  question  that  women  with  gonorrheal  pus  tubes  get  well,  if 
not  anatomically,  at  least  subjectively,  and  often  enough  to  such 
an  extent  that  a  conception  and  normal  puerperium  takes  place. 
Unfortunately,  there  are  no  statistics  available  to  say  how  many 
women  get  well  in  this  sense.  Von  Winckel1  tells  us  that  in  non- 
gynecological  postmortems  he  has  observed  80  per  cent,  of  pelvic 
adhesions. 

Of  the  many  cases  uppermost  in  the  writer's  mind,  because  of 
the  very  extensive  disease  and  because  of  his  bad  prognosis,  it 
might  be  worth  while  to  detail  two,  in  short  words.  Both  cases 
were  seen  by  the  writer  in  the  acute  stage  of  the  disease,  and 
were  under  his  care  for  months.  They  were  discharged  well,  but 
remained  under  observation  for  over  five  years.  Furthermore,  tin- 
writer  was  permitted  to  examine  them  after  the  birth  of  their 
children,  and  was  unable  to  detect  any  residuary  symptoms  of 
their  former  disease.  The  last  patient  gave  birth  to  her  child  a 
year  ago.  The  first  one  has  borne  several  children  since  the  birth 
of  her  first? 

The  treatment  of  gonorrheal  pelvic  inflammation  should  be  di- 
vided into  three  stages.  First,  the  treatment  of  primary  infec- 
tion ;  in  other  words,  the  prophylactic.  Second,  the  treatment  of 
the  acute  tubal  and  peritoneal  inflammation ;  and  third,  the  treat- 
ment of  the  sequelae.  The  treatment  of  the  vaginal  inflammation 
should  be  started  by  swabbing  the  whole  vagina  most  carefully 
and  thoroughly  with  a  five  per  cent,  solution  of  chloride  of  zinc 
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recently  prepared.  This  is  necessary  but  once,  and  rarely  a  second 
or  third  time.  It  is  best  done  through  an  old-fashioned  hard 
rubber  or  glass  cylindrical  speculum,  of  as  large  a  size  as  the 
vagina  will  tolerate.  From  twenty  to  thirty  c.c.  of  the  solution 
are  poured  into  the  vagina,  through  the  instrument  which  has 
first  been  introduced  so  as  to  bring  the  cervix  plainly  into  view. 
If  the  cervical  canal  or  the  uterus  is  affected  by  the  disease, 
an  applicator  armed  with  cotton  is  introduced  into  the  uterus 
through  the  liquid,  thus  carrying  some  of  the  solution  into  the 
cavity  of  the  uterus.  The  speculum  is  now  gradually  withdrawn, 
leaving  the  fluid  in  its  upper  zone  until  the  instrument  is  just 
within  the  grasp  of  the  ostium  vaginae.  The  liquid  is  now 
allowed  to  flow  out  and  the  instrument  again  pushed  up  until  the 
cervix  is  reengaged.  The  same  quantity  of  fluid  is  again  intro- 
duced and  the  procedure  repeated.  To  secure  as  thorough  an 
application  of  the  medicament  as  possible,  a  swab  of  cotton  is 
pushed  through  the  liquid,  urging  it  into  every  recess  of  the 
vagina.  Through  the  same  instrument  the  whole  vagina  is  filled 
with  a  five-yard  strip  of  iodoform  gauze,  three  inches  wide.  As 
the  gauze  is  inserted,  the  speculum  is  gradually  withdrawn,  so  that 
no  gauze  packing  ever  remains  in  the  speculum.  The  gauze 
should  be  left  in  for  three  days  and  then  withdrawn.  Large 
douches  of  potassium  permanganate  1-2,000  are  now  ordered 
twice  daily. 

Renewed  applications  of  the  gauze  may  be  called  for,  but  it  is 
rarely  necessary.  As  a  rule,  repeated  applications  should  be 
avoided,  as  they  often  prove  harmful.  When  the  endometrium  is 
much  infected,  as  shown  by  a  copious  mucopurulent  discharge, 
our  first  object  must  be  to  secure  good  drainage.  When  there  is 
a  small  os  internum  or  externum,  it  should  be  dilated  with  steel 
sounds,  and  a  narrow  strip  of  iodoform  gauze  introduced.  As 
soon  as  there  is  a  wide  opening,  the  writer  has  for  the  last  eight 
or  ten  years,  followed  the  advice  of  Professor  Grammaticati  of 
Tomsk,  Siberia,  and  injected  into  the  uterus  drop  doses  of  a  5 
per  cent,  solution  of  alumnol  in  half-strength  tincture  of  iodine, 
thus : 

^     Alumnol    5.0 

Tr.  iodine. 

Alcohol aa  50.0 

It  will  hardly  be  necessary  to  say  that  such  patients  should 
be  kept  in  bed,  or  at  least  on  their  backs,  for  an  hour  or  longer 
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after  the  application.  If  one  drop  is  borne  well,  two  or  three 
may  be  injected  the  next  time.  The  writer  has  never  seen  much 
good  result  from  a  curettage  in  these  cases,  unless  they  were  ac- 
companied by  a  hyperplastic  condition  of  the  endometrium.  But 
this  is  all  preliminary  and  preventive,  though  no  less  important, 
than  the  treatment  of  the  inflamed  tubes  and  pelvic  peritoneum. 

When  a  salpingitis  of  the  acute  form  is  established,  the  recum- 
bent posture  should  be  urged.  Pain  and  temperature  demand 
an  ice  bag  placed  above  the  pubes,  and  will  assure  much  relief. 
Opiates  are  thus  avoided.  As  soon  as  the  temperature,  as  taken 
by  the  rectum,  is  below  ioi°,  we  should  remove  the  ice  bag. 
Nothing  will  reduce  pain  and  an  acute  exudate  more  quickly  than 
the  application  of  cantharidal  collodion  to  the  roof  of  the  vagina. 
It  is  important  to  make  the  application  carefully,  so  as  not  to  allow 
the  irritant  to  flow  over  the  lower  part  of  the  vagina.  The  appli- 
cation should  be  made  either  through  a  Sims  speculum,  with  the 
patient  on  her  side,  or  through  the  old  Ferguson  speculum.  An 
applicator  is  armed  with  a  bit  of  cotton,  and  carries  the  collodion 
around  the  cervix.  Before  there  is  any  chance  of  its  flowing 
down  the  vagina  and  irritating  the  vulva,  a  dry  cotton  tampon  is 
pushed  up.  It  is  not  well  nor  necessary  to  apply  the  collodion 
too  freely.  The  cotton  tampon  is  removed  in  four  hours  and 
copious  hot  douches  ordered.  There  will  be  an  immense  amount 
of  muco-  and  seropurulent  discharge  for  several  days,  and  great 
relief  from  pain.  The  writer  always  makes  the  application  on 
the  first  indication  of  a  swollen  tube  or  an  exudate. 

When  a  second  application  is  called  for  it  should  not  be  repeated 
in  less  than  six  days.  On  the  second  day  after  the  application  the 
roof  of  the  vagina  is  painted  with  Lugol's  solution  of  iodine,  and 
a  glycerine  tampon  placed  over  it,  to  be  retained  for  from  six 
to  twelve  hours.  The  glycerine  is  applied  daily,  and  the  iodine 
once  in  three  or  four  days.  The  glycerine  is  easily  enough  placed 
by  the  patient  herself  with  a  Thomas  applicator  (cupping  cup). 
The  writer  is  of  the  opinion  that  glycerine  affects  the  parts  as  well 
as  ichthyol,  and  is  much  cleaner.  After  the  removal  of  the  tam- 
pon, large  hot  douches  of  potassium  permanganate  are  ordered, 
the  patient  lying  flat  on  her  back,  preferably  on  the  floor  or  table, 
but  not  in  bed.  This  is  advised  so  that  the  hips  may  be  properly 
elevated,  and  the  upper  part  of  the  vagina  filled  with  the  hot 
fluid.  Plain  hot  water  at  about  no°  is  used  when  there  is  no 
virulent  discharge.  No  hot  douche  should  be  used  immediately 
before  any  application. 


ill:   salpingitis.  819 

All  this  treatment  for  the  acute  salpingitis  takes  precedence 
over  any  treatment  of  the  vagina,  even  when  gonococci  are  still 
demonstrable  there.  When  the  fever  has  subsided,  and  there  is 
still  pain  and  heaviness  in  either  iliac  fossa,  a  fly  blister  one  by 
one  and  one-half  inches  is  placed  directly  above  Poupart's  ligament 
and  near  the  middle  line.  While  blistering  has  been  a  favored  rem- 
edy with  the  writer  ever  since  he  began  to  practise  medicine,  he 
was  always  shy  to  speak  of  it  because  of  adverse  criticism,  and 
because  of  the  failure  for  a  reasonable  explanation  of  its  benefi- 
cent influence.  Now  that  it  is  known  that  a  blister  produces  local 
hyperleukocytosis,  a  physiological  explanation  is  offered.  It  is 
not  uncommon  to  see  a  large  edematous  exudate  melt  away  under 
a  blister,  especially  when  applied  to  the  roof  of  the  vagina.  This 
sort  of  treatment  should  be  continued  until  all  sensitiveness  of  the 
pelvic  contents  and  fever  have  abated.  It  may  be  said  that  this 
treatment  is  rarely  objected  to,  even  by  sensitive  patients.  With 
this  a  cure  is  not  established,  for  we  cannot  yet  expect  an  absorp- 
tion of  adhesions,  and  thus  a  freely  movable  uterus,  tubes,  and 
ovaries. 

The  glycerine  tampon  and  its  accompanying  technique  is  now 
dropped,  and  one  of  an  elastic  material  made  of  picked  oakum, 
jute,  or  lamb's  wool,  covered  with  a  film  of  cotton,  takes  its  place. 
Once  in  four  days  the  roof  of  the  vagina  is  painted  with  Lugol's 
solution  of  iodine,  wiped  dry,  and  subnitrate  of  bismuth  powdered 
into  the  vagina.     The  oakum  tampons  are  now  introduced,  and 
as  much  pressure  made  as  the  patient  will  bear.    It  should  be  our 
endeavor  to  increase  this  pressure  every  time  the  patient  comes 
to  us.    These  tampons  are  left  in  place  for  two  days,  and  after 
their  removal  the  patient  is  directed  to  use  hot  douches,  not  above 
105  °,  while  on  her  knees  and  elbows.    During  all  this  time  of  the 
subacute  stage  no  bed  rest  is  necessary,  for  the  patient  may  come 
to  the  clinic  or  our  office,  but  she  should  be  guarded  against 
fatigue,  and  rest  is  enjoined  during  the  first  forty-eight  hours  of 
the  menses.     Sexual  intercourse  has,  of  course,  been  prohibited 
all  through  the  disease.     It  should  not  be  forgotten  that  such 
patients  should  have  free  and  easy  evacuations  from  the  bowel, 
preferably  produced  by  a  saline  cathartic.    If  the  uterus  is  large 
she  is  given  ergot  and  potassium  bromide  in  medium  doses,  three 
times  daily,  the  latter  for  the  purpose  of  reducing  any  sexual 
excitement  or  inclination. 

While  the  massage  of  Thur  Brand  has  been  of  some  use,  and 
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very  efficacious  in  many  hands,  the  writer  has  used  for  many 
years  rubber  bags  filled  with  mercury,  of  various  shapes  and  sizes 
for  the  same  purpose.  The  rubber  bag  filled  with  mercury  is 
placed  into  the  vagina,  the  patient  being  on  her  back,  with  a 
pillow  under  her  hips,  or  else  in  a  moderate  Trendelenburg  pos- 
ture. The  mercury  pressure  is  continued  until  it  becomes  annoy- 
ing. The  pressure  is  gauged  entirely  by  the  patient's  sensitive- 
ness. A  second  bag  is  placed  on  the  patient's  abdomen,  just  above 
Poupart's  ligament.  The  seance  lasts  from  one-half  to  two  hours, 
and  can  be  applied  by  almost  any  office  nurse.  Recent  adhesions 
and  exudates  are  rapidly  absorbed  by  such  treatment,  and  old 
adhesions  are  often  stretched  and  made  to  yield,  so  that  a  more 
freely  movable  uterus,  tubes,  and  ovaries  results,  with  much  sub- 
jective benefit  to  the  patient.  But  it  is  in  just  these  cases  that  we 
so  often  fail  and  where  surgical  interevntion  becomes  desirable 
to  alleviate  suffering. 

When  we  have  relapsing  attacks  of  pelvic  peritonitis  this  is  not 
applicable.  Constantly  relapsing  attacks  will  be  found  to  be  the 
result  of  great  menstrual  disturbances  or  severe  physical  fatigue, 
or  of  violent  sexual  intercourse,  thus  possibly  a  reinfection. 
While  one  or  two  exacerbations  are  frequent  and  need  not  dis- 
turb us,  many  repetitions  are  most  likely  fatal  to  the  patient's 
well  being,  and  the  removal  of  the  offending  organs  should  be 
considered. 

As  a  preventive  for  tubal  inflammations  following  septic  endo- 
metritis in  late  abortions,  miscarriages,  and  at  term,  the  writer 
knows  of  no  better  treatment  than  the  alcohol  drain  spoken  of 
before  this  Association  at  its  meeting  in  1900.  When  the  pelvic 
disturbances  become  worse,  in  spite  of  our  endeavors,  and  thus 
the  health  and  life  endangered,  we  have  no  resource  but  surgical 
means.  Whether  this  means  a  vaginal  drainage,  vaginal  total 
extirpation,  or  a  celiotomy,  does  not  belong  to  the  scope  of  this 
paper.  This  much  the  writer  knows,  that  the  operations  have 
become  less  and  less  frequent  in  his  hands,  and  mutilations  spared 
to  many  a  woman. 

1002  Broad  Street. 
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CONSISTENCY  IN  ASEPTIC  SURGICAL  TECHNIQUE.1 


BY 

JAMES  E.  SADLIER,  M.D.. 
Poughkeepsie,  N.  Y. 


The  subject  of  this  paper  may  seem  rather  elementary  for  this 
Association  of  practical  surgeons ;  nevertheless,  success  in  all 
surgical  work,  as  in  the  usual  affairs  of  life,  depends  upon  the 
care  and  exactness  which  we  apply  to  the  details  of  our  work, 
and  if  we  look  back  upon  that  period  prior  to  the  development  of 
aseptic  precautions  in  surgery,  and  compare  it  with  present-day 
methods;  and  the  results  of  those  days  with  the  results  of  the 
.present  time,  we  can  better  appreciate  the  incalculable  blessing 
that  the  research  and  study  of  asepsis,  as  applied  to  surgical  work, 
has  been  to  mankind.  While,  of  course,  it  has  increased  the 
amount  of  work  prior  to  and  during  the  operation,  it  has  so  les- 
sened the  mortality  and  morbidity,  as  well  as  the  after  care,  and 
especially  the  anxiety  over  our  patients,  that  surgical  work  to-day 
is  one  of  the  most  satisfactory  of  professions,  and  is  rapidly 
coming  to  what  might  be  called  on  exact  science. 

It  is  not  my  purpose  to  deal  with  the  many  minute  details  of 
asepsis  as  applied  to  surgery,  but  rather  to  invite  attention  to  some 
inconsistencies  which  seem  to  exist,  and  plead  for  a  more  uniform 
and  consistent  standard,  for,  in  the  words  of  that  great  master, 
Professor  Kocher  (Kocher's  Operations  Lehrer,  Fifth  Edition), 
"Alle  Kunst  des  Chirugen  ist  umsonst  wo  die  Infection  nicht 
ansgeschlossen  ist."  (i\ll  the  art  of  the  surgeon  is  in  vain  if  the 
infection  is  not  prevented  from  gaining  entrance.) 

It  has  been  my  experience  in  observing  the  work,  and  noting 
the  percentage  of  mortality  among  surgeons  of  experience  and 
equal  grade  of  standard  in  surgical  ability,  that  there  exists  among 
them  a  difference  in  mortality  rate  and  morbidity  rate  which,  con- 
sidering the  fact  that  these  men  are  equally  gifted  in  surgical 
skill  and  judgment,  must  be  due  to  consistent  and  thorough 
aseptic  technique  upon  the  one  hand  and  less  skilled  and  incon- 
sistent technique  on  the  other.    How  often  do  we  hear  of  certain 

'Read  at  the  twentieth  annual  meeting  of  the  American  Association 
of  Obstetricians  and  Gynecologists,  held  at  Detroit,  September  17-19.  IQ07- 
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careful  and  painstaking  surgeons  having  a  run  of  from  ioo  to 
300  operations  without  mortality,  such  as  Duhrssen  with  his  267 
abdominal  and  500  gynecological  operations  without  a  death, 
Kocher  with  from  300  to  500  thyroidectomies  without  either  loss 
of  life  or  failure  in  obtaining  primary  wound  healing,  Moynihan, 
the  Mayos,  and  others  with  their  long  series  of  stomach,  intesti- 
nal, and  gall-bladder  cases  without  unfortunate  results,  or  the 
work  of  Jacobs,  Kelly,  and  Robb  in  the  gynecological  field!  On 
the  other  hand,  equally  good  surgeons  in  every  respect,  except 
in  aseptic  technique,  will  have  two,  three,  five,  or  greater  per- 
centage of  mortality  in  similar  lines  of  work. 

I  have  long  believed  that  this  difference  constitutes  the  differ- 
ence between  consistent  and  inconsistent  asepsis.  In  making  this 
criticism  I  would  not  underrate  or  minimize  the  great  necessity 
for  speedy  and  rapid  surgical  work  in  the  interest  of  the  patient, 
for,  next  to  careful  asepsis,  speedy  work,  coupled  with  thorough- 
ness, has  done  more  to  lessen  mortality  than  any  one  other  thing, 
and  I  believe  that  all  operative  work  should  be,  in  the  interest  of 
the'patient,  conducted  as  speedily  as  is  possible,  consistent  with 
efficient  and  careful  surgery.  An  operator  should  always  en- 
deavor to  be  speedy,  but  never  hasty  or  careless.  Speed  should 
be  the  achievement,  not  the  aim,  of  the  operator,  and  is  only 
obtained  after  years  of  experience  in  the  operating  room,  and 
that  coupled  with  an  intimate  and  perfect  knowledge  of  anatomy. 

Can  there  be  anything  more  lamentable  or  associated  with 
greater  risk  to  the  patient  than  an  unskilled,  inexperienced  oper- 
ator endeavoring  to  perform  operations  with  the  same  speed  as 
one  who  has  had  years  of  experience  and  training?  Neither 
would  I  underrate  those  great  studies  with  reference  to  the  re- 
sistance to  infection,  such  as  phagocytosis,  and  the  like,  which 
have  done  so  much  for  us  in  our  knowledge  of  how  to  handle 
already  infected  cases,  but  I  contend  that  in  all  clean  and  unin- 
fected cases,  as  well  as  those  already  infected,  we  should  be  so 
consistent  in  our  asepsis  that  the  former  group  of  cases  will  not  be 
compelled  to  depend  upon  their  leukocyte's  for  their  recovery, 
and  in  the  latter  class  of  cases  a  new  element  of  danger  in  the 
form  of  a  mixed  infection  will  not  be  introduced. 

I  also  contend  that  a  surgeon  should  so  perfect  his  work  that 
he  would  be  able  to  perform  it  equally  as  well  amidst  the  primi- 
tive and  uncertain  surroundings  of  a  country  farmhouse  or  city 
tenement,  as  he  would  be  surrounded  by  the  equipment  of  the 
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operating  room  of  his  hospital;  for,  as  we  begin  to  realize  more 
and  more  the  great  danger  in  contact  infection,  and  the  mini- 
mal danger  of  air  infection,  so  do  we  have  less  regard  for  the 
environment  of  marble  and  mosaic  and  more  regard  for  the 
things  which  come  into  direct  contact  with  the  wound;  and  so 
does  it  become  incumbent  upon  any  surgeon  who  does  work  at 
various  places  distant  from  his  own  operating  room  to  perfect  a 
technique  for  that  work  which  shall  be  as  consistent  and  thorough 
as  the  technique  at  his  hospital.  To  do  this,  however,  he  must 
develop  a  systematic  plan  and  use  his  general  hospital,  or,  better 
yet,  his  own  well-governed  private  hospital,  as  a  starting  point, 
having  there  everything  required  for  the  operation  thoroughly 
and  freshly  sterilized,  packed  in  cases,  lined  by  sterile  sheet,  and 
so  arranged  as  to  be  dustproof  when  closed.  All  this  should  be 
done  by  a  competent  nurse,  whose  duty  it  is  to  not  only  see  that 
all  materials  for  the  operation  are  properly  prepared,  sterilized, 
and  packed,  but  who  shall  go  along  to  the  place  of  operation  and 
attend  to  the  unpacking  and  placing  of  ail  instruments  and  ma- 
terials. Such  a  nurse  easily  becomes  your  first,  and  often  only  as- 
sistant, except  the  anesthetizer,  at  such  operations,  and  should 
be  one  who  has  had  years  of  experience  in  surgical  work  and  sur- 
gical asepsis.  If  she  is  conscientious  and  honest,  her  services 
become  invaluable,  and  she  is  more  consistent  in  the  aseptic  meas- 
ures than  a  male  surgical  assistant,  who  may  be  thinking  more 
about  the  diagnosis  and  operative  technique  than  about  the  asep- 
tic technique  and  how  to  transform  the  ordinary  kitchen,  parlor, 
or  bedroom  into  a  safe  and  convenient  operating  room. 

To  my  mind  nothing  is  more  inconsistent  than  to  see  a  surgeon 
operating  at  a  distance  with  materials  prepared  and  packed  by 
some  dealer  in  surgical  supplies,  or  by  the  force  in  some  hospital, 
who  have  no  further  interest  in  the  case  than  merely  getting  the 
equipment  ready.  In  my  own  work  the  question  of  all  assistants 
is  eliminated  as  much  as  is  consistent  with  doing  proper  surgery, 
for  I  believe  that  each  additional  assistant  is  a  potential  source 
of  infection ;  hence,  to  do  the  best  and  cleanest  work,  these  assist- 
ants should  not  be  frequently  changed,  but  should  remain  with 
the  operator  for  years.  Here  again  is  the  well-trained  nurse  a 
better  assistant,  for  it  is  possible  to  retain  her  services  over  many 
years ;  whereas  the  young  surgeon  with  ambition  will  only  serve 
as  an  assistant  for  a  moderate  period  before  he  becomes  restless 
and  anxious  to  start  out  for  himself. 
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The  surgeon  who  occupies  a  position  as  a  teacher  or  instructor 
in  a  medical  school  connected  with  a  hospital  where  medical  stu- 
dents are  instructed  in  surgery,  cannot  be  as  consistent  in  his 
asepsis  as  the  one  who  has  no  such  position,  from  the  fact  that  he 
must  needs,  for  the  sake  of  instruction,  have  a  constantly  chang- 
ing force  of  assistants,  and  no  sooner  does  he  get  one  force  thor- 
oughly competent  than  he  is  compelled  to  relinquish  them  for  the 
sake  of  teaching  others.  As  we  observe  the  work  of  those  sur- 
geons who  have  the  least  amount  of  mortality  or  morbidity  from 
infection,  we  are  impressed  with  the  fact  that  they  are  men  who 
do  their  work  with  as  little  change  of  assistants  as  is  possible, 
and  who  work  in  institutions  where  there  is  none,  or  only  a  mod- 
erate amount  of  teaching,  and  who  have,  by  reason  of  owning  or 
controlling  the  institution,  absolute  domination  over  the  operating 
room. 

As  a  proof  of  this  assertion  I  would  refer  to  the  work  of  Dr. 
Price  of  Philadelphia  and  that  of  the  Mayos,  the  latter  men 
working  as  they  do  with  trained  sisters,  who  have  been  with  them 
for  years  as  assistants,  and  trained  nurses  as  anesthetizers  who 
have  become  so  proficient  by  long  experience  that  their  equal  is 
hardly  to  be  found  in  the  medical  profession.  This,  to  my  mind, 
constitutes  one  of  the  great  reasons  why  these  men  can  give  us 
such  long,  uninterrupted  series  of  operations,  unbroken  by  death 
or  infection. 

On  the  other  hand,  how  impossible  it  is  for  the  surgeon  who 
has  a  frequently  changing  force  of  assistants,  who  is  in  control 
of  the  operating  room  at  certain  hours  only,  and  knows  little  of 
the  amount  of  infection  that  has  been  distributed  throughout  that 
room  during  the  preceding  hour,  to  be  able  to  do  as  consistent 
aseptic  work.  The  wonder  is  that  they  do  not  have  more  sepsis 
than  they  do,  and  it  is  not  infrequently  that  we  hear  of  some 
patient  being  operated  on  at  some  such  institution  for  a  condition 
in  which  no  infection  exists,  and  in  a  few  days  the  news  of  the 
death  comes  to  relatives  and  friends,  who  are  told  that  it  could 
not  have  been  prevented,  as  "blood  poisoning  set  in,"  whereas  we 
know  that  blood  poisoning  did  not  "set  in."  but  was  put  in  at  the 
time  of  the  operation. 

Consistent  asepsis  demands,  to  my  mind,  the  necessity  of 
always  wearing  sterile  rubber  gloves  during  the  performance  of 
operations,  the  ease  with  which  one  becomes  accustomed  to  them 
being  marvelous  :  even  that  diminished  sense  of  touch,  which  first 
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exists,  seems  to  be  dissipated  in  time.  Great  care  should  be  exer- 
cised that  no  glove  with  a  rent  or  hole  in  it  be  worn,  for  I  am 
afraid  that  the  necessary  expense  of  gloves  renders  it  probable 
that  at  times  they  are  worn  long  after  their  usefulness  has  passed 
and  after  they  have  become  an  absolute  source  of  danger.  But 
important  as  the  question  of  wearing  rubber  gloves  during  oper- 
ations is,  I  believe  that  it  is  equally,  if  not  more  important  that 
every  operating  surgeon  should  protect  his  hands  from  coming 
in  contact  with  infectious  material  between  operations  by  the 
use  of  thin  rubber  gloves  when  making  all  examinations  of  in- 
fected wounds,  post-mortem  examinations,  dressings,  and  in  ex- 
aminations of  vagina,  rectum,  and  throat.  By  so  doing  we,  to  a 
very  great  extent,  eliminate  the  danger  of  our  hands  becoming 
contaminated  with  other  organisms  than  the  staphylococcus  albus, 
their  usual  inhabitant,  the  latter  according  to  some  excellent 
authorities  (Kocher,  Lomz,  Flock)  having  very  little  pathogenic 
importance. 

Certain  it  is  that  the  pathogenic  organisms  which  are  implanted 
upon  our  skin  and  rubbed  or  pressed  into  the  ducts  of  sweat 
glands  and  about  the  hair  bulbs  at  the  time  of  examinations  of 
infected  areas  are  the  most  important  source  of  danger ;  hence 
the  necessity  of  wearing  rubber  gloves  between  operations  to  pro- 
tect the  hands  from  becoming  contaminated  by  such  virulent 
organisms — that  is,  as  far  as  is  possible — and  this  is  to  my  mind 
the  most  essential  secret  of  hand  sterilization.  And  in  conjunc- 
tion I  would  strongly  advise  the  careful  and  painstaking  care  of 
the  hands  by  washing,  scrubbing,  and  care  of  the  nails  upon  the 
evening  prior  to  the  day  of  operation,  as  well  as  before  operating, 
and  to  my  mind  the  use  of  all  nail  cleaners,  such  as  orange-wood 
sticks,  and  the  like,  are  evidences  of  dirty  conditions,  for  anyone 
doing  surgery,  or  assisting  at  surgical  work,  should  wear  close- 
cropped  nails  incapable  of  harboring  dirt  beneath  them. 

Hands  should  be  scrubbed  with  brush,  soap,  and  running  water 
until  they  are  clean,  and  not  until  the  hands  upon  a  clock  have 
measured  off  a  certain  portion  of  time.  This  plan,  followed  by  a 
careful  scrubbing  with  a  65  or  70  per  cent,  alcohol,  the 
latter  being  carefully  worked  into  every  portion  of  skin  and 
allowed  sufficient  time  to  get  into  the  sweat  glands  and  hair 
bulbs,  affords  an  efficient  sterilization,  which  can  be  followed  by 
other  antiseptic  solutions  if  so  desired  by  the  surgeon. 

The    foregoing    precautions    constitute    proper    prevention    of 
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infection  from  the  hands  of  the  surgeon.  I  wish  we  could  do  as 
well  in  sterilizing  the  skin  of  the  patient,  for  here  exists  the  weak 
point  in  operative  work,  as  it  does  not  appear  that  any  of  the  pro- 
tective tissues  which  have  been  devised  have  come  into  any  very 
uniform  or  practical  use.  Nevertheless,  after  a  thorough  cleans- 
ing and  sterilization  of  the  patient's  skin,  great  care  can  be  exer- 
cised in  limiting  the  amount  of  skin  exposed  and  in  keeping  the 
wound  edges  covered  with  gauze;  also  in  being  careful  to  avoid 
using  the  same  knife  that  has  been  used  for  skin  incision  for  any 
cf  the  deeper  work,  or  to  allow  ligatures  or  sutures  to  come  in 
contact  with  exposed  skin.  In  these  ways  it  is  possible  to  limit 
and  almost  overcome  the  danger  of  implanting  infection  from 
the  skin  to  the  deeper  layers. 

One  very  common  cause  of  danger  consists  in  improper  man- 
agement of  sterilizers  by  those  who  do  not  thoroughly  appreciate 
the  necessity  of  packing  the  instrument  so  as  to  permit  a  proper 
penetration  of  the  steam  to  all  of  the  contained  packages.  Cer- 
tainly we  cannot  expect  proper  results  unless  the  instrument  has  a 
proper  amount  of  space  for  steam  between  the  packages  of 
dressings  and  other  articles  which  it  contains.  It  is  important 
that  we  should  use  freshly  sterilized  goods,  direct  from  sterilizer 
to  operation,  and  in  this  way  prevent  the  possible  evil  conse- 
quences from  contamination  during  an  interval  between  the  time 
of  sterilization  and  the  time  of  use.  When  possible,  fractional 
sterilization  should  be  practised,  but  this  is  not  always  necessary. 
Yet  in  my  own  work  we  always  sterilize  twice  the  gauze,  sponges, 
dressings,  towels,  and  the  like,  which  are  to  be  used  upon  clean 
abdominal,  pelvic,  or  joint  cases,  and  we  have  never  had  occa- 
sion to  regret  the  moderate  increased  amount  of  work  that  this 
occasions. 

The  question  of  sterile  ligature  and  suture  material  is  one  of 
vital  importance,  and  should  be  controlled  entirely  by  frequent 
bacteriological  examination  of  the  materials  we  are  using.  For 
the  past  two  years  I  have  used  the  iodine  catgut  (Bartlett  process) 
in  all  cases  where  infection  exists  at  the  time  of  operation,  but  I 
much  prefer  in  all  clean  cases  to  use  silk  or  linen,  knowing  as  I 
do  that  there  can  be  no  question  of  its  sterility,  that  being  pro- 
vided for  by  steam  sterilization  just  prior  to  the  operation,  and  I 
have  never  had  occasion  to  regret  using  linen  or  silk  in  all  of  my 
clean  work;  but  in  using  it  T  am  very  careful  to  avoid  drawing  it 
through  hands  that  are  not  thoroughly  gloved,  lest  by  doing  so 
it  becomes  infected. 
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In  closing  wounds  great  care  should  be  exercised  to  properly 
approximate  tissues  of  a  similar  character  and  avoid  dead  spaces 
which  might  later  become  the  seat  of  infection,  using  a  strong 
but  light  subcutaneous  silver  suture  wire  for  approximating  the 
skin  edges.  In  all  cases  where  there  is  any  subcutaneous  oozing, 
or  where  it  is  impossible  to  be  assured  that  all  dead  spaces  are 
eliminated,  a  small  Kocher  glass  drain  is  slipped  between  the 
edges  of  the  closed  wound  and  removed  the  following  day,  for  to 
get  primary  union  and  freedom  from  infection  it  is  necessary  to 
have  well  coapted,  clean,  and  dry  wounds.  All  of  these  details 
require  time  and  perseverance  upon  the  part  of  the  operator, 
but  they  constitute  more  complete  aseptic  technique,  and  if  coupied 
with  painstaking  and  thorough  surgical  work  it  will  bring  to  each 
one  of  us  a  consciousness  of  having  done  our  part  well,  and  we 
will  be  rewarded  by  a  very  low,  perhaps  only  fractional,  mortality 
and  an  easy  and  uninterrupted  convalescence  on  the  part  of  our 
patients. 
295  Mill  Street. 
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Until  comparatively  recently  the  term  deciduoma  malignum 
was  used  to  designate  all  malignant  neoplasms  originating  at  the 
placental  site,  but  since  the  investigations  of  Sanger,  Marchand, 
Teacher,  and  others,  we  know  that  some  of  these  growths  are 
carcinomatous,  some  sarcomatous,  and  some,  perhaps,  a  mixture 
of  both.  Hence  it  would  serve  better  to  name  each  specimen  ac- 
cording to  the  microscopical  findings.  Inquiry  into  the  exact 
nature  of  these  tumors  is,  however,  more  interesting  than  profi- 
table. The  important  thing  is  to  be  able  to  recognize  early  the 
malignant  nature  of  the  trouble,  when  a  complete  hysterectomy 
will  offer  the  patient  a  good  chance  for  permanent  recovery.    An 
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important  fact  to  be  remembered  is  that  metastases  occur  equally 
early  in  all  types  of  the  disease  via  the  bloodvessels.  This  fact 
emphasizes  the  especial  importance,  in  this  class  of  malignant 
neoplasms,  of  making  every  endeavor,  by  means  of  clamps,  liga- 
tures, and  a  minimum  amount  of  handling  of  the  tumor,  to  pre- 
vent dissemination  of  the  cells  by  the  veins  during  the  operation. 
It  is  a  well-known  fact  that  not  infrequently  microscopists 
disagree  as  to  the  malignancy  or  nonmalignancv  of  a  neoplasm, 
each  basing  his  opinion  on  an  examination  of  the  same  specimen. 
It  is  also  well  known  that  specimens  removed  for  examination 
prior  to  operation  may  fail  to  show  malignancy,  when  specimens 


Fig.    i. — Section   Made  Through   Center  of  Uterine  Wall   Showing  Infil- 
tration of  Muscle. 


from  other  areas  leave  no  doubt  as  to  the  malignant  nature  of  the 
growth.  Histologically,  all  chorioepithelial  proliferations  are 
malignant;  hence,  a  prognostic  valuation  of  the  microscopic  pic- 
ture is  at  present  impossible.1  These  facts,  taken  together  with 
the  further  one,  that  the  disease  under  consideration  may  get 
beyond  all  hope  of  cure  within  a  few  weeks,  warrant  the  state- 
ment that  too  much  importance  may  be  attached  to  the  micro- 
scopic findings,  and  that,  in  case  the  clinical  signs  point  strongly 
toward  malignancy,  hysterectomy  should  be  performed,  even 
though  the  microscopic  findings  are  negative. 
It  may  be  true  that  the  following  of  this  advice  may  result  in  a 
^chmauch,  "Surgery,  Gynecology,  and  Obstetrics,  Sept.,   1907. 
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few  women  being  unnecessarily  deprived  of  their  uteri  and  ap- 
pendages, but  is  not  this  better  than  that  one  should  die  as  a  result 
of  delay  in  diagnosis  and  operation  ?  The  following  case  is  here- 
with reported  as  illustrating  some  of  the  foregoing  points  and  as 
the  basis  of  some  further  remarks. 

Mrs.  L.  R.,  age  40,  married,  four  children,  consulted  me  March 
23>  I9°7-  complaining  of  pelvic  distress  and  great  loss  of  strength. 
She  was  quite  anemic.  Menstrual  periods  had  been  regular,  the 
last  occurring  one  week  before  her  visit  to  me.  This  period  was 
peculiar,  in  that  it  came  on  with  "a  gush  of  blood-stained  water," 
but  in  all  other  respects  was  normal.     Her  physician,  Dr.  L.  P. 


Fig-    2. — Section    Through    Uterine    Wall    Showing    Invasion    of    Muscle 

by   Cells. 


Drayer,  had  noted  a  tumor  in  the  hypogastrium,  and  had  referred 
her  to  me.  On  examination  I  found  the  uterus  as  large  as  my 
fist,  quite  soft,  and  tender  to  pressure.  There  was  no  vaginal 
discharge.  I  could  not  satisfy  myself  as  to  the  diagnosis,  and 
sent  the  patient  home  with  the  request  that  she  report  again  in 
a  week.  This  she  did  with  the  report  that  the  pelvic  distress  and 
weakness  were  greater.  On  examination  it  was  also  found  that  the 
uterus  had  perceptibly  increased  in  size,  and  that  the  anemia  was 
more  pronounced.    There  were  no  new  developments. 

The  patient  was  sent  to  Hope  Hospital.  March  31,  1907,  where 
the  following  record  was  made :    "Family  history,  negative.    Has 
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had  all  children's  diseases,  and  six  years  ago  had  quite  a  serious 
illness  of  which  she  does  not  know  the  nature.  Has  had  pain  in 
left  pelvic  region  for  six  years.  Since  last  June  this  has  been 
severe.  'Noticed  a  tumor'  in  the  region  of  the  uterus  'about  a 
year  ago,  which  has  grown  considerably  in  the  last  few  weeks.' 
Complains  of  pelvic  pain  in  left  side,  and  weakness."  Examina- 
tion :  "Anemic.  There  is  a  grumous  vaginal  discharge  which 
came  on  a  few  hours  after  she  reached  the  hospital.  The  uterus 
is  as  large  as  a  large  fist,  and  perceptibly  larger  than  when  I 
first  examined  her,  a  week  ago.  The  os  is  not  open,  the  cervix 
not  soft,  and  there  are  no  uterine  contractions."  During  the  two 
days  prior  to  the  operation  the  pulse  ranged  from  80  to  94,  and 


Fig.    3. — Section    through    tumor. 

was  soft  and  weak.  Temperature  normal.  On  April  2  (two 
days  after  entering  the  hospital  and  ten  days  after  she  first  con- 
sulted me)  I  carefully  removed  a  fragment  from  the  uterine 
cavity  with  the  curet,  under  ether  anesthesia.  The  specimen  re- 
moved was  as  large  as  the  tip  of  my  index  finger,  reddish,  and 
semitranslucent. 

The  specimen  was  given  to  Dr.  Rhamy  for  microscopic  exami- 
nation, the  patient  taken  back  to  her  room,  and  another  brought 
in  for  operation  while  awaiting  Dr.  R.'s  report.  The  specimen 
was  reported  as  malignant  and  probably  "lymphendothelioma." 
Accordingly,  the  patient  was  returned  to  the  operating  room  and 
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the  uterus  and  appendages  were  removed  by  the  abdominal  route. 
The  peritoneum  was  closed  over  the  vagina.  The  abdominal 
wound  was  closed  in  the  usual  way  and  a  gauze  drain  placed  in 
the  vagina.  The  patient  made  an  uninterrupted  recovery,  was 
discharged  April  28,  1907,  and  remains  well  to  date. 

An  examination  of  the  uterus  after  its  removal  showed  it  to 
contain  two  amniotic  sacs,  one  of  which  was  separated  from  the 
uterine  wall,  the  other  attached,  and  neither  ruptured.  The 
uterus  also  contained  a  quantity  of  material  of  the  same  appear- 
ance as  the  specimen  removed  by  the  curet.  The  uterine  walls 
were  everywhere  abnormally  thick,  soft,  and  friable,  especially 


Fig.    4. — Section    through   tumor. 

at  the  placental  site.  Dr.  Rhamy's  report  on  the  specimen  re- 
moved at  the  operation  is  as  follows :  "The  decidua  from  a  twin 
pregnancy  is  thickened,  soft,  fragile,  and  spongy,  with  areas  of 
diffuse  bloody  infiltration.  The  decidua  is  diffusely  hypertrophied, 
there  being  no  sharp  limitations  of  the  cellular  hyperplasia.  There 
is  general  infiltration  of  the  uterine  muscle  by  the  syncytial  cells 
and  cells  from  the  layer  of  Langhans.  Many  giant  and  many 
small  cells  are  seen  especially  along  the  blood  sinuses  with  the 
result  that  the  uterus  is  doughy  in  consistence.  Diagnosis,  de- 
cidua malignum,  syncytioma  malignum."  The  gross  specimen  is 
herewith  presented  for  your  examination,  together  with  photo- 
graphs of  the  microscopic  sections.     (See  Figs.  1,  2,  3,  4,  and  5.) 
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It  will  be  seen  from  the  specimen  that  I  underestimated  the  size 
of  the  uterus  at  the  examination  prior  to  operation.  The  size  has 
been  considerably  reduced  and  the  consistency  increased  by  the 
solution  in  which  it  has  been  kept.  A  couple  of  the  slides  were 
sent  to  the  Columbus  laboratory,  from  which  the  following  re- 
port came :  "We  find  no  evidence  of  syncytioma  in  these  sec- 
tions. The  superficial  area  is  composed  of  glands  and  decidua. 
This  zone  is  greatly  thickened  over  the  normal.  This  thickening 
is  due  to  glandular  proliferation  and  dilatation,  and  to  decidual 
growth.  The  decidual  and  glandular  zones  show  no  disposition 
to  invade  the  underlying  zones  in  the  areas  from  which  these  sec- 
tions were  made." 

Upon  the  receipt  of  this  report  another  slide  was  sent  to  them, 
together  with  a  history  of  the  case,  with  a  request  for  a  pathologic 
diagnosis,  and  the  following  report  was  received  from  Dr.  Evans : 
"I  cannot  find  invading  cells.  The  abundance  of  dilated  glands  is 
very  much  in  evidence.  I  do  not  think  that  the  sections  indicate 
chorioepithelioma  or  malignant  deciduoma." 

That  the  uterus  in  this  case  was  abnormally  large,  soft,  and 
friable,  there  can  be  no  question  of  doubt.  That  the  woman  was 
seriously  ill  is  equally  certain.  That  there  was  an  abnormal  glan- 
dular and  decidual  growth  both  microscopists  agree,  but  the  one 
says  that  the  trouble  is  malignant,  and  the  other  that  it  is  not 
malignant.  The  question  naturally  arises,  what  is  the  essential 
character  of  the  trouble  in  this  case?  The  hyperplasia  might  be 
caused  by  infection,  but  the  woman  was  clearly  not  septic,  and  the 
microscopic  evidence  of  an  inflammatory  process  is  entirely  want- 
ing. A  nonmalignant  glandular  and  decidual  growth  such  as 
obtained  in  this  case,  with  death  of  the  new-formed  cells  and 
autointoxication  arising  therefrom,  offers  a  possible  explanation 
for  the  symptoms  and  conditions  found,  but  such  a  combination 
of  cause  and  effect  has  not  been  described,  to  my  knowledge,  in 
medical  literature.  Personally,  I  believe  that  the  correct  diag- 
nosis in  the  case  reported  is  chorioepithelioma  malignum.  If  this 
opinion  be  correct,  the  fact  that  the  diagnosis  was  made  during 
pregnancy,  and  that  the  latter  was  of  the  twin  variety,  makes  the 
case  unusual,  if  not  unique. 

In  conclusion,  I  want  to  say  that  with  increasing  experience 
my  conviction  grows  firmer  that  the  clinical  and  macroscopic  find- 
ings in  suspcctcrl  malignancy  should  be  given  equal,  or  even 
greater    weight    than    the    microscopic    findings,    and    that    when 
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the  former  point  strongly  to  malignancy  the  patient  should  be 
given  the  benefit  of  the  doubt,  and  a  radical  operation  performed, 
even  though  the  microscopic  examination  is  negative;  for  it  is 
better  that  the  patient  live  and  the  diagnosis  remain  in  doubt 
than  that  she  die  with  the  diagnosis  decided.  A  free  and  frank 
discussion  will  be  appreciated. 
207  'West  Wayne  Street. 


AN  UNUSUALLY  LARGE  DERMOID  TUMOR  OF  THE 

OVARY.1 


BY 

WILLIAM  H.  HUMISTON,  M.D. 
Cleveland,  Ohio. 


(With  one  illustration.) 


Name,  Mrs.  G.,  Wooster,  Ohio,  age  51.  History— Married  30 
years.  Has  given  birth  to  two  children  at  term,  the  youngest  17 
years  of  age.  No  miscarriages.  Occupation,  housework.  Her 
first  menses  appeared  at  the  age  of  13  years,  occurred  regularly, 
without  pain,  and  the  duration  was  four  days.  Her  last  menstru- 
ation occurred  during  January,  1906.  She  has  had  a  slight  leu- 
corrheal  discharge  for  a  great  many  years.  General  appearance 
bad;  very  much  emaciated,  complexion  sallow.  Sleep  disturbed 
and  very  restless  for  past  six  weeks.  Appetite  and  digestion 
poor.    Bowels  constipated ;  urination  frequent,  but  painless. 

She  was  referred  to  me,  and  came  complaining  of  the  follow- 
ing symptoms :  General  distress  and  weakness  from  a  large 
growth  in  abdomen,  which  she  first  noticed  seven  years  ago  in 
left  side,  where  a  mass  could  be  felt.  The  pain  was  intermittent, 
but  the  growth  steadily  increased  until  the  abdomen  was  much 
larger  than  pregnancy  at  term,  when  she  entered  St.  Vincent's 
Hospital.  Obstinate  constipation,  pain  in  right  side  extending 
down  into  pelvis,  backache,  and  vomiting  frequently  after  par- 
taking of  food,  are  the  prominent  symptoms. 

As  before  stated,  the  patient  first  noticed  the  growth  seven 
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years  ago,  but  did  not  pay  any  attention  to  it,  until  two  years  ago 
a  physician  was  called,  who  advised  immediate  operation.  This 
was  refused.     Her  general  previous  history  is  good. 

Family  history. — Mother  died  from  cancer  of  stomach  at  age 
of  62 ;  father  of  old  age ;  two  sisters  and  four  brothers  living  and 
in  good  health. 

The  physical  examination  of  pelvis  and  abdomen  revealed  a 
partial  tear  of  the  perineum,  vagina  roomy,  the  cervix  could 
barely  be  touched  with  the  finger,  and  all  the  vaginal  vaults  were 
free  from  encroachments.    The  uterus  and  appendages  seemed  to 


Dermoid  Cyst  of  Ovary.     Weight  31  lbs.      Large  ventral   hernia  with 

erosion   of   skin. 

be  lifted  out  of  the  pelvis  by  the  large,  fluctuating  elastic  growth 
that  reached  from  the  pubes  to  the  ensiform  cartilage.  The  flanks 
were  resonant.  Dulness  over  distended  abdomen  was  general.  A 
ventral  hernia  as  large  as  an  orange,  with  an  eroded  spot,  the  size 
of  an  almond  nut,  was  observed.  Temperature,  99  2-50  ;  pulse,  90. 
Blood  examination. — Reds,  4,300,000;  whites,  20,600;  hemo- 
globin, 50  per  cent,  to  60  per  cent.  Urinary  analysis — Color, 
brown;  sp.  grav.,  1,020;  reaction,  acid;  albumin,  slight  amount. 
Sugar — Epithelium,  few.  Leukocytes,  few.  Diazo — Phosphates 
amorphous,  and  bile.    Casts,  granular,  and  hyaline,  many. 
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Diagnosis. — The  symptoms  in  this  case,  together  with  the  his- 
tory and  examination  rendered  the  diagnosis  of  ovarian  cyst  with 
suppurating  contents,  quite  probable,  hence  operation  was  ad- 
vised. This  was  readily  consented  to  by  the  patient  and  family. 
She  was  as  anxious  now  to  have  it  done  as  she  was  decided  in 
her  opposition  to  it  for  many  years,  owing  to  the  serious  illness  of 
her  son  with  chronic  Bright's  disease,  who  she  said  needed  her 
care  and  attention. 

Operation,  October  31.  2  p.m.  Ether  anesthesia  for  one  hour, 
10  ounces  being  used,  drop  method.  As  soon  as  patient  was 
placed  on  the  table  the  submammary  injection  of  normal  sterile 
saline  solution  was  begun  and  kept  up  until  two  liters  had  been 
introduced.  Incision  in  median  line  between  ventral  hernia  and 
pubes.  Adherent  omentum  in  hernial  sac  was  freed,  ligated,  and 
cut.  Trocar  inserted  into  cyst,  which  had  a  thick  wall.  The  con- 
tents was  cream-colored,  and  pea  soup  in  consistency.  The  in- 
cision was  enlarged  and  the  hernial  sac  removed  by  an  oval  in- 
cision. The  tumor  and  the  remaining  contents  were  delivered 
and  found  to  contain  four  balls  of  hair  and  several  collections  of 
teeth.  It  was  found  to  arise  from  the  right  ovary,  and  the  sac 
was  closely  adherent  to  the  side  of  the  enlarged  uterus  to  the 
fundus.  Supravaginal  amputation  of  the  uterus  was  made  and 
the  tumor  sac  and  uterus  removed  together. 

A  malignant  looking  mass,  the  size  and  shape  of  a  turkey  egg, 
was  found  in  the  colon,  at  the  junction  of  the  sigmoid  and  rec- 
tum, with  considerable  fecal  accumulation  above,  that  could  not 
be  forced  through  with  moderate  pressure.  Another  mass,  equally 
large,  was  found  in  the  ileum  to  right  of  median  line,  also  the 
third  one,  on  lower  border  of  liver.  It  was  not  deemed  advisable 
to  prolong  the  operation  under  existing  conditions,  and  the  cervix 
was  closed,  and  over  this  the  peritoneal  edges  were  united,  leaving 
the  pelvis  entirely  free  from  raw  surfaces.  The  abdomen  was 
flushed  freely,  four  liters  of  saline  solution  being  left  in  the  ab- 
dominal cavity,  and  the  incision  closed.  Patient  left  the  table  in 
good  condition.  Color  of  mucous  membranes,  red ;  pulse  and 
respiration  good. 

She  had  a  good  night ;  no  vomiting  and  free  excretion  of  urine, 
which  contained  albumin  and  many  granular-hyaline  casts.  Pulse 
and  temperature  next  morning,  960  and  99,  respectively.  Com- 
plained only  of  a  moderate  amount  of  pain,  and  stomach  retaining 
water,  frequently  given  in  small  quantities.    About  noon  the  nurse 
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noticed  the  pulse  growing  weaker.  In  spite  of  special  heart  tonics 
and  stimulants  administered  hypodermatically,  the  patient  expired 
at  4  p.m.,  twenty-four  hours  after  operation.  There  was  no  change 
in  temperature  and  no  symptoms  of  hemorrhage.  Autopsy  was 
not  permitted. 

This  dermoid  tumor  is  unusual  as  to  size,  but  very  few  having 
been  reported  as  large.  In  looking  up  the  subject,  but  three  were 
found  giving  exact  weight. 

Corealiagant  in  Review  de  Normandy  reports  a  dermoid  cyst 
weighing  50  kilos — no  pounds. 

Keith,  1896,  one  weighing  100  pounds. 

Ullman,  Wiener  Med.  Press,  35  pounds. 

pathological  report  by  dr.  j.  h.  hewett,  pathologist  to  st. 
Vincent's  hospital. 

Mrs.  C,  age  51.     Dr.  Humiston. 

October  31,  1906. 

Pathological  No.  825. 

Clinical  Diagnosis. — Ovarian  cyst;  suppurating  contents. 

Pathological  Diagnosis. — Malignant  dermoid  cyst  of  the  ovary ; 
carcinoma  with  metastases  into  the  uterus. 

The  specimen  consists  of  a  uterus  and  an  attached  cyst  sac. 
The  uterus  is  irregular  in  shape,  being  considerably  larger  on 
the  right  side  than  on  the  left,  and  its  surface  is  somewhat  nodular 
in  appearance.  Its  consistency  is,  in  general,  firm,  but  on  its  sur- 
face, appearing  as  white,  round,  discrete,  and  confluent  points, 
measuring  from  1  to  3  mm.  in  diameter,  are  numerous  areas  that 
are  soft  and  slightly  fluctuating.  A  section  over  one  of  these 
small  areas  shows  it  to  be  a  small  cavity  filled  with  white,  necrotic, 
creamy  material. 

The  uterine  wall  measures  2.5  cm.  in  thickness.  The  mucous 
membrane  is  of  a  grayish  white  color.  Extending  from  the  top 
of  the  fundus  and  the  lower  portion  of  the  cervix  are  polypus 
growths  about  1  cm.  in  length ;  otherwise  the  mucous  surface  is 
fairly  smooth.  The  left  tube  measures  8.5  cm.  in  length.  The 
mucous  membrane  appears  normal.  On  the  posterior  surface  of 
the  tube  are  two  small,  irregular-shaped,  translucent  bodies,  sit- 
uated near  the  fimbria. 

The  left  ovary  measures  2XIX.5  cm.  Its  surface  is  of  a  white 
color,  markedly  contracted  and  furrowed.  It  is  very  firm  in  con- 
sistency, and  on  section  is  seen  to  be  very  sclerotic  and  slightly 
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cystic.  The  left  tube  is  obliterated  and  its  course  can,  with  some 
difficulty,  be  made  out  as  a  dense  fibrous  cord.  Arising  from  the 
lateral  and  posterior  surface  of  the  uterus,  and  adherent  to  it  by 
dense  fibrous  adhesions,  is  a  large  sac,  32  cm.  in  diameter.  In  the 
adhesions,  and  on  its  surface  nearest  to  the  uterus,  are  several 
round,  white  areas,  like  those  described  on  the  surface  of  the 
uterus. 

The  external  surface  of  the  cyst  sac  is,  for  the  most  part, 
smooth,  but  in  certain  places  it  has  a  very  contracted  and  shriv- 
eled appearance.  A  few  clear,  translucent  cysts  may  be  seen 
in  the  wall.  The  thickness  of  the  cyst  wall  varies  from  1  to  5 
mm.  The  inner  surface  of  this  wall  is  thrown  into  numerous 
folds.  These  are  of  a  diffuse  red  color  and  show  numerous  hem- 
orrhagic points.  In  the  lower  part  over  the  portion  attached  to 
the  uterus  is  an  area  about  5.5  cm.  in  diameter,  surrounded  by 
an  elevated  ring  of  tissue.  Over  this  area  there  are  several  scales 
of  bone  and  small  pieces  of  cartilaginous  tissue.  A  few  centi- 
meters above  this  area  is  another  fringe  of  tissue,  from  which 
numerous  hairs  are  growing,  and  in  it  may  be  felt  a  piece  of 
bone  about  3  cm.  in  length.  On  this  bone  is  a  cluster  of  three 
teeth,  two  bicuspids,  and  one  canine. 

The  cyst  with  its  contents  weighed  27  pounds,  without  the  es- 
caped fluid  which  was  soaked  up  in  sponges,  and  was  estimated  to 
weigh  4  to  5  pounds.  Its  contents  consisted  of  6  to  7  liters  of  light 
grayish-green,  creamy  fluid.  A  piece  of  bone  4  cm.  in  length, 
containing  a  cluster  of  five  teeth  (three  molars,  one  bicuspid,  and 
a  wisdom  tooth),  a  single  canine  tooth,  a  molar  and  bicuspid 
tooth  bound  together,  a  large  amount  of  hair  that  was  rolled  up 
into  four  balls,  were  removed,  together  with,  and  in  addition  to, 
the  fluid. 

Microscopical  Examination. — The  fluid  from  the  cyst  showed 
it  to  consist  of  fat  droplets,  flat,  epithelial  cells,  broken-down 
cells,  red  blood  cells  and  a  few  leukocytes. 

Cyst  wall  measures  about  4  mm.  in  thickness,  and  is  seen  to 
be  made  up  of  from  two  to  four  separate  layers  of  about  the 
same  thickness,  respectively.  The  inner  layers  are  made  up  of 
connective  tissue  that  has  undergone  hyaline  necrosis,  and  has 
completely  lost  all  the  nuclei.  The  outermost  layer  in  its  outer- 
most portion  shows  definite  connective  tissue  bands  with  an 
arrangement  like  that  seen  in  arteriosclerosis.  Along  the  inner 
part  of  this  layer  the  fibers  have  undergone  necrosis,  and  are 
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coarser,  and  less  numerous,  markedly  resembling  fragmentation 
myocarditis.  The  picture  here  suggests  that  the  original  tumor 
was  made  up  of  several  cysts,  but  in  the  process  of  growth  the 
present  cyst  gained  the  supremacy.  The  other  cysts  were  thus 
compressed  and  only  their  walls  left  in  the  common  wall  of  the 
exhibited  cyst. 

Hair  covered  projections  from  the  cyst  wall,  into  the  cyst 
cavity,  were  observed.  These  are  seen  to  have  a  basal  structure 
of  dense  connective  tissue.  On  the  lining  surface  is  seen  a  layer 
of  stratified  flattened  epithelium,  in  many  places  projecting  as  villi 
into  the  cavity.  There  is  little  if  any  evidence  of  infiltration  of  the 
subjacent  tissues  with  these  cells  in  the  portions  examined.  They 
are  quite  loosely  arranged.  Examination  of  other  portions  of  this 
tissue  show  it  to  be  made  up  almost  entirely  of  loose  necrotic 
material,  with  an  occasional  single  or  clump  of  round,  flat,  epi- 
thelial cells. 

Abscess  cavities  on  the  wall  of  the  uterus.  The  wall  here  is 
seen  to  be  made  of  uterine  muscle  surrounding  areas  of  flattened 
epithelial  cells,  which  are  definitely  and  unmistakably  of  a  carci- 
nomatous type.  These  cells  are  apparently  more  of  a  growth  in 
lymph  spaces  than  infiltrations  into  and  between  the  muscle  fibers. 
The  question  arises,  are  these  carcinomatous  areas  due  to  an  ex- 
tension along  the  lymph  channels  of  cells  from  the  lining  mem- 
brane of  the  cyst  sac,  or  are  they  only  the  result  of  epithelial 
anlage  in  the  uterine  wall.  At  present  I  think  we  are  not  able 
to  definitely  say  which  is  the  case.  By  taking  sections  from  suc- 
cessive portions  connecting  the  uterus  and  the  cyst,  an  effort  is  to 
be  made  to  determine  this  point.  The  fact  that  these  carcinoma- 
tous areas  are  all  confined  to  the  upper  portion  of  the  uterus  and 
to  the  same  side  as  the  cyst,  and  occur  also  in  the  adhesions 
between  the  cyst  and  uterus,  somewhat  favors  the  first  view. 
Still,  it  is  possible  that  invasive  growth  may  have  taken  place  from 
the  uterus  toward  the  cyst  as  readily.  The  areas  were  at  first 
considered  to  be  the  result  of  a  carcinoma  of  the  cervix,  the  pic- 
ture being  so  strikingly  like  that  seen  in  carcinoma  of  the  cervix. 
But  sections  of  the  cervix  show  only  such  changes  as  are  normally 
seen  in  patients  of  this  age.  The  mucosa  of  the  fundal  portion 
of  the  uterus  is  also  of  senile  type. 

Left  tube. — Obliterated  and  represented  only  by  a  fibrous  cord. 
Left  ovary  contains  several  corpora  fibrosa,  its  stroma  is  dense  and 
firm,  its  bloodvessels  thickened  and  sclerotic. 
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HOWARD  W.  LONGYEAR,  M.D. 
Detroit,  Mich. 


(With  three  illustrations.) 


At  our  two  last  annual  meetings  I  presented  to  you  some  ideas 
regarding-  the  etiology  of  nephroptosis  and  an  operation  devised 
according  to  the  theory  described.  Since  the  last  meeting  I  have 
kept  on  with  the  work,  which  has  been  along  the  same  lines  as 
those  laid  out  in  regard  to  the  operation.  This  article  is  solelv 
to  report  progress  in  the  work. 

My  idea  in  regard  to  the  etiology  is  simply  that  the  kidney  is 
pulled  down  by  the  nephrocolic  ligament,  which  is  a  connection 
between  the  colon  and  kidney  formed  by  the  framework  of  the 
fatty  capsule  passing  down  from  the  kidney  and  being  implanted 
in  the  posterior  wall  of  the  bowel  between  the  peritoneal  reflec- 
tions. The  traction  exerted  on  the  kidney  by  a  heavy  cecum  and 
ascending  colon,  by  means  of  this  attachment,  I  believe  to  be  the 
principal  cause  of  nephroptosis,  and  that  this  theory  explains  sat- 
isfactorily the  reason  for  there  being  fifteen  nephroptoses  of  the 
right  side  to  one  of  the  left. 

Now,  in  my  operation,  I  simply  catch  up  this  mass  of  longi- 
tudinal fibers,  which  I  call  the  nephrocolic  ligament,  and  fasten 
it  to  Gerota's  capsule,  thus  slinging  up  at  once  both  bowel  and 
kidney.  The  ligament  is  simply  a  lot  of  fine  fasciculi  lying  in 
apposition,  more  or  less,  according  to  the  amount  of  fat  which  is 
within  its  meshes.  If  there  is  no  fat  it  can  be  found  and  demon- 
strated without  difficulty.  I  bunch  this  up  with  a  hook,  separate 
it  from  the  peritoneum  somewhat,  thus  forming  a  loop,  and  sew 
Gerota's  capsule,  overlapped,  through  the  loop.  This  operation 
slings  up  both  kidney  and  bowel,  but  I  believe  the  bowel  fixation 
to  be  the  most  important  feature  of  the  operation,  as  it  prevents 
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farther  traction  on  the  kidney.  Recognizing  the  fact  that  the 
enteroptosis,  to  a  greater  or  less  extent,  has  to  be  considered  in 
the  therapeusis  of  these  cases,  and  that  any  operation  which  has 


Fie.     t.    Ct\sc    T4. — Colon    in    pelvis. 


yet  been  perfected  can  onl)   deal  with  a  comparatively  small  part 
of  the  large  intestine,  I  apply  an  abdominal  supporter  to  these 
patients,  after  operation,  which  is  to  be  worn  indefinitely.     Ne 
phrocolopexy  will  raise  the  ascending  colon  and  cecum,  and  so 
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straighten  out  an  acute  angle  in  the  hepatic  flexure,  but  it  will  not 
raise  the  displaced  transverse  colon  ;  the  abdominal  supporter  must 
do  this,  and  later  an  accumulation   of  fat  will  very  materially 


Ffg  2,   Case    14. — Showing  slightly    higher    position    of    colon    after 

operation.  1 

assist  in  the  complete  cure.  Colonic  catarrh,  which  frequently 
attends  these  cases,  may  demand  post-operative  attention.  The 
surgeon  and  the  gastroenterologist  should  handle  these  condi- 
tions together. 
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A  full  cecum  pulling  down  constantly  upon  the  fatty  capsule 
pulls  the  kidney  out  of  its  position.  If  we  can  prevent  that  trac- 
tion, then  we  can  relieve  the  patient  of  the  symptoms  of  floating 


rig.  3. — View  from  back,  showing  angulation  of  colon. 


kidney.  The  kidney  itself,  weighing  but  a  few  ounces,  will  almost 
take  care  of  itself  if  we  once  take  away  that  traction.  By  sewing 
up  this  nephrocolic  ligament,  we  prevent  also  the  traction  farther 
above,  upon   the   duodenum,   where   it   is   adherent  to   the   fatty 


LONGYEAR  :     NEPHROCOLOPEXY.  84  } 

capsule,  which  we  do  not  do  when  we  sew  up  the  kidney  by  the 
old  methods,  without  also  fixing  the  fatty  capsule,  because  the 
bowel  will  still  pull  downward,  and  through  the  fatty  capsule 
displace  the  duodenum,  and  the  patient  will  continue  to  have 
dyspeptic  symptoms  and  nervous  manifestations. 

I  started  some  Roentgen-ray  work  recently,  with  the  assistance 
of  Dr.  P.  M.  Hickey  of  this  city,  examining  cases  of  nephroptosis 
for  the  purpose  of  determining  in  them  the  position  of  the  colon. 
These  patients  were  given  an  ounce  of  subnitrate  of  bismuth  in  a 
pint  of  milk  the  evening  before,  which  they  took  in  three  separate 
doses,  an  hour  apart,  beginning  at  about  seven  in  the  evening, 
and  had  the  .r-ray  made  between  nine  and  ten  o'clock  the  next 
morning.  While  I  have  only  begun  this  line  of  investigation, 
some  of  the  skiagraphs  which  I  show  you  are  very  interesting 
and  suggestive  illustrations  tending  toward  the  proof  of  the 
theory  that  the  displaced  bowel  is  the  principal  factor  in  the 
pathology,  and  that  if  we  are  to  treat  these  patients  with  suc- 
cess we  must  first  recognize  the  fact  that  the  condition  is  a  com- 
plex one,  involving  in  its  pathology  not  only  a  displaced  kidney, 
but  also  the  cecum,  and  in  many  cases  the  entire  large  intestine 
as  well,  to  a  greater  or  less  extent. 

Here  is  one  taken  of  my  fourteenth  case,  which  is  of  especial 
interest,  as  the  ^r-ray  diagnosis  was  positive,  and  was  proven  later 
by  abdominal  section.     You  will  see  the  shadow  formed  by  the 
subnitrate  of  bismuth  on  the  right  side,  which  can  be  followed 
down  into  the  pelvis.    The  bismuth  shows  the  cecum  far  down  in 
the  pelvic  cavity.     After  I  had  fixed  the  nephrocolic  ligament  in 
this  case,  in  the  manner  I  have  described,  I  opened  the  abdomen, 
for  the  reason  that  she  had  had  pain  in  the  region  of  the  right 
ovary  and  appendix— although  I  could  find  no  deformity — and 
found  the  appendix  firmly  adherent  to  the  parietal  peritoneum, 
close  to  the  internal  ring,  and  that  the  fixing  of  the  nephrocolic 
ligament  had  pulled  the  bowel  up  and  put  the  appendix  on  the 
stretch,  which  was  liberated  and  removed.    The  patient,  a  delicate 
woman,  has  gained  five  pounds  and  is  much  improved  every  way. 
Her  constipation  has  disappeared.     Another  *-ray  will  be  made 
soon  and  a  comparison  made.     (No.  2  was  made  of  this  case  since 
the  above  was  written,  and  shows  the  cecum  to  be  in  a  much 
higher  position  than  previous  to  operation.) 

We  have  found  the  best  negatives  were  made  with  the  patient 
on  the  abdomen  and  the  sensitive  plate  beneath.     The  kidneys 
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show  very  little  in  any  of  these  cases.  I  have  tried  giving  them 
methylene  blue  to  bring  them  out,  but  with  only  negative  results. 

In  one  case  in  which  we  made  an  „r-ray  the  bowel  showed  very 
clearly,  by  reason  of  gas,  with  which  it  was  distended,  so  we  in- 
flated the  bowel  in  several  cases,  but  that  method  was  not  a  suc- 
cess, so  we  had  to  go  back  to  bismuth  again. 

Here  is  a  beautiful  illustration  (No.  3)  of  a  woman  who  had  a 
right  nephroptosis.  The  illustration  shows  a  kink  or  a  very  de- 
cided angulation  of  the  transverse  with  the  descending  colon, 
where  the  transverse  and  descending  colons  lie  in  apposition  to 
each  other  for  quite  a  distance.  You  can  see  how  beautifully  it 
shows  the  bismuth  throughout  the  whole  intestine.  No  operation 
has  yet  been  made  on  this  subject,  and,  owing  to  the  principal 
deformity  showing  on  the  left  side  I  shall  expect  only  partial  relief 
of  symptoms  from  the  nephrocolopexy. 

I  have  had  trouble  after  operation,  only  of  a  trivial  character, 
and  in  but  two  cases.  Have  operated  on  fourteen  cases  since  our 
meeting  last  year,  making  a  total  of  twenty-three  by  this  method. 
Patients  have  very  little  pain  after  operation ;  they  have  some  pain 
for  the  first  twenty-four  hours,  and  for  a  month  or  two  they  will 
complain  of  some  pulling  at  the  seat  of  operation,  but  beyond 
that  there  is  very  little  trouble  of  any  kind.  One  patient,  the  one 
who  had  had  a  hysterectomy  performed  previously,  as  well  as  one 
breast  removed  by  some  other  surgeon,  did  well  until  the  seventh 
day,  when  she  developed  a  phlebitis  of  the  left  leg,  which  kept  her 
in  bed  for  three  weeks.  But  she  made  a  perfect  recovery,  with 
absolutely  no  indications  of  sepsis  in  the  wound.  Healing  of  the 
wound  was  by  first  intention,  and  the  result  was  perfect  four 
months  after  she  left  the  hospital. 

The  other  case  was  exceedingly  interesting.  The  woman  did 
well  until  the  ninth  day,  when  she  began  to  have  a  pain  located 
in  the  region  of  the  gall-bladder.  But,  on  examining  the  wound, 
which  I  had  dressed  a  few  days  before,  and  found  to  be  appar- 
ently well  healed  with  nothing  abnormal,  it  was  bulging  and  pain- 
ful, but  with  no  inflammatory  condition.  I  passed  a  probe 
through  the  cicatrix,  and  out  spurted  a  perfectly  clear,  thin 
fluid.  I  thought  probably  it  was  a  collection  of  serum,  opened 
the  wound  a  little  more,  and  was  surprised  to  find  a  large 
amount  of  fluid.  I  put  in  a  small  drainage  tube,  sealed  it  up  with 
a  lot  of  gauze,  thinking  it  would  be  well  evacuated  by  the  next 
day.     During  the  night  it  saturated  the  gauze  and  much  of  the 
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bedding.  It  had  no  odor.  By  connecting  the  drainage  tube  with 
a  bottle  it  was  found  that  she  was  passing  from  two  to  three 
pints  a  day.  The  fluid  was  sent  to  the  laboratory  and  found  to 
contain  two-tenths  of  one  per  cent.  urea.  There  was  absolutely 
nothing  else  in  the  fluid,  but  the  amount  of  urine  voided  by  the 
bladder  diminished  in  quantity  in  proportion  as  this  fluid  increased. 
The  urine  was  normal  otherwise,  and  had  been  at  the  time  of,  and 
since  the  operation.  There  had  been  no  blood  in  it,  and  there  was 
no  hemorrhage  at  the  seat  of  operation.  The  fluid  was  perfectly 
clear.  During  the  time  the  flow  continued  there  was  no  stain,  no 
urinous  odor,  or  anything  of  the  kind,  but  it  saturated  large  quan- 
tities of  dressings  daily.  She  had  a  special  nurse  to  take  care  of 
her,  and  apparently  no  sepsis  occurred  after  it  was  opened.  This 
discharge  continued  for  four  weeks,  and  at  the  end  of  that  time, 
as  it  had  become  very  slight  and  the  wound  nearly  closed,  I  let 
her  go  home.  She  sent  for  me  a  week  afterwards,  when  I  found 
the  region  of  the  wound  bulging,  opened  it  as  before,  and  there 
was  perhaps  an  ounce  of  fluid  discharged.  I  sealed  it  up  again, 
after  which  it  healed  permanently.  I  have  seen  her  several  times 
since,  and  no  further  trouble  has  ensued.  It  seems  to  me  that  it 
could  hardly  have  been  the  ureter  that  had  leaked ;  if  it  were  we 
would  have  had  normal  urine  in  the  discharge.  Probably  it  might 
have  been  from  the  cortical  substance  of  the  kidney,  which  may 
have  been  cystic  and  become  wounded. 

In  two-thirds  of  the  cases  operated  on  I  found  other  condi- 
tions, necessitating  additional  operations,  which  fact  renders 
statistical  deductions  of  doubtful  value  as  far  as  symptoms  are  con- 
cerned. 

This  much  I  can  say  in  regard  to  holding  up  the  kidney;  it  does 
not  hold  it  up  rigidly,  as  is  intended  in  the  old  operation  of  uniting 
the  kidney  to  the  muscle,  but  it  holds  it  so  that  it  is  partially 
movable,  which  I  consider  advantageous.  In  the  normal  kidney 
there  is  motion  during  respiration,  and  I  think  there  should  be. 
In  my  cases,  after  operation,  I  can  usually  feel  the  lower  pole,  or 
the  lower  half  of  the  kidney,  on  deep  inspiration.  One  symptom 
has  been  markedly  ameliorated  in  most  cases,  and  that  is  constipa- 
tion. Patients  who  had  all  manner  of  trouble  in  opening  their 
bowels  and  keeping  them  open,  have  reported  to  me  that  they 
have  not  been  obliged  since  the  operation  to  use  cathartics ;  that 
their  bowels  have  become  regular.     This,  I  believe,  is  a  valuable 
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indication  that  the  consideration  of  the  position  of  the  bowel  as  an 
etiologic  factor  is  of  primary  importance  in  this  condition. 

I  have  thus  far  operated  on  a  total  of  twenty-three  cases,  eight 
of  which  had  a  nephrocolopexy  only,  while  fifteen  had  additional 
operations  at  the  same  time.  Marked  general  improvement  is  re- 
ported in  nineteen,  slight  improvement  in  two,  and  no  improve- 
ment in  two. 
271  Woodward  Avenue. 
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OPERATION  AND  RECOVERY.1 


BY 

HERMAN  E.  HAYD,  M.D.,  M.R.C.S.  Eng., 
Buffalo,  N.  Y. 


The  tenia  echinococcus  is  a  variety  of  tapeworm  found  in  the 
dog,  and  occasionally  in  the  wolf  and  jackal,  but  very  rarely  in 
our  native  North  American  animal ;  in  fact,  only  one  authentic 
case  is  reported,  and  that  by  Curtice  of  Washington,  D.  C. 
Numerous  other  observers,  such  as  Osier  and  Clement,  Sommer, 
Stiles,  and  Hassall  of  the  Bureau  of  the  animal  industry,  have 
made  many  dissections  of  many  different  varieties  of  dogs,  and 
have  never  once  found  it.  It  is  a  tiny  cestode  four  or  five  milli- 
meters in  length,  and  consists  of  only  three  or  four  segments,  of 
which  the  terminal  one  alone  is  mature.  The  head  is  small,  and 
provided  with  four  sucking  disks,  a  rostellum,  and  a  double  row 
of  hooklets.  The  ripe  segment  contains  about  5,000  eggs.  It 
inhabits  the  upper  intestines,  and  is  seen  as  a  little,  white,  thread- 
like body,  closely  adherent  among  the  villi. 

To  the  abdominal  surgeon  it  is  of  especial  interest,  since  it 
produces  in  man  in  its  larval  stage  a  disease  which  is  termed  hyda- 
tids, and  which  is  developed  in  various  organs  of  the  body, 
especially  the  liver,  where  it  occurred  in  73.7  per  cent,  of  the 
recorded  cases.  It  also  attacks  the  lungs,  pleura,  kidneys, 
the  muscles  and  dermis,  the  brain,  the  female  genitalia,  and  the 
bones  and  eyes.  In  this  country  the  disease  is  exceedingly  rare, 
and  when  found  it  is  usually  in  the  foreign-born  individual,  but 
in  Iceland,  where  dogs  are  used  freely,  and  are  in  such  intimate 
and  constant  association  with  the  human  being,  the  disease  is  so 
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common  that  it  is  referred  to  as  the  "Liver  Plague,"  and  one  in 
every  seven  or  ten  deaths  is  due  to  it. 

In  Australia  it  is  also  very  common,  and  in  certain  parts  of 
Germany,  and  in  Winnipeg-,  in  the  Icelandic  population,  quite  a 
number  of  cases  have  been  found,  but  only  one  case  is  reported 
in  a  Canadian-born  offspring.  The  eggs  are  voided  in  large 
numbers  by  the  dog,  and  are  deposited  in  water  or  on  the  vari- 
ous vegetables  we  use  as  food,  or  they  may  be  conveyed  from 
the  body  of  the  dog  by  hands  to  mouth.  The  egg  is  swallowed 
and  gets  into  the  stomach  or  intestines,  and  there  its  surrounding 
wall  is  digested  or  dissolved  off,  the  embryo  is  freed  and  bores  its 
way  through  the  mucosa  into  a  bloodvessel,  and  is  carried  to  vari- 
ous parts  of  the  body.  Wherever  it  makes  a  connection  an  in- 
flammatory exudate  is  thrown  out  which  surrounds  the  cell,  and 
subsequently  becomes  its  protecting  envelope  or  capsule.  Inside 
of  this  capsule  the  parasite  continues  to  grow  ;  it  consists  of  two 
layers,  an  outer  lamellated  structure  called  the  cuticula,  and  an 
inner  granulocellular — the  parenchyma ;  from  this  inner  layer  the 
secondary  or  daughter  cysts  develop,  and  from  them  tertiary  or 
granddaughter  cysts,  by  a  process  of  evagination  ;  and  on  the  inner 
surface  of  the  cysts,  whether  primary,  secondary,  or  tertiary,  the 
heads  or  scolices  of  the  immature  worm  are  formed. 

The  disease  is  most  common  between  the  age  of  twenty-four 
and  thirty,  and  the  symptoms  produced  depend  upon  the  organs 
involved,  the  size  of  the  tumor,  and  the  inconvenience  which 
results  from  the  pressure  and  contact  upon  other  structures.  The 
parasite  produces  no  specific  symptoms  of  itself,  and  its  presence 
might  not  be  detected  were  it  not  for  the  irritation,  inflammation, 
and  hyperplasia  of  the  organ  which  shelters  it ;  but  the  discom- 
fort is  often  so  slight  that  the  disease  remains  unrecognized,  and 
is  only  found  out  at  postmortem.  Sometimes  the  cyst  grows 
rapidly,  and  its  capsule  is  thinned  from  pressure  necrosis  and  rup- 
tures, the  contents  of  the  sac  gets  into  one  or  more  of  the  body 
cavities,  and  may  produce  very  serious  inflammatory  disturbances, 
or  an  abscess  forms  and  points  under  the  skin,  and  either  breaks 
or  is  relieved  by  an  operation. 

The  first  case  that  has  ever  been  under  my  notice  in  Buffalo 
was  brought  to  me  by  Dr.  Tartaro  in  April.  1907.     The  patient, 
was  an   Italian,   in  good   physical   condition,   aged  thirty-seven ; 
married,'  and  a  stone  mason  by  occupation.     For  a  number  of 
months  he  had  noticed  a  hard,  painless  swelling  in  the  pit  of  the 
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stomach,  which  was  gradually  getting  larger,  and  was  beginning 
to  inconvenience  him  in  his  work  because  of  its  size.  Upon  exam- 
ination, a  large  globular  tumor  could  be  felt,  extending  deep  under 
the  border  of  the  ribs,  and  particularly  to  the  left  side,  and  filling 
up  practically  the  whole  epigastric  and  one-half  of  the  inner  right 
hypochondriac  region.  It  was  painless,  elastic,  smooth  in  out- 
line, and,  upon  auscultation  and  palpation,  no  adventitious  sound 
could  be  heard  and  no  friction  could  be  felt.  The  man  had  never 
had  syphilis  or  malarial  fever,  and  never  was  a  drinking  man. 
The  suggestion  to  thrust  a  trocar  into  the  tumor  and  remove 
some  of  its  contents  for  microscopical  examination  was  depre- 
cated, on  account  of  the  danger  attending  this  simple  and  seeming 
trivial  undertaking.  Cases  have  been  reported  where  the  patient 
suddenly  died  after  puncture  from  a  profound  toxemia,  which 
resulted  from  the  escape  of  a  few  drops  of  the  fluid  contents  of 
the  sac,  and  in  others  a  milder  form  of  intoxication  took  place, 
associated  with  fever,  malaise,  an  urticarial  rash,  and  other  se- 
quelae. Moreover,  one  cannot  tell  what  important  structures  the 
trocar  would  pass  through  in  puncturing  the  cyst  wall,  since  the 
tumor,  as  in  this  instance,  was  deep  and  completely  covered  by 
bowels  and  omentum.  It  would  seem,  therefore,  much  safer  to 
make  an  exploratory  incision,  and  through  it  a  careful  examina- 
tion, and  then  proceed  with  such  surgical  measures  as  would  be 
indicated,  since  nothing  short  of  radical  surgery  can  do  any  good 
in  this  disease. 

After  studying  the  case  from  all  standpoints,  I  was  forced  to 
concur  in  the  diagnosis  of  eciiinococcus  cyst  of  the  liver,  which 
Dr.  Tartaro  had  made  at  an  earlier  visit.  The  patient  was  sent 
to  the  German  Deaconess's  Hospital,  and  was  operated  on  April 
17,  T907.  An  incision  was  made  a  little  to  the  right  of  the  median 
line,  and  after  getting  into  the  peritoneal  cavity  the  bowels  were 
seen  densely  adherent  all  over,  and  completely  covering  a  large, 
white,  tense,  tumor.  They  were  separated  with  much  difficulty, 
the  skin  incision  was  extended  "freely,  the  liver  was  lifted  up  as 
much  as  possible  into  the  wound,  and  as  it  was  elevated  gauze 
towels  were  packed  deeply  underneath  the  tumor,  and  about  it 
and  the  edges  of  the  wound.  Some  time  was  occupied  in  making 
the  gauze  packing  so  complete  that  the  peritoneal  cavity  and  the 
edges  of  the  incision  would  be  thoroughly  protected  when  the  cyst 
was  opened.    A  large  trocar  was  thrust  into  the  tumor,  but  nothing 
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came  out  but  a  little  milky-looking  fluid.  Then  the  capsule  was 
freely  incised,  and  at  least  two  quarts  of  cysts,  of  varying  sizes — 
from  a  grain  of  shot  to  a  large  walnut — welled  out.  After  the 
sac  was  pretty  well  emptied,  it  was  irrigated  with  salt  solution 
through  a  large  glass  nozzle,  with  some  force,  and  pushed  to  the 
bottom  of  the  cavity,  when  the  mother  cyst  or  that  one  lining  the 
capsule  began  to  loosen,  and  was  finally  washed  away.  A  small 
piece  of  iodoform  gauze  was  then  loosely  packed  into  the  cavity 
for  drainage ;  the  gauze  towels  were  removed,  and  the  sac  around 
the  opening  was  sewed  to  the  abdominal  wall  and  the  wound  being 
closed  with  through-and-through  silkworm  gut  sutures.  After1 
the  gauze  packs  had  been  removed  it  was  seen  that  the  cyst  had 
sprung  from  the  left  lobe  of  the  liver  and  rested  high  up  on  the 
crura  of  the  diaphragm. 

The  man  rallied  nicely,  and  in  a  few  days  was  in  splendid  con- 
dition. On  the  fourth  day  he  had  some  temperature  and  developed 
a  slight  cough,  a  friction  rub  could  be  heard  on  the  right  side,  and 
subsequently  all  the  physical  signs  and  symptoms  of  pneumonia 
developed.  He  ran  an  evening  temperature  of  1040  and  105 °  ;  had 
considerable  cough  and  bloody  expectoration,  and  became  very 
sick ;  whereupon  Dr.  Tartaro  gave  him  the  serum  treatment,  with 
most  satisfactory  results.  On  the  eleventh  day  his  temperature 
was  normal ;  on  the  fifteenth  day  the  sutures  were  removed.  The 
wound  looked  fine,  and  everywhere  it  seemed  to  be  perfectly 
agglutinated.  On  the  seventeenth  day  he  complained  of  a  good 
deal  of  pain  in  the  wound,  so  the  dressings  were  removed,  when 
ir  was  found  that  the  incision  had  opened  and  a  piece  of  bowel 
about  four  inches  long  was  protruding  through  the  opening.  He 
was  taken  to  the  operating  room,  and,  without  any  anesthetic  and 
without  washing  the  parts,  the  bowel  was  gently  pushed  back; 
four  through-and-through  silkworm  sutures  were  passed,  and  the 
parts  were  properly  brought  together.  No  complications  set  in 
and  no  pus  formed.  The  sac  cavity  was  occasionally  irrigated 
with  salt  solution,  and  he  left  the  hospital  in  May,  1907 ;  the  sinus 
was  still  discharging. 

I  saw  him  again  in  July,  1907,  when  the  wound  was  thoroughly 
united,  and  his  physical  condition  was  excellent.  Perhaps  the 
incomplete  union  and  the  subsequent  rupture,  with  bowel  protru- 
sion, were  due  to  the  delayed  and  imperfect  solidification  of  the 
tissues  consequent  upon  the  pneumococcus  infection,  as  the 
sputum  revealed  the  organism  in  great  abundance,  and  Dr.  Tartaro 
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tells  me  it  is  in  the  unmixed  or  true  infections  that  the  serum, 
which  is  an  Italian  product,  is  most  efficacious.  It  has  been  used 
very  largely  by  him,  and  some  of  his  cases  have  been  reported  in 
the  Buffalo  Medical  Journal,  in  an  article  read  in  March,  1906,  by 
him  before  the  Buffalo  Academy  of  Medicine. 
493  Delaware  Avenue. 
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All  drugs  formerly  at  our  command  to  control  hemorrhages 
of  uterine  origin  may  be  divided  into  two  groups,  according  to 
their  mode  of  action.  The  first  group,  in  which  are  included  the 
gossypium  and  ergot  preparations,  act  directly  upon  the  muscles 
of  the  uterus,  causing  its  contraction.  The  second  group,  includ- 
ing hydrastis  and  adrenalin,  affect  the  circulatory  system  by  con- 
tracting the  arterioles.  Either  group  can  produce  severe  and 
undesirable  after-effects. 

Preparations  of  ergot  vary  in  composition,  and  therefore  in 
their  therapeutic  results,  and  may  bring  on  acute  ergotism  with  its 
train  of  symptoms.  They  are,  however,  of  great  value  in  con- 
tracting the  uterus  alter  labor  and  during  the  puerperium,  but 
cannot  be  used  during  pregnancy  or  in  dysmenorrhea  because  of 
their  incompatible  physiological  action. 

I  [ydrastis  can  be  used  where  ergot  is  contraindicated,  as  it  does 
not  cause  uterine  contractions.  It  has  been  employed  for  many 
years  in  the  treatment  of  dysmenorrhea,  but,  because  of  the  effect 
upon  the  vasomotor  system,  with  the  corresponding  high  arterial 
tension,  it  produces  a  slow  pulse  and  rapid  breathing.  It  has  a 
disagreeable  taste,  and  causes  digestive  disturbances  upon  con- 
tinued use. 

Adrenalin  need  not  be  considered,  as  it  is  seldom  used  for 
uterine  hemorrhages,  and  then  only  locally,  as  in  carcinoma. 

Because 'of  the  shortcoming  of  these  drugs,  it  was  desirable  to 
find  a  substance  which   would  be  proof  against  criticism.     This 
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has  been  accomplished  by  introducing  into  therapeutics  the  neutral 
phthalic  acid  salt  of  cotarnine  of  the  formula  (C12H14N03)2C8 
H604.  W'ohler1  found  cotarnine  many  years  ago  by  oxidizing  the 
opium  alkaloid  narcotine  with  manganese  dioxide  and  sulphuric 
acid.  It  was,  however,  not  used  medicinally  until  ten  years  ago, 
when  its  chemical  relation  with  hydrastinin  was  observed. 

Cotarnine  phthalate  (styptol)  is  a  yellow  crystalline  powder, 
readily  soluble  in  water,  composed  of  about  /$  per  cent,  cotarnine 
and  25  per  cent,  of  phthalic  acid,  both  of  which  have  hemostatic 
properties.  Its  physiological  action  has  been  investigated  and 
brought  to  the  attention  of  the  medical  profession  by  Vieth, 
Mohr,2  Abel,3  (Berlin),  and  Chiappe  &  Ravano4  of  Bossi's  Clinic 
at  the  University  of  Genoa.  Authors  are  unanimous  in  their 
opinion  that,  in  addition  to  its  power  as  a  styptic,  it  has  decided 
sedative  qualities  due  to  the  presence  of  cotarnine.  i  Vieth,  Abel, 
Jacoby,5  Lockyer6.)  Stomach  and  nose  bleedings  are  not  readily 
influenced  by  it,  whereas  bladder  and  uterine  hemorrhages  are 
immediately  controlled  by  local  application.  The  whole  circu- 
latory system  is  not  affected,  but  its  influence  is  mainly  shown 
throughout  the  distribution  of  the  hypogastric  artery.  It  pro- 
duces no  contraction  of  the  uterine  muscles,  and  therefore  can  be 
used  during  pregnancy,  and  especially  in  dysmenorrhea.  The 
sedative  action  of  styptol  causes  a  slight  degree  of  drowsiness, 
but.  again,  it  shows  a  marked  influence  upon  the  uterine  nerves 
lessening  their  irritability,  as  has  been  proven  by  the  experiments 
of  Mohr.  Toxic  manifestations  can  only  be  produced  by  very 
large  doses.  The  lethal  dose  is  about  gm.  0.5  to  one  kilogram 
weight  of  animal.  Thus  we  have  in  cotarnine  phthalate  a  hemo- 
static which  selects  the  urogenital  system  as  its  sphere  of  action 
without  influencing  the  rest  of  the  organism.  Because  of  the 
great  difference  between  the  therapeutic  and  toxic  dose,  it  can  be 
used  with  good  results  where  ergot  and  ergotin  have  failed,  by 
simply  increasing  the  ordinary  dose  (Toff7).  Abel  claims  in  his 
record  of  three  hundred  cases  that  it  by  far  excels  all  other  hemo- 
statics. Von  Elisher  has  obtained  good  results  by  giving  cotar- 
nine phthalate  before  menstruation,  in  menorrhagia  and  metror- 
rhagia. As  may  be  seen  from  numerous  publications  of  clinical 
tests,  it  can  be  used  with  great  success  in  the  following  conditions : 
Profuse  menstruation  in  virgins  and  nullipara  not  due  to  any 
gross   pathological    or    anatomical     cause.      Dysmenorrhea.      In 
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bleeding  during  the  menopause.  In  hemorrhage  during  preg- 
nancy. In  hemorrhages  from  fibroma  and  myoma  of  uterus.  In 
bleeding  caused  by  diseased  adnexa  or  pelvic  cellulitis. 

The  favorable  indorsement  which  the  drug  had  received  from 
physicians  of  such  high  standing  as  Abel,  Bossi,  etc.,  induced  me 
to  introduce  it  in  my  practice.  So  far  I  have  used  it  in  some 
twenty  cases  of  dysmenorrhea  where  no  mechanical  cause  could 
be  found.  I  prescribe  the  drug  in  the  form  of  sugar-coated  tab- 
lets of  ^4-grain  each,  one  every  three  hours,  three  days  before  the 
expected  period,  and  instruct  my  patients  to  continue  this  dose 
during  the  entire  menstrual  period.  The  results  have  been  uni- 
formly successful,  and  prove  the  experience  of  other  authors.  In 
my  opinion  cotarnine  phthalate  is  one  of  the  best  achievements  of 
modern  chemistry,  and  worthy  of  recommendation.  Its  action  as 
a  uterine  hemostatic  and  sedative  is  most  pronounced. 
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(With  two  illustrations.) 


Mary  McK.,  age  38  years,  American  by  birth,  housewife  by 
occupation,  married  twelve  years,  para-IV.  Menstruation  began 
at  the  age  of  eighteen  years ;  after  its  establishment  the  cycle  was 
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regular  every  twenty-eight  to  thirty  days,  and  lasted  from  three 
to  five  days.  The  family  history  is  negative  as  relative  to  any 
child-bearing  peculiarity  or  unusual  gynecologic  disease. 

The  last  menstrual  period  began  on  December  9,  1906,  from 
which  time  the  usual  conditions  of  a  normally  advancing  preg- 
nancy appeared.     At  the  beginning  of  the  sixth  month  she  con- 


Fig.  1. — Acrania  and  Spina  Bifida. 

suited  me  because  of  the  unusual  enlargement  of  the  abdomen. 
From  inspection  one  would  have  judged  her  to  have  been  about 
full  term.  Examination  showed  nothing  abnormal  excepting  an 
excessive  amount  of  liquor  amnii. 

On  July  27,  1907,  about  midnight,  her  labor  began,  the  dura- 
tion of  her  pregnancy  at  this  time  being  between  seven  and  eight 
months.     I  was  called  at  7:30  a.m.,  and  found  the  woman  in  the 
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second  stage  of  labor,  with  the  fetus  presenting  by  the  breech. 
I  ruptured  the  membranes,  causing  all  the  liquor  amnii  to  be 
caught  in  a  large  dish  pan  placed  upon  the  floor  by  the  side  of  the 
bed.  The  actual  amount  of  liquor  amnii,  when  measured,  was  4 
quarts,  i^4  pints.  The  child,  a  female,  was  alive  at  the  time  of 
my  first  examination,  but  was  dead  when  born.  Its  weight  was 
3  pounds. 


Fig. 


-Acrania  and  spina  bifida. 


As  is  usual  when  there  is  a  high  degree  of  hydramnion.  it 
showed  serious  defects  in  development.  The  bones  of  the  face 
were  peculiarly  distorted,  otherwise  their  anatomical  structure 
was  normal.  The  parietal  bones  were  absent.  The  vertical  portion 
of  the  frontal  bone  ended  at  the  superciliary  ridge ;  the  horizontal 
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portion  was  present.  The  temporal  bone  was  wanting  in  its 
squamous  portion ;  the  mastoid  and  petrous  portions  were  present. 
The  occipital  bone  was  absent.  There  was  a  small,  rudimentary 
piece  of  bone,  corresponding  to  its  basilar  portion,  with  which 
the  atlas  articulated,  interposed  between  the  body  of  the  sphenoid 
and  petrous  portion  of  the  temporal.  The  sphenoid  and  ethmoid 
bones  were  present  and  normally  developed. 

The  vertebras  were  normal  in  number.  The  anterior  solid  seg- 
ment, or  body,  of  each  individual  vertebra  was  normal.  The  pos- 
terior segment  consisted  of  a  pedicle  and  transverse  process  only ; 
the  lamina  and  spinous  processes  were  absent. 

There  was  neither  bony  arch,  spinal  canal,  brain,  or  spinal  cord. 
There  was  no  cranial  cavity.  A  thin  tissue  membrane  extended 
from  the  posterior  free  edge  of  the  frontal  bone  downward  and 
backward  to  the  shoulders,  ending  in  a  free  edge,  and  simply 
resting  upon  the  exposed  bony  surfaces,  after  the  manner  of  a 
curtain. 

The  integument  was  present  over  the  entire  body,  except  as 
shown  in  the  second  photograph.  The  skin  is  seen  to  divide  over 
the  sacrum  and  to  pass  upward  on  either  side  of  the  exposed 
spinal  canal,  its  free  edges  being  attached  over  the  superficial 
groups  of  muscles  and  posterior  extremities  of  the  ribs,  external 
to  their  fixation  articulation  to  the  vertebra?,  to  be  continuous  with 
the  skin  over  the  side  of  the  neck,  face,  and  forehead.  The  long 
muscles  of  the  back  were  absent.  The  posterior  surfaces  of  the 
bodies  of  the  vertebrae,  their  pedicles,  and  transverse  processes 
were  exposed  to  view.  The  spinal  column  bulged  outward  beyond 
the  skin  surface. 
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While  there  is  such  a  variance  of  opinion  and  such  a  diversity 
of  theories  as  to  the  etiology  and  treatment  of  convulsions  during 
the  puerperium,  a  detailed  report  of  each  case  of  eclampsia  ought 
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to  considerably  increase  our  knowledge  of  the  same.  For  this 
reason,  I  take  pleasure  in  reporting  the  following  case :  Mrs.  L., 
age  twenty-seven,  has  a  sister  who  is  subject  to  violent  epileptic 
attacks ;  otherwise  her  family  history  is  negative.  She  is  well 
nourished  and  in  good  health.  Primigravida.  Date  of  expected 
confinement,  October  5,  1907.  Repeated  urinary  examinations 
showed  an  average  specific  gravity  of  1,017.  No  albumin.  The 
daily  excretion  of  urea  averaged  450  grains.  The  abdomen  was 
very  large  and  tense,  so  that  I  suspected  twin  pregnancy  without 
being  able  to  demonstrate  it.  During  the  eighth  month  the  patient 
complained  of  some  backache,  but  otherwise  felt  well.  There  was 
some  edema  of  the  lower  extremities.  On  September  17  the  patient 
sent  for  me,  and  I  found  considerable  edema  of  the  legs  as  high 
as  the  knees.  Administered  a  diuretic  and  the  edema  diminished 
tc  a  marked  degree.  There  was  some  enlargement  of  the  thyroid 
gland.  The  patient  was  still  feeling  well.  Two  days  later,  at  3 
a.m.,  I  was  again  sent  for.  She  was  having  rhythmical  bearing- 
down  pains  at  twenty-minute  intervals.  On  examination,  the 
cervix  was  found  dilated  to  admit  three  fingers,  membranes  were 
ruptured,  and  head  presenting.  Pains  continued  all  day,  dilata- 
tion increasing.  At  6  p.m.  I  was  again  hurriedly  sent  for,  as  the 
patient  had  had  a  convulsive  attack.  Found  the  cervix  completely 
dilated,  head  engaged.  Decided  on  immediate  delivery,  as  pa- 
tient was  weakening,  and  pains  had  little  force. 

While  waiting  for  an  anesthetist,  she  had  a  second  convulsion. 
It  began  with  spasm  of  the  left  hand ;  the  head  was  drawn  to  the 
left  side,  eyes  twitching,  face  greatly  distorted.  The  right  arm 
and  legs  were  next  involved.  Respiratory  muscles  became  rigid 
and  patient  became  cyanotic.  This  was  followed  by  coma  with 
heavy,  stertorous  breathing.  In  a  half  hour  she  awoke,  was 
chloroformed  and  forceps  applied.  First  child  delivered  at  9 :40 
p.m.  On  examination  I  found  a  second  head  presenting.  Forceps 
were  again  applied  and  a  second  child  delivered.  Placenta  was 
delivered  forty-five  minutes  later  by  the  Crede  method  and  three 
sutures  taken  in  perineum.  A  half-hour  later,  when  she  had  re- 
covered from  the  anesthesia,  the  patient  had  a  third  convulsion, 
followed  by  nineteen  more  before  morning.  Chloroform  was 
used,  hot  pack  given,  and  chloral  hydrate  3ss  in  one  pint  hot 
saline  was  administered  per  rectum.  The  convulsions  continued 
during  the  morning.     (Veratrum  viride  was  not  used.) 

Called  in  consultation  Dr.  Sewall  Matheson.     We  decided  on 
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eclampsia  as  the  condition,  the  kidneys  as  the  cause ;  administered 
magnesium  sulphate  §ii,  in  dram  doses,  per  os,  q /2  h,  with  one 
quart  saline  per  rectum,  high,  q  3  h,  and  chloral  hydrate  oss  once 
more.  Patient  did  not  have  any  more  convulsions,  voided  large 
amounts  of  urine  involuntarily,  and  had  repeated  bowel  evacua- 
tions. Edema  of  hands  and  face  gradually  subsided.  Urine— 
Sp.  gr.  1,010,  albumin  abundant,  urea  grs.  iv  to  oi>  some  hyaline 
casts. 

On  the  third  day  patient  complained  of  headache  and  "seeing 
things"  when  she  slept.  Temperature  ioo°,  pulse  80,  and  not  so 
tense  as  before.  Kemp  irrigation  given,  using  six  quarts  water 
at  no°  F.,  also  10  grains  each  of  sodium  potassium  and  ammo- 
nium bromide.  The  twins,  girls,  weighed  seven  pounds  each, 
were  not  asphyxiated,  and  did  nicely  on  modified  milk  until  the 
fifth  day,  when  they  were  put  to  the  breast.  Mother  made  an 
uneventful  recovery.  Urinalysis  on  eighth  day:  Sp.  gr.,  1,017, 
albumin  moderate  amount,  urea  grs.  ix  to  §i,  no  casts. 


A  TELEPHONIC  CURET. 


BY 

ARTHUR  C.  JACOBSON,  M.D., 
Brooklyn,  N.  Y. 


(With  one  illustration.) 


In  the  Annals  of  Surgery  for  September,  1907,  the  writer 
described  a  telephonic  searcher  for  use  in  the  bladder.  Since 
devising  the  searcher  it  has  occurred  to  him  that  the  principle  can 
be  utilized  in  another  and  much  more  useful  way,  and  he  has  ac- 
cordingly applied  it  to  the  curet. 

In  curetting,  as  it  is  now  practiced,  one  must  depend  almost 
entirely  upon  the  sense  of  touch.  Of  course,  one  uses  one's  eyes, 
too,  to  guide  the  instrument.  Now,  the  employment  of  still 
another  sense,  hearing,  cannot  help  but  aid  the  operator  to  curet 
thoroughly  and  safely.  When  using  the  telephonic  curet  one  can 
hear,  as  well  as  feel,  what  he  is  doing,  and,  needless  to  say,  the 
sense  of  hearing  is  more  trustworthy  than  the  sense  of  touch. 

The  instrument  is  exceedingly  sensitive  and  transmits  micro- 
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phonic  sounds  perfectly.  Whether  one  is  scraping  polypoid  or 
fungoid  material  or  "hard  pan"  admits  of  no  doubt. 

With  such  an  aid  we  should  be  able  to  curet  a  little  better  than 
the  late  Horace  Tracy  Hanks  once  showed  that  we  do  now,  when 
he  curetted  a  large  number  of  uteri  at  the  Woman's  Hospital  prior 
to  hysterectomies,  afterward  bisected  them,  and  found  that  he 
had  failed  to  touch  much  of  the  endometrium.  He  was  conceded 
to  be  an  expert,  and  in  these  experiments  he  curetted  as  carefully 
and  thoroughly  as  he  knew  how. 

It  would  seem  to  the  writer  that  the  risk  of  perforation  should 
be  minimized.  Guided  by  three  senses,  the  curet  should  be  as 
"intelligent"  as  a  curet  well  could  be. 

The  small  house  telephone  receiver  and  transmitter  of  the 
Schmidt- Wilckes  Electric  Co.  of  New  York  City  are  shown  in  the 
illustration,  one  dry  cell  operating  the  apparatus,  and  the  curet  is 
seen  to  be  attached  to  the  front  of  the  transmitter  through  the 
medium  of  a  plug  joint. 

115  Johnson  Street. 
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Meeting  of  October  8,  1907. 

The  President,  Brooks  H.  Wells,  M.  D.,  in  the  Chair. 

The  following  specimens  and  cases  were  reported: 
Dr.  Herman  J.  Boldt. 

HYDROSALPINX    SIMULATING    TUBAL    GESTATION. 

The  specimen  was  procured  this  morning  from  a  woman  who 
had  been  regular  during  her  menstrual  life  until  two  w7eeks  ago. 
She  then  menstruated  a  few  days  sooner  than  her  regular  time, 
and  the  blood  was  darker  than  formerly  and  of  smeary  consist- 
ence. After  having  this  atypical  loss  of  blood  for  a  couple  of 
days  she  was  seized  with  a  violent  attack  of  cramo-like  pain  in  the 
lower  abdomen,  most  intense  in  the  right  side.  On  examination 
a  soft  swelling  was  found  behind  the  uterus,  more  to  the  right  of 
the  median  line.  This  was  diagnosed  to  be  a  cubal  enlargement. 
On  the  left  side  there  was  also  some  tubal  distension  but  not  so 
marked,  giving  the  impression  of  an  interstitial  salpingitis. 
The  uterus  was  slightly  increased  in  size,  a  little  softer  in  consist- 
ence than  normal,  and  its  vaginal  portion  sensitive  to  touch. 
There  was  a  continuance  of  atypical  bleeding  with  occasional  at- 
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tacks  of  cramp-like  pain.  The  diagnosis  of  probable  tubal  abor- 
tion was  made.  On  operation  a  diffuse  pelvi-pentonitis  was  found 
to  be  present,  with  extensive,  but  easily  separable  adhesions.  The 
cause  of  the  cramp-like  pain  was  found  to  be  due  to  a  single  twist 
of  the  right  hydrosalpinx.  The  tube,  with  its  interstitial  part, 
was  exsected  from  the  cornu  of  the  uterus,  and  the  ovary  implanted 
into  the  space  from  which  the  interstitial  part  of  the  tube  had  been 
removed. 

The  left  Fallopian  tube  was  not  so  much  distended,  but  its 
fimbriated  extremity  was  entirely  obliterated;  it  was  widely 
opened,  the  contents  evacuated,  and  the  edges  everted  and  the 
opening  thus  made  seamed  over  with  catgut  so  as  to  have  the 
tube  at  its  abdominal  extremity  remain  permanently  patent.  It 
had  been  ascertained  that  the  calibre  of  the  tube  was  pervious  to 
the  uterine  cavity. 

The  second  specimen,  one  of  tubal  rupture,  operated  a  few  days 
ago,  shows  particularly  well  the  point  emphasized  on  former  occa- 
sions when  speaking  on  the  diagnosis  of  tubal  gestation,  the 
impossibility  of  diagnosing  between  some  instances  of  tubal  abor- 
tion, and  of  tubal  rupture.  In  this  instance,  as  may  be  seen  in  the 
specimen,  the  rupture  is  such  that  the  blood  oozed  from  it  as 
slow  as  it  would  ooze  in  cases  of  abortion ;  and  before  opening 
the  abdomen,  a  tubal  abortion  had  been  diagnosed  by  me.  A 
physician  had  curetted  the  woman  for  the  purpose  of  causing  a 
criminal  abortion,  and  the  traumatism  probably  caused  the  rupture. 

There  is  another  point  that  I  should  like  to  mention — the  dif- 
ferentiation between  ruptured  tubal  gestation  and  tubal  abortion. 
The  main  sign  which  aids  us  in  making  a  differentiation  is  the 
rapidity  with  which  the  blood  pours  forth  and  the  quantity  of  blood 
in  these  cases.  In  other  words,  a  sudden  and  complete  collapse 
enables  us  to  assume  the  condition  to  be  rather  a  tubal  rupture 
than  a  tubal  abortion.  Yesterday  morning  I  operated  on  two 
ectopic  cases.  In  one  the  ectopic  condition  was  accompanied  with 
intense  collapse.  This  patient  was  brought  to  the  table  with  a 
pulse  of  130,  being  hardly  perceptible,  and  with  an  intense  de- 
gree of  anemia  and  collapse.  A  rapid  laparotomy  was  done. 
The  tube  was  brought  out  and  proven  to  be  one  of  tubal  abortion. 
In  other  words,  here  was  a  case  of  the  abdomen  being  filled  with 
blood,  so  that  it  spurted  out  and  still  the  tube  itself  showed  no 
evidence  of  rupture.  At  the  fimbriated  end  of  the  tube  decidua 
protruded.     The  specimen  is  now  in  the  process  of  hardening. 

The  second  cases  illustrates  the  difficulties  encountered  in 
diagnosis.  This  case  was  sent  to  the  operating  loom  for  the  repair 
of  a  lacerated  perineum  and  cervix.  Intraperitoneal  conditions 
were  discovered  and  it  was  decided  to  operate  through  the  vagina 
when  it  was  learned  that  a  tubal  gestation  existed.  In  this  second 
case  there  was  but  slight  bleeding  in  the  peritoneal  cavitv. 

Dr.  Abram  Brothers. — I  think  the  specimens  present  two 
features  of  interest.     One  is  the  candid  confession  made  of  an 
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error  in  diagnosis.  I  have  heard  at  medical  meetings,  but  not  at 
this  Society,  the  statement  made  that  an  ectopic  can  always  be 
diagnosed  by  the  aid  of  certain  subjective  symptoms  and  objective 
signs.  I  have  always  admired  those  gentlemen  who  could  do  it. 
My  personal  experience  in  cases  of  ectopic  gestation  is  that,  in  the 
majority  of  the  cases,  a  diagnosis  can  be  made.  But  the  man  who 
can  go  through  his  operative  life  without  errors  is  one  of  a  class 
to  which  I  do  not  belong.  The  case  the  doctor  ^resented  of  hydro- 
salpinx with  a  twisted  pedicle,  causing  an  error  in  diagnosis  be- 
fore operation,  is  similar  to  one  of  my  experiences  many  years 
ago;  in  that  case  all  the  subjective  and  objective  signs  were  those 
of  ectopic  gestation.  Briefly,  the  woman  had  suppression  of 
menstruation.  There  were  irregular  bleedings,  with  a  certain 
amount  of  anemia,  and  violent  pains  on  one  side.  Further  ex- 
ploration revealed  a  mass  to  one  side  of  the  uterus.  The  diag- 
nosis of  ectopic  gestation  was  made.  The  condition  was  found 
to  be  similar  to  the  case  reported  by  Dr.  Boldt,  that  is,  a  hydro- 
salpinx pressing  to  one  side  of  the  uterus.  After  the  removal  of 
the  tumor  and  closing  the  abdomen,  I  proceeded  to  place  the 
patient  in  the  lithotomy  position  and  did  a  curettage  for  the  re- 
moval of  the  debris  of  an  early  abortion.  In  other  words,  here 
was  a  normal  pregnancy  with  abortion  complicating  a  hydrosal- 
pinx, and  presenting  subjective  and  objective  symptoms  which 
could  not  be  differentiated  from  an  ectopic  gestation. 
Dr.  George  H.  Mallett. 

A     CASE    OF     INTESTINAL    OBSTRUCTION     FOLLOWING     LAPAROTOMY 
RELIEVED  BY  RESECTION  OF  A  PORTION  OF  THE  ILEUM. 

Mrs.  M.  W.,  aged  31,  was  admitted  to  the  hospital  (August 
18,  1907)  with  the  following  history :  She  had  bad  an  abdominal 
operation  performed  two  years  previous,  presumably  for  a  double 
pyosalpinx.  She  had  never  menstruated  since.  Pier  health  had 
been  good  since  operation  with  the  exception  of  occasional  pain  in 
right  iliac  region  and  constipation  until  two  days  before  admis- 
sion to  the  hospital.  Two  hours  after  having  eaten  a  green 
apple  she  began  to  complain  of  intense  pain,  of  a  crampy  charac- 
ter, in  the  lower  part  of  the  abdomen.  This  was  accompanied  by 
vomiting.  She  was  then  given  strong  purgatives  and  enemas  in 
an  effort  to  move  the  bowels — castor  oil,  calomel,  jalap  powders, 
croton  oil  and  soapsuds  enemas  were  administered  without  avail. 
The  vomiting  became  more  frequent  and  large  quantieies  of  very 
sour  and  yellow  fluid  were  ejected.  Upon  admission  her  tempera- 
ture was  1010,  pulse  120  and  weak,  respiration  32.  Vomiting  was 
now  continuous  and  the  ejection  consisted  of  large  quantities  of 
greenish  fluid  and  fecal  matter  of  a  most  offensive  odor. 

An  incision  was  made  through  the  right  rectus  muscle  and  the 
abdominal  cavity  was  found  full  of  a  dark  colored  fluid,  thin  and 
serous  in  character.     The  lower  part  of  the  abdomen  was  full  of 
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coils  of  distended  intestine,  and  one  large  loop  more  distended 
than  the  others  was  absolutely  black  in  color.  This  was  found  to 
be  imprisoned  by  a  strong  band  of  adhesion  between  the  stump 
and  raw  surface  on  the  right  side  and  the  peritoneum  of  the  pos- 
terior right  side  of  the  pelvis. 

The  band  of  adhesion  was  divided  and  the  gangrenous  loop  of 
intestine  was  brought  out  of  the  incision  and  resected  and  an  end- 
to-end  anastomosis  made  with  a  Murphy  button.  The  resected 
portion  of  the  intestine  measured  18  inches  and  was  of  the  lower 
part  of  the  ileum  beginning  six  inches  above  the  cecum — the 
appendix  was  adherent,  enlarged  and  seemed  to  be  subacutely 
inflamed.  This  was  also  removed.  The  pulse  became  rapid  and 
weak  during  the  operation  but  recovered  with  the  administration 
of  a  copious  intravenous  infusion.  After  the  third  day  the  con- 
valescence was  uneventful  and  uninterrupted.  The  button  was 
passed  on  the  fifteenth  day. 

The  frequency  of  post-operative  symptoms  attributable  to  adhe- 
sions is  sufficient  to  impress  upon  all  abdominal  surgeons  the  de- 
sirability of  using  every  means  and  care  to  avoid  this  condition. 
The  chief  protection  is  not  to  leave  any  raw  surface  in  the  abdomen 
after  operation.  This  is  of  far  greater  importance  than  the 
application  of  powders  such  as  aristol  to  these  surfaces  or  the 
flooding  of  the  abdominal  cavity  with  the  saline  and  adrenalin 
solutions  as  have  been  recommended. 

Dr.  Brooks  H.  Wells  presented  the  histories  of  three  interest- 
ing cases  of  abortion. 

ABORTION  FROM   INTRODUCTION  OF  HAIRPIN  INTO  UTERUS. 

Case  I. — L.  McN.,  aged  20,  single,  a  strong,  healthy  girl,  was 
referred  by  her  physician  to  my  service  at  the  New  York  Poly- 
clinic. Had  borne  a  child  when  18  after  a  normal  labor.  Had 
two  abortions,  one  at  4  months  and  one  at  2^2  months,  both  self- 
induced.  States  that  she  is  now  pregnant  about  2l/2  months,  and 
that  one  week  ago  she  introduced  a  hairpin  into,  her  womb.  It 
suddenly  slipped  from  her  fingers  and  disappeared  and  she  think-: 
it  is  still  in  her  uterus.  Since  the  introduction  of  the  pin  she  has 
had  slight  abdominal  pain  at  times  and  has  spotted.  For  three 
davs  she  has  felt  sick  and  miserable  and  has  had  chilly  sensations. 

On  admission  to  the  hospital  her  temperature- was  ioi°F;  pulse 
78.  Examination  showed  a  mucosanguinulent  brownish  discharge 
from  the  vagina.  The  uterus,  lying  just  forward  of  the  axis  of 
the  vagina,  was  tender,  soft  and  enlarged  to  the  size  of  a  two  and 
a  half  months  pregnancy.  There  was  a  slight,  old  laceration  of 
the  cervix.  With  the  patient  under  an  anesthetic,  the  pin  c<>uld  be 
felt  bv  a  sound  lying  apparently  diagonally  across  the  fundus.  An 
attempt  to  remove  it  by  forceps  failed  as  it  was  not  thought  wise 
to  use  much  force  because  of  the  danger  of  perforation  of  the 
fundus  by  the  sharp  ends  ,,f  the  pin.     The  cervix  could  not  well 


NEW   YORK  OBSTETRICAL   SOCIETY. 


863 


be  dilated  enough  to  admit  the  finger.  A  transverse  incision  an 
inch  long  was  made  in  front  of  the  cervix,  the  bladder  pushed 
back  and  the  cervix  incised  in  the  middle  line  to  the  interval  as, 
the  pin  extracted,  the  remains  of  the  ovum  and  decidua  removed 
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and  the  wound  in  the  cervix  and  vagina  closed  by  No.  2 
10-day  chromic  catgut  sutures.  A  thin  strip  of  iodoform  gauze  was 
left  between  bladder  and  cervix  for  48  hours.  Recovery  was 
uneventful.  The  accompanying  chart  shows  the  temperature 
curve. 

SAPREMIA  FOLLOWING  ATTEMPTED  ABORTION. 

Case  II. — iMrs.  S.  E.,  aged  23,  married  five  months,  had  had 
some  instrument  passed  into  her  uterus  ten  days  before  her  ad- 
mission to  hospital. 

At  8  p.  m..  April  14.  when  I  first  saw  her.  she  was  flushed, 
stuporous,  with  a  mouth  temperature  of  105 °  and  pulse  of  122. 
Palpation  of  the  abdomen  showed  a  uterus  enlarged  to  the  size 
of  a  five  months'  pregnancy.  There  was  no  tenderness.  The 
external  genitals  were  wet  with  an  extremely  offensive  putrid 
smelling  discharge  from  the  vagina.  No  vaginal  examination  was 
made.  Preparations  were  at  once  made  to  empty  the  uterus  and 
the  patient  was  anesthetized.  The  vagina  was  cleaned.  The 
cervix  was   soft  and  was  stretched   with   a   steel  dilator  until  it 
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would  admit  a  finger.  The  macerated  and  putrid  secundines  were 
removed  piecemeal  by  ringed  dressing  forceps.  The  whole  interior 
of  the  uterus  was  then  gone  over  gently  with  a  rather  dull-edged 
irrigating  curette  through  which  was  flowing,  first  hot  normal 
salt  solution  and  then  a  weak,  hot,  watery  solution  of  iodine.  A 
large  amount  of  decidua  like  material  was  removed  by  the  curette 
and  under  the  stimulating  influence  of  the  hot  iodine  the  uterus 
contracted  firmly.  No  gauze  was  put  in  the  uterus  or  vagina. 
The  patient  was  put  to  bed  in  good  condition.  At  10  p.  m.  her 
temperature  by  rectum  was  103  °  F.  and  pulse  98.  At  2  a.  m.  the 
temperature  was  1010  F.   Soon  after  the  patient  went  to  sleep.  At 
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8  a.  m.  the  temperature  by  rectum,  taken  by  two  thermometers, 
and  again  in  my  presence  an  hour  later,  was  95.80  and  pnlse  84  and 
soft.  The  patient  did  not  look  badly  and  still  had  a  flush  on  her 
cheeks.  She  was  given  hot  saline  and  whiskey  by  rectum  and 
by  mouth,  and  hot  water  bottles  were  placed  about  her.  The 
temperature  rose  slowly  and  at  2  p.  M.  was  97-4°.  At  midnight  of 
the  third  day  after  the  operation  it  crossed  the  normal  line  from 
below  and  stayed  normal.     Convalescence  was  uneventful. 

The  case  was  evidently  one  of  pure  sapremia,  and  is  interesting 
because  of  the  remarkable  drop  in  temperature  following  the  re- 
moval of  the  decomposing  contents  of  the  uterus. 
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EXTREME    ANEMIA    FOLLOWING    ABORTION    WITH    PERFORATION    OF 
FUNDUS.       ABDOMINAL  SECTION,  RECOVERY. 

Case  III. — Mrs.  G.  S.,  aged  21,  had  borne  one  child,  delivered 
by  forceps  three  years  ago.  Menstruation  was  always  typically 
normal.  Her  last  menstruation  was,  she  thinks,  about  the  end 
of  November.  She  was  admitted  to  my  service  at  the  Polyclinic 
on  the  evening  of  March  21,  1907,  in  a  condition  of  extreme 
anemia  and  made  the  following  statement:  About  February  1, 
some  days  after  attempts  had  been  made  to  induce  an  abortion, 
she  expelled  a  fetus  while  riding  in  a  trolley  car.     The  expulsion 
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of  the  fetus  was  followed  by  severe  hemorrhage.  Ten  days  later 
she  expelled  the  afterbirth.  She  continued  to  flow  and  passed  large 
clots  from  the  vagina  almost  daily-  She  had  been  confined  to  bed 
for  four  weeks.  Three  days  before  admission  a  physician  cu- 
retted her  and  packed  the  uterus  to  stop  the  hemorrhage.  The 
flowing  continued  and  after  the  curettage  she  vomited  continually. 
On  admission  her  temperature  by  mouth  was  99.40,  pulse  138,  and 
small ;  respiration  22  and  labored.  The  mucous  membrane  of  thd 
mouth,  tongue  and  eyelids  showed  no  trace  of  pink.  Color  of 
face  was  ashy  gray ;  expression  anxious ;  complained  of  great 
thirst  and  was  very  restless.  Vagina  contained  clot ;  cervix  was 
soft  and  admitted  tin  of  finger. 
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Patient  was  anesthetized  with  oxygen  and  ether  given  through 
the  Gwathmey  vapor  inhaler  and  improved  in  condition  under  the 
anesthesia.  The  uterus  was  3^2  inches  deep.  It  was  explored 
with  a  dull  irrigating  curette  through  which  a  hot  sterile  normal 
salt  solution  was  flowing,  and  except  for  a  few  clots  was  found 
to  be  empty.  The  fundus  was  felt  to  be  rough  and  irregular  on 
the  left  side,  and  a  hole  was  found  through  which  the  curette 
passed  into  the  peritoneal  cavity.  Immediate  preparations  were 
made  and  an  abdominal  section  done.  A  few  old  clots  and  a  little 
free  blood  was  found  in  the  abdomen.  A  rent  Y\  of  an  inch  long 
slightly  to  the  left  in  the  fundus  of  the  uterus  was  closed  by  a 
plain  catgut  suture.  A  subperitoneal  fibroid  the  size  of  a  large 
English  walnut  on  the  posterior  surface  of  the  fundus  was  of  a 
dark  purple  color  and  apparently  necrotic.  It  was  removed. 
The  left  ovary  was  a  glandular  cyst  the  size  of  a  small  orange ; 
it  had  the  same  necrotic  appearance  and  was  removed,  as  its 
pedicle  was  thin  and  easily  tied  off.  The  peritoneal  cavity  was 
filled  with  hot  salt  solution  and  the  abdomen  closed  with  three 
through-and-through  silkworm-gut  sutures,  the  fascia  edges  be- 
ing united  by  a  running  plain  catgut  suture. 

Patient  was  put  to  bed  in  a  very  critical  condition.  On  awaken- 
ing from  the  anesthetic  1-6  grain  morphia  was  given  hypodermi- 
cally  to  quiet  the  extreme  restlessness.  Hot  saline  solution  was 
.uiven  by  rectum  oi  or  oii  q.  3  h.  After  12  hours  water,  whiskey 
and  beef  juice  were  given  in  small  amounts  frequently  by  mouth 
and  were  retained.  Oxygen  was  given  15  minutes  or  more  out  of 
everv  hour  until  noon  of  the  24th,  and  I  believe  was  the  means  of 
keeping  the  patient  alive.  It  relieved  the  air  hunger,  quieted  the 
restlessness  and  made  both  pulse  and  respiration  slower.  Strych- 
nia 1-3  grain  was  given  every  four  hours  for  several  days  and 
seemed  to  have  a  good  effect  in  slowing  the  pulse  and  making  the 
respirations  deeper. 

Fortunately  there  was  no  evidence  of  sepsis ;  the  abdomen 
remained  flat,  the  bowels  moved  as  the  result  of  the  saline  enemata 
and  involuntarily  from  the  first  day  to  the  end  of  the  first  week. 
The  stomach  retained  whatever  was  put  in  it.  The  elevation  of 
temperature  shown  in  the  chart  and  the  rapid  pulse  seem  rather 
the  result  of  the  extreme  anemia  than  any  septic  condition.  An 
examination  of  the  blood  made  by  Dr.  Jeffries,  director  of  the 
pathological  laboratory  at  the  Polyclinic,  showed  less  than  20 
per  cent,  of  hemoglobin,  something  over  a  million  red  corpuscles, 
numerous  erythroblasts  and  no  leucocytosis. 

Two  weeks  after  the  operation  the  patient  was  allowed  to  sit 
up  out  of  bed  and  fainted.  The  next  day  she  sat  up  again  with- 
out bad  results,  and  on  May  9  insisted  on  going  home.  On  June 
1  she  was  reported  to  me  as  being  in  good  condition  and  rapidly 
regaining  her  strength  and  color. 

I  consider  it  remarkable  that  a  patient  in  such  extreme  anemia 
should  have  recovered. 
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Dr.  Edwin  B.  Cragin. — I  should  like  to  ask  Dr.  Wells  the 
reason  for  the  gangrenous  condition  of  the  fibroid. 

Dr.  Herman  J.  Boldt.— I  should  like  to  ask  Dr.  Wells  if  this 
eangrenous  condition  could  not  have  resulted  from  the  extreme 
loss  of  blood? 

Dr.  Brooks  H.  Wells. — Yes.  The  history  was  that  she  had 
had  an  abortion  attempted,  and  had  been  flowing  for  weeks.  She 
finally  expelled  a  fetus,  and  this  was  accompanied  with  severe 
hemorrhage.  She  continued  to  flow  seriously  for  four  weeks. 
She  was  curetted,  but  continued  to  flow  and  was  sent  to  the 
hospital. 

Dr.  Brettauer  reported  a  case  of 

ABSENCE   OF  VAGINA,   UTERUS  AND   LEFT   KIDNEY. 

The  patient  came  under  my  observation  in  March,  1905,  with 
the  following  history  :  R.  L..  age  23  years,  married  almost  two 
years,  is  one  of  five  children  of  healthy  parents;  has  never  had 
any  menstrual  flow,  but  since  her  seventeenth  year  has  had  pro- 
fuse nosebleed  regularly  every  three  weeks,  lasting  from  five  to 
ten  minutes,  accompanied  by  severe  headache.  Attempts  at  coi- 
tion have  always  been  rather  painful ;  never  followed  by  orgasm. 
The  patient's  general  condition  is  very  good.  Breasts  well  de- 
veloped :  physical  examination  of  organs  of  chest  and  abdomen 
shows  normal  conditions ;  in  the  lower  part  of  the  rather  adipose 
abdomen,  however,  right  above  the  symphysis,  a  slight  resistance 
can  be  indistinctly  felt.  Examination  of  the  external  genital 
organs  shows  pubes  thicklv  covered  with  hair,  normal  labia  and 
clitoris ;  urethral  opening  dilated  and  entered  without  difficulty  by 
index  finger,  suggesting  its  having  been  dilated  during  coition ; 
hymen  imperforate,  can  easily  be  pushed  inward  for  about  one 
and  one-half  inches.  Rectal  examination  reveals  a  hard  mass  of 
irregular  shape  filling  the  right  half  of  the  oelvis  about  two  and 
one-half  to  three  inches  above  the  anus :  this  mass  can  be  pushed 
upward  and  out  of  the  small  pelvis  without  causing  the  slightest 
pain.  Bidigital  examination  with  one  finger  in  the  rectum  and 
one  in  the  bladder  easily  established  the  fact  chat  there  was  no 
intervening  tissue  between  these  two  organs  hence  the  entire 
absence  of  vagina  is  demonstrated.  Trine  shows  signs  of  a 
slight  cystitis. 

Having  diagnosed  the  pelvic  ma—  to  be  an  atresic  uterus.  I 
made  an  attempt  on  March  31  to  establish  connection  with  the 
cervix  through  an  incision  made  into  the  intact  hvmen  ;  it  was  very 
quickly  demonstrated,  however,  that  this  could  not  be  done  with- 
out injury  to  either  the  bladder  or  rectum,  which  were  constantly 
bulging  into  the  space  made  with  the  finger  by  blunt  dissection. 
V\  ith  a  view  toward  establishing  a  somewhat  more  voluminous 
and  deeper  vagina,  the  skin  about  one-half  inch  from  the  base  of 
the  hymen  was  circumcised,  dissected  from  its  subcutaneous  con- 
nections and  tightly  packed  to  form  a  canal  at  least  three  inches 
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in  length  and  one  inch  in  width.  After  several  weeks  she  left  the 
hospital  with  a  blindly-ending  sac  forming  a  vagina. 

Under  the  impression  that  the  pelvic  mass  represented  a  uterus 
slightly  enlarged  by  retained  menstrual  blood  (hematometra)  and 
because  the  patient  was  desirous  of  having  a  menstrual  flow,  as 
well  as  a  chance  to  become  pregnant,  she  was  re-admitted  to  the 
hospital  on  June  17.  My  intention  was  to  make  an  abdominal 
incision,  open  the  vesico-uterine  peritoneal  fold,  cut  into  the  cer- 
vix transversely  until  the  cavity  was  found  and  then  establish  from 
above  a  connection  with  the  sac  previously  made.  Before  opening 
the  abdomen,  I  again  incised  the  walls  of  the  artificial  vagina  in 
an  attempt  to  reach  the  lower  pole  of  the  above  mentioned  mass. 
During  this  procedure  the  posterior  wall  of  the  bladder  was  in- 
jured; it  was  immediately  sutured  and  the  wound  packed.  On 
opening  the  abdomen  it  was  at  once  evident  that  the  mass  which 
had  been  taken  for  an  enlarged  uterus  was  retro-peritoneally 
situated ;  it  was  the  size  of  a  cocoanut  and  suggested  an  en- 
larged kidney. 

This  fact  was  established  beyond  question  by  the  absence  of 
kidneys  in  both  lumbar  regions,  and  the  presence  of  two  small 
ureters  starting  from  the  lower  pole  of  the  described  tumor ;  after 
a  distance  of  about  one  inch,  they  united  to  form  one  ureter 
whose  course  was  clearly  demonstrated  by  making  a  small  incis- 
ion in  the  parietal  peritoneum.  From  each  internal  abdominal 
ring  a  round  ligament  of  normal  size  was  found,  forming  a  dis- 
tinct peritoneal  fold  in  the  median  line.  On  either  side,  an  ovary 
rather  above  the  normal  size  was  situated  in  the  iliac  fossa,  just 
where  the  round  ligaments  disappeared  in  the  peritoneal  fold ; 
attached  to  each  ovary  was  a  tube,  whose  fimbriated  ends  were 
free  and  whose  uterine  ends  thinned  out  gradually  and  were 
merged  in  the  peritoneum  of  the  iliac  fossa.  Only  the  right  tube, 
however,  possessed  a  lumen. 

Cystoscopic  examination  showed  only  a  right  ureteral  orifice, 
out  of  which  the  urine  spouted  very  actively ;  the  usual  trigonal 
division  of  vessels  was  not  found ;  a  rounded  bulging  occupied  the 
trigonal  region,  to  the  right  of  which  the  right  ureteral  orifice  was 
situated.     The  patient  made  an  uninterrupted  recovery. 

In  connection  with  this  case  Dr.  Brettauer  presented  a  patient 

WITH    ABSENCE  OF  VAGINA    AND   UTERUS, 

in  whom  an  artificial  vagina  had  been  established  by  means  of  a 
plastic  operation.  This  patient  is  27  years  of  age,  one  of  seven 
sisters,  of  whom  six  are  married  and  have  borne  children ;  there 
are  four  brothers,  two  of  whom  died  in  insane  asvlums,  another 
is  an  inmate  of  an  asylum  at  present.  The  patient  was  married 
at  the  age  of  17;  she  had  not  yet  menstruated.  It  was  imme- 
diately discovered  that  coition  was  impossible,  and  a  surgeon  in 
Kiefif  was  consulted.     He  apparently  used  a  large  flap  of  skin 
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from  the  labium  majus  on  either  side  and  inverted  it;  the  result 
was  quo  ad  functioncm,  very  good ;  from  that  time  marital  rela- 
tions were  indulged  in  without  any  difficulty,  and  to  the  satisfac- 
tion of  husband  and  wife. 

The  external  genital  organs  are  apparently  normal,  except  that 
on  either  side  close  to  the  large  labium,  there  is  a  flat,  soft  scar; 
clitoris  and  labia  minora  normal ;  under  the  external  orifice  of  the 
urethra  there  are  distinct  hymenal  remnants.  The  vagina  itself 
is  about  three  inches  long,  and  easily  allows  the  introduction  of 
two  fingers ;  it  is  partly  lined  by  mucous  membrane  and  partly 
by  skin  covered  with  hair. 

Bi-manual  examination  per  rectum  discloses  two  bodies  which  ia 
size,  shape  and  location,  suggest  ovaries ;  there  is  nothing  which 
would  suggest  a  uterus.  The  general  condition  of  this  patient, 
isvery  good,  and  the  reason  for  her  seeking  medical  advice  was  ai 
slight  cystitis  with  chronic  constipation. 

Dr.^  F.  R.  Oastler. — I  saw  an  interesting  case  four  years  ago 
in  which  there  was  a  mass  of  hair  growing  into  the  vaginal  orifice 
from  the  labia. 

Dr.  Simon  Marx  presented  a 

DODERLEIN  PUBIOTOMY  NEEDLE. 

The  safety  of  this  instrument  lies  in  its  bulkiness  and  weight. 
Papers  on  the 

METHODS    OF    TEACHING    GYNECOLOGY* 

were  read  by  Drs.  West,  Goffe,  Tewett,  and  Dickinson. 

Dr.  William  K.  Polk. — It  strikes  me  to-night  that  the  gentle- 
men present  understand  this  subject,  ''What  Are  the  Best  Methods 
of  Teaching  Gynecology,"  as  well  as  I  do.  Every  man  here 
knows  as  well  as  I,  if  not  better,  how  to  examine  a  case.  There- 
fore, I  will  not  say  much  except  in  the  one  line  of  thought  which 
really  carries  one  back  to  his  school  or  student  days. 

The  situation,  as  I  find  it,  is  this :  The  fellows  that  I  have  to  deal 
with  do  not  understand  their  anatomy.  Therefore,  I  go  to  the 
professor  of  anatomy  and  say,  "It  is  not  for  me  to  teach  the  boys 
anatomy.  It  is  up  to  you.  If  you  do  not  teach  anatomy  who 
will?  Therefore,  give  them  a  good  course  in  anatomy,  regional 
as  well  as  topographical." 

When  a  man  comes  to  me,  I  say  to  him,  "I  have  no  earthly  use 
for  you  unless  you  can  picture,  anatomically,  every  single  tissue 
and  every  single  object  that  lies  in  the  patient's  pelvis  from  the 
skin  to  the  anterior  abdominal  wall  to  the  skin  of  the  back."  I 
do  not  think  it  is  possible  to  teach  students,  or  undergraduates,  or 
post-graduates  anything  about  the  study  of  gynecology  until  there 
has  been  impressed  upon  them  the  importance  of  having  fixed  in 
mind  the  exact  situation,   location   and  circumstances  of  every 

*See  original  articles  pages  754,  758,  771,  778. 
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single  structure,  large  or  small,  that  lies  within  the  area  they  are 
called  upon  to  interpret.  Then  when  they  meet  with  abnormal 
conditions  I  say,  "You  have  a  man  responsible  for  instructing  you 
in  theory  as  laid  down  in  the  various  text-books  concerning  the 
anatomy,  physiology  and  pathology  of  the  pelvic  organs.  If  he 
has  not  succeeded  in  impressing  upon  you  thoroughly  and  com- 
pletely the  situation,  he  has  not  been  equal  to  the  emergency."  The 
situation  resolves  itself  into  this.  The  student  must  have  a  con- 
ception, an  anatomical  conception,  and  with  his  book,  he  must 
learn,  line  upon  line,  precept  upon  precept,  everything  that  per- 
tains particularly  to  pathology,  to  anatomy,  and  to  diagnosis. 
Leave  out  therapeutics  for  a  time.  I  lay  less  stress  upon  therapeu- 
tics than  upon  diagnosis. 

Now  then  comes  another  question.  These  boys  have  theories 
in  their  minds ;  how  are  we  going  to  get  them  to  practice  them  ? 
I  confess  I  do  not  give  them  any  knowledge  based  upon  examina- 
tions without  ether,  because  I  find  that  for  a  stadent  to  examine 
the  average  woman  without  ether  is  like  attempting  to  teach  diag- 
nosis by  an  examination  of  the  cadaver.  The  tissues  are  so  dis- 
torted that  even  a  man,  the  most  expert  of  us.  finds  himself  at 
times  at  a  loss.  Therefore,  why  should  we  expect  any  one  of  these 
students  to  form  any  fixed  idea  as  to  the  precise  conditions  with 
which  we  are  dealing.  After  all,  the  thing  we  wish  to  teach  these 
men  is  not  simply  therapeutics,  but  diagnosis  and  especially 
prognosis,  because  the  basis  of  a  erood  deal  of  subsequent  comfort 
in  dealing  with  patients  is  upon  the  prognostication  we  are  able 
to  make  of  the  conditions  which  exist.  Therefore,  I  say  to  them 
that  to  examine  one  patient  under  an  anesthetic  is  worth  more 
than  ten  without  an  anesthetic ;  without  an  anesthetic  you  need  not 
expect  to  get  sufficient  basis  of  knowledge  upon  which  to  build 
your  superstructure.  The  principle  here  is  the  same  as  in  dealing 
with  diseases  of  the  chest.  You  must  select  that  form  of  examina- 
tion which  is  capable  of  giving  you  the  best  results.  Auscultation 
is  the  thing  in  diseases  of  the  chest,  palpation  in  diseases  in  the 
pelyis.  Therefore,  upon  the  perfection  of  the  rense  of  touch,  and 
upon  the  manipulation  of  those  organs  that  are  concerned  in  the 
sense  of  touch  in  the  various  channels  in  which  we  are  able  to 
approach  the  pelvic  contents,  vaginal  or  per  rectum,  depends  the 
ease  witli  which  we  seek  after  the  exact  condition  and  so  become 
able  to  reach  a  proper  conclusion.  Now,  then,  whenever  a  man 
undertakes  to  begin  an  examination  of  that  sort  I  drive  into  him, 
as  forcibly  as  I  am  able  to,  that  before  he  places  his  hands  upon 
the  patient  he  should  have  before  him  a  mental  picture  of  exactly 
the  normal  conditions  as  they  should  exist  in  the  patient's  pelvis. 
I  also  bring  his  imagination  to  bear  upon  the  situation  so  that 
when  he  is  in  contact  with  some  abnormality,  whether  it  be  a 
slight  bulging  of  the  femoral  ring  or  inguinal  canal  or  umbilicus, 
he  will  know  at  once  that  he  is  dealing  with  something  outside  of 
the  normal.  Then  he  can  make  up  his  mind  as  to  the  precise 
deviation  which  exists. 
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I  am  simply  outlining  the  situation  because  I  realize  that  I  am 
talking  to  men  as  expert  in  the  business  as  I  am  I  feel  that  I 
owe  an  apology  for  venturing  to  indulge  in  questions  of  this  kind 
which  seem  to  be  the  a-b-c  of  the  work  of  all.  Still,  the  Society  has 
asked  me  to  speak  on  this  subject  and  I  can  only  tell  you  what'l  do 
_  1  believe  the  whole  situation  lies  in  the  ability  of  the  teacher  to 
instruct  the  man  how  to  make  a  diagnosis.  It  is  impossible  to 
make  a  diagnosis  if  he  does  not,  in  the  first  place,  have  the  relaxa- 
tion dependent  upon  the  anesthetic.  Secondly,  he  must  have  a 
knowledge  ot  the  anatomical,  the  pathological  and  the  physiologi- 
cal situation  that  can  only  come  from  honest  study  of  the  various 
departments  of  the  subject. 

Dr.  Egbert  H.  Grandix.— I  appear  before  yuu  as  one  who  does 
not  teach  gynecology  except  in  so  far  as  individual  clinics  allow. 
I  must  judge  those  who  teach  gynecology  according  to  the  good 
book,  which  says,  "By  their  fruits  vou  shall  know  them."  There- 
fore, without  directing  my  remarks  specifically  to  any  previous 
speaker  here  to-night.  I  wish  to  tell  you  how  gynecology  should 
not  be  taught. 

I  am  in  sympathy  with  the  statement  made  by  Dr.  West,  that 
a  man  should  not  become  a  gynecologist  until  he  has  served  a  long 
apprenticeship  as  a  general  practitioner.  What  I  feel  about  the 
average  gynecologist  is  this :  He  is  immature  and,  like  a  hound, 
he  smells  every  uterus,  vagina  and  ovary.  He  is  receptive  to  the 
fact  that  women  contain  nothing  more ;  he  does  not  think  that  the 
women  contain  something  more.  In  other  words.  3^  1-3  per  cent, 
of  the  women  to-day  operated  upon  would  not  be'  operated  upon 
if  the  men  were  better  general  practitioners  and  less  immature 
gynecologists. 

To  come  to  specific  facts  I  must  say  that  I  agree  absolutely  with 
Dr.  Polk,  but  I  am  not  in  accord  with  Dr.  Gofre  when  he  quotes 
from  Goodell.  a  book  which  I  reviewed  years  ago  for  the  Ameri- 
can Journal  of  Obstetrics  when  our  late  lamented  Munde  was  the 
editor.  Also  Keeting  and  Coe's  classical  work  T  reviewed  for  the 
same  journal.  I  am  not  in  accord  with  him  when  he  read  ex- 
tracts and  referred  to  me  as  a  specialist  in  menstrual  disorders. 
Take  the  average  house  officer  as  you  find  him,  he  is  a  menace  to 
the  profession,  but  not  here  in  New  York.  The  average  house 
officer  is  a  lobbyist.  As  a  result  he  is  a  mightv  poor  physician. 
let  alone  a  gynecologist.  Not  many  years  ago  at  a  meeting  of 
the  American  Gynecological  Society  a  gentleman  from  one  sec- 
tion of  the  country  told  another  that  he  believed  a  certain  method 
was  good,  but  that  he  did  not  dare  to  teach  it  to  his  students:  he 
did  not  think  it  was  safe  for  them  to  do  it.  My  answer  was.  do 
not  graduate  those  students  unless  they  are  trained  to  do  what 
they  know  is  the  correct  thing  to  do.  I  am  referring  to  the 
manual  dilatation  of  the  cervix.  The  man  I  have  particularly  in 
mind  is  a  professor  of  obstetrics  at  the  Johns  Hopkins  University 
To  come  down  now  to  specific  facts.     The  average  house  officer 
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makes  a  vaginal  examination  with  two  fingers ;  yon  cannot  make 
a  proper  vaginal  examination  with  two  fingers.  In  that  respect 
I  agree  with  Dr.  Goffe.  Again,  the  average  house  officer  uses 
that  invention  of  the  devil,  the  uterine  sound.  This  should  be 
used  only  for  differential  purposes.  The  man  who  cannot  make 
a  diagnosis  of  intrapelvic  conditions  without  the  use  of  the  intra- 
uterine sound  under  ordinary  conditions  is  not  fit  to  be  a  gynecolo- 
gist. I  only  use  it  for  purposes  of  tearing  tumors  from  the  body 
of  the  uterus  and  in  women  so  fat  that  you  cannot  make  a  diagno- 
sis, because  you  cannot  make  your  internal  finger  meet  the  exter- 
nal hand. 

Again,  house  officers  say  that  pelvic  cellulitis  exists.  Shades 
of  Emmett  be  blest !  This  does  not  exist  except  as  a  complication 
of  a  pelvic  peritonitis.  An  abdominal  section  during  life,  followed 
by  a  post-mortem  shows  over  and  again  that  this  old  phlegmon 
has  usually  disappeared. 

Again,  I  am  told  that  a  trachelorrhapy  should  be  done.  If  the 
cervix  is  diseased  enough  to  require  trachelorrhapy,  then  an  ampu- 
tation of  the  cervix  is  called  for. 

Again  the  house  officers  contend  that  everything  can  be  done 
and  should  be  done  by  posterior  vaginal  section,  irrespective  of 
adhesions  with  possibly  an  adherent  appendix. 

Again  the  house  officers  say  that  Alexander's  operation  should 
be  clone.  Yes.  if  you  understand  what  is  inside  the  abdomen  be- 
fore doing  it.  Within  three  vears  I  re-operated  upon  a  woman 
who  had  been  operated  upon  by  a  member  of  this  society ;  he  had 
done  an  Alexander  operation,  and  I  found  the  uterus  still  in  the 
hollow  of  the  sacrum. 

Dr.  R.  A.  Murray. — The  opportunity  to  teach  comes  to  us  in 
every  operation  we  do.  Some  of  the  points  brought  out  to-night 
are  admirable.  I  think  very  favorably  of  one  point  raised,  that 
the  student  who  comes  to  learn  a  specialty  should  first  have  some 
training  in  general  medicine.  Secondly,  when  he  goes  into  a  spe- 
cialty so  largely  surgical,  he  should  be  shown  the  necessity,  as  Dr. 
Polk  has  so  well  stated,  of  knowing  his  anatomy.  We  should 
also  insist  that  he  should  have  a  sufficient  experience  in  general 
surgery  to  have  the  surgical  principles  that  are  at  the  base  of  everv 
surgical  procedure  thoroughly  in  mind.  Next,  we  should  insist 
when  he  is  on  the  house  staff  that  he  should  learn  what  other  men 
have  done.  We  would  not  have  such  an  outburst  if  men  knew 
what  other  men  were  doing,  or  had  done. 

A  very  great  and  important  point  was  made  by  Dr.  Polk,  and  it 
applies  to  the  whole  study  of  medicine  and  other  sciences,  that  is. 
the  use  of  the  imagination.  If  a  man  is  shown  a  thing,  and 
told  that  such  and  such  a  thing  is  there,  then  when  he  sees  a  patient 
he  should  be  able  to  have  an  image  of  conditions  before  his  mind. 

That  is  the  only  effective  wav  to  learn  anatomy ;  that  is  the  only 
effective  wav  to  learn  disease.     We   should  cultivate  this  habit. 
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We  should  not  think  of  the  dry  detail  but  use  our  imagination 
more.  We  should  economize  time  more.  Dr.  McCosh,  of  Prince- 
ton, has  studied  the  imagination.  He  makes  use  of  it.  We  do  not 
use  it  enough.  Our  profession  does  not  use  it  enough.  Wre  get  a 
case  and  do  what  our  judgment  dictates.  But  for  our  knowledge 
to  be  effective,  we  must  have  imagination  so  developed  and  so 
applied  that  we  will  see  before  we  undertake  anything  what  we  are 
to  undertake  to  do  for  our  patients.  Then  when  we  see  a  neuras- 
thenic patient  we  will  not  make  the  mistake  of  saying  that  sewing 
the  cervix  cured  the  patient. 

Dr.  Edwin  B.  Cragix. — There  are  several  roads  which  lead  to 
Rome  and  not  every  teacher  can  work  in  the  same  way. 

If  I  possessed  the  eloquence  of  Dr.  Polk  I  should  wish  to  teach 
by  lecturing;  if  the  artistic  skill  of  Dr.  Dickinson,  I  should  depend 
largely  on  diagrams,  but  having  neither  of  these  gifts  I  have  to 
solve  the  problem  in  another  way. 

It  may  be  of  interest  to  know  how  we  work  out  the  problem  at 
the  College  of  Physicians  and  Surgeons.  With  regard  to  the  train- 
ing of  undergraduate  students  in  gynecology,  we  only  hope  to  lay 
the  foundation  for  their  work,  not  to  make  them  gynecologists  be- 
fore graduation.  It  is  hardly  fair  to  say  that  unless  they  can  do 
certain  operations  which  experts  do  they  should  not  receive  their 
diploma.  The  medical  course  is  not  long  enough  for  that.  There 
are  many  operations  I  do  myself  which  I  do  not  teach  my  stu- 
dents to  do.  They  must  have  time  for  development  and  further 
training  before  they  start  in  performing  certain  operations. 

In  the  preliminary  training  in  gynecology,  the  lectures,  as  you 
all  know,  have  taken  a  back  seat  as  compared  to  former  years,  and 
yet  I  believe  there  is  an  ample  field  for  a  few  lectures  on  certain 
phases  of  the  subject  after  the  student  has  been  well  grounded  in 
the  study  from  a  text-book. 

In  our  school  the  anatomy  of  the  specialist  is  not  taught  by  the 
professor  of  anatomy,  but  the  specialist  teaches  the  anatomy  of  his 
specialty. 

In  my  judgment  the  best  way  to  teach  gynecology  is  to  begin 
with  a  text-book,  with  lessons,  recitations  and  demonstrations 
exactly  as  in  an  ordinary  school.  With  this  preparation  the  stu- 
dent is  ready  for  lectures  and  practical  work. 

With  regard  to  bringing  students  into  touch  with  the  patients,  a 
most  important  element  in  modern  teaching,  it  is  not  every  school 
which  has  a  hospital  of  its  own  and  without  this  the  practical 
teaching  is  often  difficult  to  arrange.  The  College  of  Physicians 
and  Surgeons  has  no  hospital  of  its  own,  but  by  means  of  the 
Vanderbilt  Clinic  and  through  the  courtesy  of  the  officers  of  a 
neighboring  hospital  we  are  able  to  give  our  students  this  practi- 
cal instruction. 

It  is  diagnosis  we  teach  first  in  the  practical  course.  I  hardly 
see  how  we  could  teach  students  the  diagnosis  of  normal  condi- 
tions if  they  only  examined  cases  under  anesthesia,  as  has  been 
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suggested  here  to-night,  for  we  do  not  anesthetize  normal  cases. 
We  should  be  able  to  teach  the  diagnosis  of  normal  conditions 
by  means  of  the  numerous  patients  who  come  to  a  large  clinic 
thinking  they  have  pelvic  troubles  when  they  have  none.  After 
the  student  has  become  familiar  with  the  normal  conditions  he  is 
expected  to  put  together  facts  learned  while  quizzing  from  the 
text-book  during  the  previous  months,  and  recognize  abnormal 
conditions.  In  my  judgment  little  is  gained  and  much  time  is 
lost  by  undergraduate  students  attending  operative  clinics  in  major 
gynecology.  On  the  other  hand,  much  is  learned  if  students  in 
groups  of  four  or  five  can  sit  or  stand  around  an  operator  while 
he  performs  operations,  such  as  the  repair  of  the  cervix  and 
perineum,  which  they  will  probably  do  in  their  early  private  prac- 
tice, and  shows  them  each  step  in  the  procedure.  It  is  along  this 
line  that  we  are  striving  to  teach.  Later  in  the  course  let  them 
see  major  operations  in  gynecology,  but  first  confine  them  to  the 
minor  operations. 

We  have  another  illustration  that  there  are  several  roads  leading 
to  Rome  in  the  statement  made  here  to-night  that  only  one  finger 
should  be  used  in  making  a  vaginal  examination.  Personally,  I 
believe  that  better  work  can  be  done  with  two  fingers  in  the  vagina 
than  with  one,  and  I  always  feel  handicapped  when  the  presence  of 
the  hymen  limits  me  to  the  use  of  one  finger.  I  am  sure  that  with 
two  fingers  in  the  vagina  I  can  make  out  small  changes  in  the 
tubes  and  ovaries  better  than  with  one.  All  this  shows  that  dif- 
ferent men  do  their  work  in  different  ways.  It  is  not  fair  to  say 
that  they  must  all  do  it  in  the  same  way.  In  teaching  gynecology 
the  principle  is  this:  Let  the  groundwork  be  solid;  train  the  stu- 
dents not  only  in  anatomy  and  surgery  but  in  pathology.  My 
greatest  regret  in  my  professional  life  as  a  gynecologist  is  that 
1  did  not  have  a  better  training  in  pathology.  A  thorough  train- 
ing in  anatomy,  surgery  and  pathology  and  working  away  at 
diagnosis  will  bring  the  student  as  near  perfection  as  he  is  likely 
to  get. 

Dr.  J.  Riddle  Goffe. — I  wish  to  emphasize  a  point,  that  the 
tactus  eruditus  exists  in  the  brain  and  not  in  the  end  of  the  finger. 
One  must  be  able  to  make  a  picture  of  what  the  sense  of  touch 
conveys.     Tt  is  scientific  imagination. 

With  regard  to  examining  patients  under  an  anesthetic,  at 
Dartmouth  when  I  have  a  limited  clinic,  I  lvve  used  it,  placing 
the  patients  under  an  anesthetic  and  examining  them  :  this  is  made 
necessary  because  of  the  small  amount  of  material  at  hand.  Rut  I 
have  been  surprised  to  find  men  unable  to  make  a  proper  diagnosis 
of  the  proper  position  of  the  fundus  of  the  uterus.  It  is  a  great 
helii  to  have  the  patient  under  an  anesthetic,  but  this  is  not  feasi- 
ble where  there  is  a  lartre  class  to  handle. 

Dr.  William  M.  Polk. — The  suggestion  ha?  been  made  that 
students  be  offered  the  opportunity  to  verify  the  observations 
they  make  bv  manual  examination,  exposing  the  abdomen  to  them 
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after  the  incision  has  been  made.  This  is  part  of  their  instruc- 
tion. In  this  way  they  are  enabled  to  verify  wh.it  they  have  found 
by  the  ordinary  methods  of  bimanual  examination.  This  is  of 
enormous  benefit  to  the  examiner.  Where  there  are  half  a  dozen 
students,  they  are  brought  before  the  examiner  and  questioned  as 
to  what  they  found.  Afterwards  the  abdomen  is  opened,  expos- 
ing the  real  conditions  there. 


REVIEWS. 


Obstetrics.  A  Textbook  for  the  Use  of  Students  and  Practi- 
tioners. By  J.  Whitridge  Williams,  Professor  of  Obstetrics, 
Johns  Hopkins  University ;  Obstetrician-in-Chief  to  the  Johns 
Hopkins  Hospital ;  Gynecologist  to  the  Union  Protestant  In- 
firmary, Baltimore,  Aid.  Second  Enlarged  and  Revised  Edi- 
dition.  Pp.  950,  with  16  plates  and  666  illustrations  in  the 
text.  New  York  and  London :  D.  Appleton  &  Co.,  1908. 
The  second  edition  of  this  work  is  marked  by  the  same  quali- 
ties— thoroughness,  scientific  accuracy,  and  originality — that  made 
it  a  success  on  its  first  appearance.  The  revision  has  been  thor- 
ough and  very  many  minor  changes  and  additions  have  been 
made.  The  chapter  upon  the  development  of  the  ovum  has  been 
recast.  The  toxemias  of  pregnancy  are  discussed  in  the  light 
of  recent  knowledge  of  the  importance  of  the  estimation  of  the 
nitrogen  and  ammonia  coefficients  and  of  the  recent  studies  of 
the  characteristic  hepatic  lesions  found  in  these  cases,  studies  in 
which  Stone,  Ewing,  and  the  author  have  been  prominently  iden- 
tified. Sections  have  also  been  added  on  vaginal  Cesarean  sec- 
tion, pubiotomy,  and  contractions  of  the  pelvic  outlet.  Vaginal 
Cesarean  section  the  author  considers  the  ideal  method  for  rap- 
idly terminating  pregnancy  in  all  cases  in  which  the  cervix  is 
undilated  and  rigid.  Pubiotomy,  he  believes,  will  practically  dis- 
place Cesarean  section  in  the  so-called  "border  line"'  cases,  as  it 
enables  one  to  operate  after  several  hours  of  second  stage  pains 
have  demonstrated  that  the  head  cannot  pass  through  the  superior 
strait.  Pubiotomy  can  be  safely  performed  under  such  circum- 
stances, while  in  Cesarean  section  the  prognosis  becomes  pro- 
gressively worse  the  later  in  labor  it  is  performed.  Pubiotomy 
will  still  further  narrow  the  field  for  the  induction  of  premature 
labor  and  practically  do  away  with  the  use  of  high  forceps,  ver- 
sion, or  craniotomy  in  moderate  degrees  of  contracted  pelvis 
when  the  mother  is  in  good  condition.  The  author  also  think.-, 
it  indicated  in  certain  cases  of  funnel-shaped  pelvis,  and  possibly 
in  face  presentations  when  the  chin  has  rotated  into  the  hollow 
of  the  sacrum. 
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The  work  as  a. whole  bears  evidence  of  very  careful  preparation, 
and  while  it  is  essentially  a  mirror  of  the  author's  own  views, 
it  can  only  be  criticised  in  minor  points.  The  style  is  clear  and 
pleasant,  the  illustrations  are  well  chosen  and  many  appear  for 
the  first  time  in  this  edition.  The  typography  and  make-up 
are  good.     We  predict  for  it  long  life  and  more  editions. 

A  Textbook  of  Pathology.  By  Francis  Delafield,  M.D., 
LL.D.,  Emeritus  Professor  of  the  Practice  of  Medicine,  College 
of  Physicians  and  Surgeons,  Columbia  University,  New  York, 
and  T.  Mitchell  Prudden,  M.D.,  LL.D.,  Professor  of  Pa- 
thology and  Director  of  the  Department  of  Pathology,  College 
of  Physicians  and  Surgeons,  New  York.  Eighth  Edition. 
With  13  full-page  plates  and  650  illustrations  in  the  text,  in 
black  and  colors.  Octavo,  pp.  1,057.  New  York:  Wm.  Wood 
&  Co.,  1907. 

A  critical  review  of  a  work  so  widely  and  favorably  known  as 
Delafield's  and  Prudden's  Pathology  seems  as  unnecessary  as  a 
formal  introduction  to  an  old  friend.  After  an  interval  of  a  few 
years  we  greet  the  friend  or  open  the  book  with  a  quite  similar 
feeling  of  pleasure,  and  we  look  to  see  the  changes  in  the  body 
and  mind  of  the  man  as  we  do  in  the  form  and  text  of  the  book. 
The  eighth  edition  of  the  "Pathology"  comes  to  us  well 
dressed  and  prosperous,  with  fine  paper,  clear  type,  and  beautiful, 
well  chosen  illustrations  of  which  over  one  hundred  and  fifty 
are  new. 

The  text  has  been  largely  revised.  The  section  devoted  to 
general  pathology  has  been  rewritten  and  expanded  and  various 
phases  of  pathological  physiology  have  received  more  attention 
than  formerly.  Much  stress  has  been  laid  upon  the  relationships 
of  pathology  to  the  allied  phases  of  biological  science  and  dis- 
ease has  been  considered  in  many  cases  as  an  adaptive  process 
and  pathology  viewed  as  one  aspect  of  the  diverse  manifestations 
of  life  and  energy,  rather  than  as  belonging  to  a  special  and  ex- 
clusively human  domain. 

The  work  includes  a  consideration  of  infection  and  immunity, 
describes  concisely  the  lesions  of  the  acute  infectious  diseases 
and,  so  far  as  they  are  known,  the  microorganisms  inciting  them, 
then  takes  up  the  various  phases  of  degeneration  and  inflamma- 
tion, the  characters  of  tumors,  the  lesions  of  the  general  dis- 
eases, of  poisoning  and  of  violent  deaths,  the  special  lesions  of 
different  tissues  and  organs  of  the  body,  and  gives  the  knowledge 
necessary  for  the  making  of  autopsies,  the  preservation  of  tissue 
and  their  preparations  for  microscopic  examination  and  outlines 
the  characters  and  methods  of  study  of  pathogenic  microorgan- 
isms. 

The  great  and  rapid  accumulation  of  data  in  the  wide  field 
which  the  book  covers  has  made  necessary  the  exclusion  of  those 
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phases  of  clinical  diagnosis  and  practical  bacteriology  which  are 
now  adequately  covered  in  special  treatises.  The  book  is  one 
that  is  indispensable  to  him  who  would  keep  abreast  of  the  ad- 
vances and  new  ideas  of  modern  pathology. 

The  Practice  of  Obstetrics.   By  American  Authors.    Edited 
by  Charles  Jewett,  M.D.,  Professor  of  Obstetrics  and  Gyne- 
cology in  the  Long  Island  College  Hospital,  New  York.    Third 
Edition,  Revised  and  Enlarged.     Octavo,  pp.  820;  illustrated 
with  484  engravings,  46  of  which  are  in  colors,  and  36  colored 
plates.    New  York  and  Philadelphia :  Lea  Brothers  &  Co.,  1907. 
It  is  an  unusual  thing  for  a  book  of  composite  authorship  to 
reach  the  dignity  of  even  a  second  edition,  so  that  when  a  third 
edition  of  this  work,  is  called  for  it  indicates  the  possession  of 
sterling  qualities  of  merit  and  careful,  thorough   work  on  the 
part  of  its  editor,  Dr.  Jewett.     Without  being  too  voluminous 
the  work  is  encyclopedic  in  character,  it  is  complete  without  du- 
plication, and  attains  a  uniform  high  level  of  authority.     It  is 
very  freely  illustrated.     The  present  edition  has  been  extensively 
revised.     New   sections  have  been  written  by  \Y.   S.   Stone  on 
the  changes  in  the  maternal  organism  caused  by  pregnancy,  the 
duration  of  pregnancy,  the  hygiene  and  management  of  preg- 
nancy, the  anomalies  and  diseases  of  the  fetal  appendages,  and 
the  diseases  of  pregnancy.    A  chapter  on  malformations,  injuries, 
and  diseases  of  the  newborn  child  has  been  contributed  by  Dr. 
E.  H.   Bartley.     The  section  on  symphyseotomy  has  been  con- 
densed and  a  brief  account  introduced  of  hebotomy  and  vaginal 
Cesarean  section. 
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OBSTETRICS. 

Mental  Disease  as  an  Indication  for  Interruption  of  Preg- 
nancy.— Alzheimer  {Munch.  Med.  Woch.,  August  13,  1907) 
considers  carefully  the  different  forms  of  insanity  and  nervous 
disease  that  may  occur  during  pregnancy  with  reference  to  their 
etiological  relation  to  pregnancy  and  the  possibility  of  affecting 
them  favorably  by  interrupting  the  latter.  He  finds  that  there 
are  not  any  forms  of  insanity  that  are  caused  by  pregnancy.  On 
the  other  hand,  pregnancy  is  not  unfavorably  affected  by  the  oc- 
currence of  mental  disease.  For  these  reasons  interruption  of 
pregnancy  by  the  physician  is  not  to  be  considered  as  justifiable 
to  relieve  mental  symptoms.  Neither  is  any  amelioration  to  be 
expected  as  a  result  of  the  termination  of  pregnancy.  In  many 
cases  the  patient  begs  for  the  interruption  of  gestation  and  the 
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relations  demand  that  abortion  be  brought  about.  The  writer 
counsels  the  physician  not  to  accede  to  their  wishes  unless  he  be 
fortified  by  a  positive  opinion  from  an  alienist  that  benefit  will 
result.  In  some  cases  of  severe  chorea  and  in  eclampsia  abortion 
is  justifiable. 

Abortion  by  Means  of  Roentgen  Rays. — Manfred  Fraenkel 
(Zent.  f.  Gyn.,  August  3,  1907)  made  use  of  the  #-rays  in  ob- 
taining an  abortion  in  a  case  in  which,  on  account  of  the  presence 
of  tuberculosis,  it  was  considered  undesirable  for  the  young 
mother  to  continue  her  pregnancy.  The  rays  were  used  in  the  third 
month  of  pregnancy  for  twenty-five  sittings  of  five  to  ten  minutes 
each.  The  author  had  experimented  on  animals  as  to  the  effect 
of  the  .r-rays  in  pregnancy,  and  found  that  there  occurred  a  de- 
generative process  of  the  ovaries  with  changes  in  the  lumen  of 
the  bloodvessels  and  capillaries.  These  changes  consisted  in  con- 
traction and  widening  of  the  lumina  of  the  vessel.  He  believes 
that  the  effect  on  pregnancy  is  caused  by  degenerative  changes 
in  the  ovaries  and  glands  rather  than  by  its  effect  on  the  fetus. 
In  the  case  of  his  patient  the  author  believes  that  changes  in  the 
circulation  may  have  affected  the  placenta,  causing  it  to  become 
loosened.  There  was  marked  bleeding  at  the  time  when  the 
spontaneous  abortion  took  place,  which  might  indicate  such 
changes.  In  this  patient  as  well  as  in  the  animals  experimented 
upon  the  rays  produced  a  desire  to  urinate  amounting  to  inconti- 
nence. Sterility  was  produced  by  the  rays  when  applied  for  longer 
periods  than  when  used  for  therapeutic  effect.  The  author  hopes 
that  this  use  of  the  rays  may  aid  in  the  cure  of  cases  of  osteo- 
malacia, and  thinks  that  they  should  be  tried  before  castration  is 
resorted  to. 

The  Question  of  Myoma  Operations  in  Pregnancy. — Karl 
Ernst  Laubenburg  (Gyn.  Rund.,  Bd.  16.  1907)  advocates  con- 
servatism in  the  treatment  of  myoma  bv  operation  in  pregnancy. 
He  believes  that  it  is  not  advisable  to  operate  except  when  the 
tumor  causes  marked  obstruction  and  renders  delivery  by  nat- 
ural means  impossible.  He  has  had  some  bad  results  from  inter- 
ference in  such  cases.  The  most  important  indication  for  opera- 
tion is  pressure  on  the  bladder  or  other  organs,  by  the  absolute 
size  of  the  growth  which  will  prevent  delivery.  The  location  of 
the  tumor  mav  constitute  another  indication  for  interference.  In 
such  cases  a  vagfinal  enucleation  undertaken  early  in  the  prec:- 
hancv  is  justifiable.  Hysterectomy  is  not  so  successful  as  to 
justify  its  use  when  the  vaginal  method  can  be  used.  Early  in 
pregnancy  abortion  is  justifiable.  In  cases  of  uteri  in  which  there 
are  large  numbers  of  myomata  abortion  is  almost  certain  to 
occur.  When  operation  is  decided  upon  the  tumor  may  be  enucle- 
ated, through  an  incision  in  the  capsule,  shelling  out  the  my- 
oma with  the  scalpel  handle. 
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Attempts  at  Abortion  in  the  Course  of  Extrauterine  Preg- 
nancy.— X.  Guerdjikoff  (Ann.  de  Gyn.  et  d'Obst.,  October, 
1907)  has  observed  in  less  than  a  year  three  cases  of  extra- 
uterine gestation  in  which  attempts  had  been  made  to  produce 
abortion  during  a  supposedly  normal  pregnancy.  Each  resulted 
in  the  death  of  the  patient.  In  the  first  case  the  abortive  meas- 
ures were  employed  at  about  the  sixth  week  of  pregnancy,  and 
septic  infection  took  place  as  a  result.  In  the  second  case  the 
attempt  was  made  five  weeks  after  the  last  period.  Chills  ap- 
peared some  three  weeks  later,  followed  by  abdominal  pains  and 
tubal  rupture  ending  in  peritonitis.  In  the  third  case  the  abor- 
tion was  attempted  at  about  the  seventh  week  of  pregnancy.  Five 
days  later  rupture  of  the  tube  occurred  and  fibrinous  peritonitis. 
The  immediate  results  of  attempts  at  abortion  in  such  cases  seem 
to  be  slight  abdominal  pains  corresponding  to  uterine  contrac- 
tions, and  more  or  less  abundant  loss  of  blood.  The  tubal  abor- 
tion occurs  some  time  later  as  a  result  of  infection.  Rupture  into 
the  peritoneum  is  followed  by  pelvic  or  general  peritonitis  and 
death.  A  marked  endometritis  is  found  at  autopsy  and  we  may 
suppose  that  infection  has  extended  through  the  cavity  of  the 
uterus  and  thus  reached  the  sac  of  the  extrauterine  gestation.  In- 
tervention in  such  cases  can  be  of  use  only  when  it  is  undertaken 
very  early,  before  the  symptoms  of  peritonitis  have  set  in. 

Fatty  Degeneration  of  the  Uterus  in  Pregnancy. — Marius 
Ciulla  (Zent.  f.  Gyn.,  September  14,  1907)  has  made  a  histo- 
logical examination  of  three  placentas  removed  at  the  time  of 
Cesarean  section  by  Bossi ;  one  at  the  middle  of  the  ninth  month, 
one  in  the  eighth  month,  and  one  eleven  days  over  the  normal 
period  of  delivery.  He  finds  that  during  the  last  two  months  of 
pregnancy  there  is  a  fatty  degeneration  of  the  uterus  which  acts 
upon  the  hypertrophied  muscle  fibers  of  the  uterus.  A  fatty 
infiltration  of  the  hypertrophic  fibers  takes  place  and  they  are 
reduced  in  volume  until  they  take  on  their  normal  dimensions 
and  form.  This  fatty  degeneration  at  the  end  of  pregnancy  ex- 
plains the  muscular  excitabilitv  of  the  uterus  at  the  time  of  de- 
livery. It  also  accounts  for  some  cases  of  subinvolution  and  of 
hyperinvolution  of  the  uterus.  In  delayed  labor  this  is  the  etio- 
logical factor  through  an  excessive  fatty  degeneration,  while  in 
premature  labor  this  fatty  degeneration  fails  to  take  place.  This 
fatty  degeneration,  allowing  the  globules  to  pass  into  the  blood, 
may  serve  to  produce  the  first  secretion  in  the  breasts.  The 
acute  fatty  degeneration  of  the  puerperal  period  may  cause  the 
secretion  of  milk  in  the  breasts. 

Rupture  of  the  Gravid  Uterus. — Rouffart  and  Delporte 
(Ann.  de  la  Soc.  Roy.  des  Sci.  Med.  et  Nat.,  Vol.  XVI.  Parts  t 
and  2)  divide  rupture  of  the  gravid  uterus  into  traumatic  rup- 
ture, and  rupture  due  to  anatomopathological  lesions  of  a  diffuse 
nature,  the  traumatism  being  secondary  to  these  changes.     The 
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traumatic  cases  are  most  frequent,  being  caused  by  violence  which 
has  left  behind  it  a  cicatrix  through  which  the  rupture  occurs. 
In  the  second  group  there  are  found  in  the  uterine  wall  diffuse 
lesions  of  various  kinds  which  render  the  walls  so  weak  that  a 
slight  accident  brings  about  a  rupture.     The  body  of  the  uterus 
is  much  exposed  to  violence  from  without  as   soon  as  it  rises 
above  the  symphysis  pubis.    This  occurs  after  the  fourth  month. 
Hemorrhage  is  a  danger  whether  the  perforation  be  completely 
through  the  walls,  or  arise  from  a  separation  of  the  placenta. 
When  there  is  a  complete  perforation  of  the  uterine  wall  the  re- 
traction of  the  muscular  fibers  causes  the  rent  to  be  enlarged 
until  the  ovum  escapes  into  the  abdomen.   A  violent  contusion  of 
the  abdomen  may  produce  this  lesion.    It  is  believed  to  be  neces- 
sary that  degenerative  changes  of  the  walls  should  have  pre- 
viously taken  place.    Attempts  at  abortion  may  cause  uterine  per- 
foration and  rupture.     These  wounds  are  generally  in  the  poste- 
rior wall  of  the  uterus  and  the  fetus  is  generally  broken  up  at  the 
same  time.     Old  cicatrices  play  an  important  part  in  these  in- 
juries, such  as  may  arise  from  curettement,  enucleation  of  myo- 
mata,  or  Cesarean  section,  the  cicatrix  being  thin  and  having  no 
retractile  power.      Such   an  injury  has  been   caused  by   digital 
curetting.     In  some  cases  vicious  insertion  of  the  placenta  re- 
peatedly taking  place  in  the  same  location  is  responsible  for  the 
degeneration  of  the  wall.     Tuboovarian  pregnancies  may  result 
in  an  apparent  uterine  rupture.     The  changes  that  occur  during 
pregnancy  may  cause  a  weakening  of  the  uterine  wall.      The 
elastic  fibers  are  here  much  changed.     Previous  uterine  disease 
may     have     weakened     the     walls.        The     authors     observed 
changes  in  the  uterine  walls  in  a  young  woman,  in  which  the  villi 
of  the  placenta  had  penetrated  so  deeply  into  the  uterine  walls 
that  the   process   was  absolutely   pathological   and   resembled   a 
neoplasm.     Necrotic  lesions  had  taken  place  which  reduced  the 
resisting  power  of  the  wall.     The  trophoblast  had  taken  on  ab- 
normal and  atypical  functions.     There  was  degeneration  of  the 
muscle  and  loss  of  elasticity,  which  allowed  of  rupture  from  a 
trivial  cause.     A  previous  curettage  may  have  assisted  in  pro- 
ducing the  changes  that  have  taken  place. 

Twenty-five  Conservative  Cesarean  Sections  Without  Ma- 
ternal Mortality. — Eliseo  Canton  (Ann.  cie  Cyn.  ct  d'Obst.,  Sep- 
tember, 1907)  gives  the  conclusions  at  which  he  has  arrived  after 
a  series  of  twenty-five  Cesarean  sections  made  without  any  ma- 
ternal mortality.  This  operation  is  one  that  need  not  be  dreaded 
since  asepsis  has  rendered  the  results  so  good.  In  contracted 
pelves  of  a  diameter  less  than  seven  and  a  half  centimeters,  with, 
a  living  infant  of  normal  development  the  Cesarean  section  will 
be  indicated  absolutely  to  save  the  life  of  the  child.  Cesarean 
section  should  be  done  whenever  the  disproportion  between  the 
diameters  of  the  child's  head  and  of  the  pelvis  does  not  permit 
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of  the  delivery  of  the  living-  child  after  several  hours  of  vigorous 
contractions.  Under  the  same  conditions  the  Cesarean  section  is 
to  be  preferred  to  symphseotomy  in  the  interests  of  the  child.  If 
those  of  the  mother  are  more  important,  symphyseotomy  is  to  be 
preferred.  Pubiotomy  is  to  be  chosen  when  the  interests  of  the 
mother  are  paramount  to  those  of  the  child.  In  case  of  fever  or 
infection  pubiotomy  is  to  be  selected.  Section  is  to  be  preferred 
to  version  under  the  same  conditions.  Between  premature  labor 
and  hysterectomy  one  would  choose  the  first  on  behalf  of  the 
child,  the  second  on  behalf  of  the  mother.  In  severe  eclampsia 
forced  labor  is  to  be  preferred  to  the  section.  Uterine  hemor- 
rhages will  not  permit  of  the  performance  of  the  section.  Other 
contraindications  are  infection,  heart  troubles,  cancer,  and  tumors 
in  general. 

Therapeutics  of  Dystocia  from  Pelvic  Deformity  at  the 
Baudelocque. — A.  Pinard  (Ann.  de  Gyn.  et  d'Obst.,  September, 
1907)  says  that  his  conception  of  dystocia  due  to  pelvic  contrac- 
tion has  undergone  a  change  marked  by  progress  during  the 
time  of  his  connection  with  the  Baudelocque  Clinic.  He  now 
adopts  the  following  conclusions  as  a  result  of  eighteen  years  of 
experience :  Never  interrupt  pregnancy  whatever  the  amount  of 
pelvic  contraction.  Never  practise  during  labor  any  operation 
that  will  cause  the  pressure  of  the  fetal  head  against  bony  resist- 
ance, either  at  the  superior  strait  or  in  the  pelvic  cavity.  As 
operations  for  pelvic  contractions  only  Cesarean  section,  enlarge- 
ment of  the  pelvis  by  symphyseotomy,  pubiotomy  or  ischio-pubi- 
otomy,  and  Porro's  utero-ovarian  amputation  are  to  be  consid- 
ered. By  following  these  directions  the  author  believes  that  the 
mortality  in  labor  may  be  materially  decreased. 

Pubiotomy. — Josef  Backer  {Gyn.  Ritnd.,  Bd.  18,  1907)  dis- 
cusses the  relations  of  pubiotomy  and  symphyseotomy  and  their 
advantages.  The  strongest  argument  against  symphyseotomy  has 
been  that  a  wound  of  a  joint  is  more  difficult  to  heal  than  that 
of  a  bone ;  but  the  symphysis  is  not  a  true  joint  and  possesses  no 
synovial  membrane.  If  it  is  more  open  to  infection  the  answer  is 
perfect  asepsis.  The  symphyseotomy  wound  cannot  be  well 
protected  against  infection  if  we  await  a  spontaneous  delivery 
after  the  operation.  The  mortality  of  pubiotomy  and  symphyse- 
otomy is  not  less  than  that  of  Cesarean  section  and  injury  of  the 
soft  parts  is  liable  to  follow  either  of  these  operations.  The  most 
frequent  is  injury  of  the  corpus  cavernosum,  of  the  clitoris,  or 
the  pudendal  artery,  either  of  which  will  produce  hemorrhage. 
With  the  subcutaneous  method  this  is  still  more  liable  to  occur. 
The  bladder  and  vagina  may  be  injured,  especially  when 
previous  inflammatory  processes  have  caused  adhesions  of  the 
bladder  to  the  symphysis.  The  liability  to  injury  of  the  bladder 
when  in  its  natural  position  is  greater  in  symphyseotomy,  but  the 
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pubiotomy  needle  may  also  puncture  it  when  used  subcutaneously. 
In  third  degree  contractions  the  delivery  of  the  child  may  cause 
tearing  of  the  bladder  through  the  force  necessary  to  delivery. 
The  dangers  seem  to  be  equal  in  these  two  operations,  but  by 
improvement  of  technique  they  may  be  lessened  in  pubiotomy. 
Advocates  claim  greater  widening  of  the  pelvic  diameters  in  sym- 
physeotomy. The  author  finds  that  the  increased  width  is  equal 
in  the  two  operations.  Severe  degrees  of  contraction  are  not 
suitable  for  either  of  these  operations,  but  should  be  left  to  Ce- 
sarean section.  The  pelvic  outlet  is  not  much  increased  in  width 
on  account  of  the  pelvic  diaphragm  which  resists  the  spreading 
of  the  bones.  The  oblique  diameter  is  increased  more  than  the 
antero-posterior  diameter.  The  widening  seems  to  be  about  the 
same  in  the  two  operations,  and  the  limits  are  the  same,  only  the 
second  grade  of  contraction  being  suitable  for  them.  The  union 
is  generally  fibrous  in  both  cases,  a  bony  union  being  rare,  and 
fibrous  union  allows  of  a  little  more  room  by  stretching  of  the 
point  of  union  during  the  next  delivery.  The  author  believes 
that  these  two  operations  stand  on  the  same  plane  and  are  equally 
indicated.  But  the  mortality  has  not  been  much  reduced  by  the 
use  of  these  operations.  It  is  5  to  6  per  cent,  for  the  mother.  The 
soft-part  injuries  and  the  formation  of  hematomata  are  distinct 
disadvantages  of  them  and  infection  may  occur.  Hemorrhage  is 
generally  slight,  but  hematomata  constitute  a  distinct  danger. 
Most  of  the  soft-part  injuries  may  be  avoided  bv  care  in  delivery. 
The  author  believes  that  only  the  original  form  of  pubiotomy  is 
justifiable,  and  that  the  subcutaneous  form  should  be  discarded. 
At  the  present  day  the  tendency  is  to  await  a  spontaneous  delivery 
after  operation,  rather  than  to  deliver  by  forceps  or  version. 

Hematoma  Vulvas  as  Hindrance  to  Delivery. — Alois  Rosen- 
berger  (Gyn.  Ruiid.,  Bd.  I.,  H.  17)  tells  us  that  hematoma  of 
the  vulva  is  seldom  so  large  as  to  constitute  a  hindrance  to  deliv- 
ery. The  chief  symptom  is  the  sudden  appearance  of  a 
tumor  at  the  vulvar  orifice.  Winckel  found  one  case  in  1,600 
cases  of  pregnancy.  The  increased  pressure  of  the  second  stage 
of  labor,  or  pressure  of  the  hard  parts  of  the  child  causes  the 
rupture  of  vessels  of  the  labia  and  the  result  is  a  hemorrhage 
which  forms  a  vulvar  tumor.  It  may  be  the  size  of  a  child's 
head.  It  is  generally  not  very  large  during  labor,  but  after  de- 
livery bleeding  may  again  begin  and  then  the  tumor  reaches  its 
greatest  size.  Symptoms  are  anemia,  swelling  of  the  vulva,  and 
desire  to  urinate.  Treatment  should  be  expectant.  If  it  does 
not  increase  in  size  after  labor  we  may  expect  resorption.  It 
may  be  necessary  to  incise  the  tumor,  empty  out  the  clots,  apnly 
pressure  to  stop  bleeding,  and  ligate  the  vessels.  In  the  case 
observed  by  the  author  the  swelling  was  so  large  that  delivery 
became  impossible.     It  was  necessary  to  incise  the  tumor,  and 
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to  make  pressure  during  the  delivery  to  control  hemorrhage. 
After  delivery  the  bleeding  was  stopped  and  the  patient  recovered 
completely  without  complication. 

Puerperal  Uterine  Inversion. — Samuel  Cache  (Ann.  de  Gyn. 
et  d'Obst.,  October,  1907)  says  that  uterine  inversion  is  a  grave 
but  infrequent  accident.  In  the  author's  experience  it  occurred 
twice  in  4,600  labors.  It  is  generally  of  puerperal  origin.  It 
usually  occurs  outside  of  the  hospitals,  where  cases  are 
well  taken  care  of,  and  the  patient  is  brought  in  for 
treatment  after  the  accident  has  happened.  It  often  results 
from  injudicious  pressure  on  the  fundus  after  delivery  or  im- 
proper traction  of  the  cord  in  the  removal  of  the  placenta.  A  too 
short  cord  or  a  very  rapid  delivery  may  aid  in  producing  the 
accident.  Inertia  mav  have  caused  the  loss  of  contractility  and 
retractility  in  the  uterine  wall.  Adherent  placenta  or  its  insertion 
in  the  deepest  part  of  the  uterus  are  also  favoring  factors.  De- 
livery by  expression,  severe  coughing,  and  delivery  when  standing 
all  favor  its  occurrence.  There  are  three  degrees  of  inversion : 
simple  depression  of  the  fundus ;  fundus  depressed  to  the  cervicai 
orifice,  and  complete  inversion.  Symptoms  are  pallor,  hemor- 
rhage, pain,  desire  to  urinate,  loss  of  strength,  and  inability  to 
palpate  the  hard,  contracted  fundus.  The  two  cases  described  by 
the  author  were  successfully  treated  by  reduction. 

Experimental  Examination  of  the  Beginnings  of  Strepto- 
coccus Venous  Thromboses. — Heinrich  von  Bardeleben  (Arch, 
f.  Gyn.,  Bd.  83,  H.  I.)  questions  why  the  same  pathogenic 
cause  at  one  time  produces  a  general  infection  and  at  an- 
other a  merelv  local  affection.  He  believes  that  this  arises 
from  the  way  of  entrance  of  the  organism,  as  well  as  the 
degree  of  virulence  of  the  germ.  The  second  factor  is  hard  to 
measure.  The  method  of  entrance  is  by  the  muscular  pressure  of 
the  uterine  contraction  forcing  the  germs  into  the  open  mouths  of 
the  veins.  This  will  occur  only  with  uterine  atony  which  allows 
the  veins  to  remain  partially  open.  To  close  them  thrombi  must 
be  formed.  Only  thus  can  the  streptococci  enter  the  circulation. 
With  a  normally  contracting  uterus  the  vessel  mouths  will  be 
firmly  closed.  The  germs  must  then  pass  through  the  vessel 
walls.  Later  they  may  pass  through  the  vessel  walls  or  through 
the  formed  thrombi.  The  venous  svstem  of  the  uterus  consists 
of  a  plexus  of  narrow  capillaries.  When  deprived  of  the  mus- 
cular action  of  the  uterus  stasis  easilv  takes  place  in  them.  In 
this  way  arise  the  aseptic  thrombi.  The  author  has  made  exten- 
sive animal  experiments  by  injection  in  various  ways  of  strepto- 
cocci of  different  degrees  of  virulence  to  determine  the  different 
methods  of  infection.  When  the  germs  are  introduced  into  the 
vessels  two  forms  of  thrombosis  occur,  the  virulent  and  the 
avirulent.    By  transparietal  introduction  there  is  but  one  kind,  the 
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virulent.  Severe  septic  thrombophlebitis  is  found  in  those  who 
die  quickly  and  in  those  who  have  had  early  operations  per- 
formed. These  thromboses  do  not  contain  pus,  and  there  are 
active  hyperemia  and  edema.  In  cases  in  which  there  is  throm- 
bophlebitis the  virulence  of  the  streptococci  is  less.  The  strepto- 
cocci enter  by  way  of  veins  filled  with  coagulum.  Pyemia  follows 
infection  with  germs  of  low  virulence,  general  sepsis  that  with 
those  of  higher  degrees  of  virulence.  The  author  considers  the 
relations  of  the  streptococci  and  the  leukocytes.  The  erythrocytes 
are  destroyed  by  the  germs.  The  leukocytes  are  active  and  a 
struggle  goes  on  between  them  and  the  cocci.  The  toxins  of  the 
cocci  act  upon  the  leukocytes  to  destroy  them.  The  streptococci 
become  more  virulent  and  conquer  the  leukocytes.  The  resist- 
ance of  the  vessel  walls  is  another  obstacle  to  the  cocci  in  intra- 
venous infection.  If  the  virulence  is  slight  they  are  unable  to 
penetrate  the  vessel  walls.  The  blood  must  have  stagnated  to 
produce  venous  thrombosis.  The  possibility  of  direct  entrance 
into  the  blood  stream  is  small  and  this  occurs  only  with  very 
virulent  forms.  Others  brought  in  small  numbers  into  the  blood 
stream  are  destroyed.  Even  virulent  streptococci  find  entrance 
more  easily  by  way  of  the  lymphatics.  The  usual  route  of  en- 
trance is  by  collapsed  veins.  If  these  are  closed  by  coagula  they 
may  be  penetrated  bv  the  bacteria.  If  the  latter  are  virulent  they 
may  even  enter  through  the  wall.  The  prevention  of  puerperal 
infection  is  by  firm  closure  of  the  vessels.  Infection  can  only  take 
place  when  this  does  not  exist.  Atony  and  venous  hyperemia 
favor  infection.  Infection  directly  from  the  uterine  cavity  can 
occur  only  through  uterine  thrombi.  Increased  virulence  and 
lower  leukocyte  vitality  permit  further  infection.  Puerperal 
thrombophlebitic  pyemia  can  be  cured  by  closure  of  the  central 
vessels  since  it  arises  from  cocci  of  only  moderate  virulence  which 
will  not  pass  the  walls  of  the  veins.  A  cure  may  be  effected  by 
ligation  while  there  are  no  general  symptoms  of  infection.  Germs 
of  higher  virulence  penetrate  the  vessel  walls  and  the  infection 
becomes  general.  It  is  difficult  at  first  to  distinguish  these  two 
forms.  In  the  pyemia  cases  we  should  not  expect  a  sudden  onset. 
By  waiting  a  while  we  lose  nothing  and  the  symptoms  become 
clearer. 

Treatment  of  Puerperal  Infection. — Auguste  Turenne  (Ann. 
dc  Gyn.  et  d'Obst.,  August,  1907)  sums  up  as  follows  the  rational 
treatment  of  puerperal  fever  at  the  present  day :  No  hope  of  a 
specific  treatment  of  this  condition  can  be  justified.  A  combina- 
tion of  methods  will  give  success  in  a  moderate  number  of  cases. 
The  chances  of  success  depend  on  the  early  discovery  of  the 
primary  localization  of  the  infection,  followed  by  an  opportune 
procedure  not  of  a  violent  nature.  Immediate  and  thorough 
uterine  evacuation  is  indicated,  whether  there  be  clots,  mem- 
branes, or  placental  remains.     Instruments   should  be  used   for 
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this  purpose  only  under  the  control  of  the  finger.  Intrauterine 
injections  should  be  replaced  by  instillation ;  extrauterine  local- 
izations of  infection  should  be  treated  early,  not  forgetting  their 
tendency  to  resolution. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Treatment  of  Occipitoposterior  Presentations. — David 
Hardie  (Jour.  Obst.  and  Gyn.,  British  Empire,  Sept.)  says  occi- 
pitoposterior presentations  occur  in  about  one-third  of  all  vertex 
presentations,  and  in  85  per  cent,  of  these  the  head  lies  with  the 
occiput  to  the  right  and  in  15  per  cent,  to  the  left.  In  nearly  all 
such  cases  rotation  forwards  takes  place  sooner  or  later  before 
the  termination  of  labor,  but  it  is  estimated  that  in  from  1.9  to  4 
per  cent,  this  does  not  occur.  Apart  from  the  danger  of  severe 
rupture  of  the  perineum  in  the  latter  cases,  the  prolongation  of 
labor  in  all  occipitoposterior  presentations,  amounting  to  at  least 
three  or  four  hours,  is  a  matter  of  great  importance  to  the  mother 
and  child,  as  well  as  sometimes  of  concern  to  the  accoucheur. 
Should  the  position  be  ascertained  at  the  commencement  of  labor, 
before  the  membranes  have  ruptured,  rotation  by  external  manip- 
ulation is  an  ideal  method,  and  may  be  successfully  accomplished, 
but  as  the  diagnosis  may  be  wrong,  and  the  patient  is  seldom  seen 
in  time,  the  range  of  this  method  will  in  practice  necessarily  be 
limited.  When  the  head  has  entered  the  brim — the  membranes 
being  entire — the  only  thing  that  can  be  done  is  to  place  the 
patient  under  the  most  favorable  circumstances  for  natural  rota- 
tion to  take  place.  Bearing  in  mind  that  the  center  of  gravity  of 
a  child,  as  was  first  pointed  out  by  Matthews  Duncan,  lies  towards 
its  back,  the  latter,  when  the  patient  is  in  a  recumbent  position, 
tends  to  gravitate  round  the  axis  of  the  child  to  a  lower  plane. 
Assuming  that  the  occiput  enters  the  pelvis  in  the  posterior  part 
of  the  right  oblique  diameter,  the  occiput  has  a  tendency  to  occupy 
the  transverse  diameter,  if  the  patient  lies  on  her  right  side. 
Hence  when  the  occiput  is  to  the  right,  she  should  lie  on  her  right 
side,  and  vice  versa.  Beyond  this,  nothing  whatever  should  be 
done  to  assist  rotation  until  labor  has  well  advanced  into  the 
second  stage.  Then  comes  the  time  for  active  interference,  if  need 
be.  Before  taking  any  step  in  this  direction,  it  is  necessary  to 
remember  a  fact  that  is  universally  recognized  by  obstetricians, 
namely,  that  the  part  of  the  head  that  is  lowest  in  the  pelvis  during 
labor  is  the  part  that  tends  to  rotate  towards  the  symphysis  pubis. 
It  follows  that  if,  in  occipitoposterior  presentations,  the  posterior 
fontanelle  is  within  easy  reach,  the  chances  are  that,  in  course  of 
time,  the  occiput  will  rotate  to  the  front.  Similarly,  if  the  anterior 
fontanelle  is  the  most  prominent  part,  rotation  forwards  of  the 
occiput  is  much  less  likely  to  take  place.  In  the  former  case  the 
occiput  bears  upon  a  resisting  pelvic  floor,  and  is  so  pushed  for- 
wards ;  in  the  latter  case  the  occiput  is  not  sufficiently  low  to  be 
acted  upon  in  this  way. 
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Our  first  object  in  treatment,  then,  is  to  increase  the  flexion 
of  the  head,  so  that  the  sinciput  may  recede  and  the  occiput  may 
occupy  a  lower  plane  in  the  pelvis,  or,  in  other  words,  so  that  the 
suboccipitobregmatic,  instead  of  the  occipitofrontal  diameter,  may 
pass  through  the  pelvis. 

The  position  of  the  head  having  been  ascertained,  the  patient  is 
placed  on  that  side  towards  which  the  occiput  is  directed,  if  this 
has  not  already  been  done.  Flexion  is  then  induced  by  pressing 
one  or  two  fingers  steadily  against  the  sinciput.  The  pressure  is 
directed,  not  only  upwards  and  slightly  backwards,  but  with  an 
inclination  to  one  side  or  the  other,  as  the  case  may  be,  with  the 
object  of  both  flexing  and  rotating  the  head  at  the  same  time.  It 
is  best  to  begin  this,  not  during  a  uterine  contraction,  but  between 
the  pains,  because  of  the  greater  facility  with  which  the  position 
of  the  head  can  be  altered.  The  head  being  kept  in  its  altered 
position  until  the  pain  returns,  steady  pressure  is  maintained 
during  the  uterine  contraction  over  the  sinciput  with  the  object 
of  preventing  the  head  from  slipping  back  to  its  original  position. 
This  cannot,  as  a  rule,  be  done  at  first,  but  by  repeating  the  pro- 
cedure when  the  pain  passes  away,  and  keeping  up  counter  pres- 
sure during  the  contraction,  it  will  often  be  found  in  the  end 
that  our  efforts  are  successful.  Time  is,  however,  an  important 
factor  to  all  concerned,  and  if,  after  a  reasonable  time,  certainly 
not  more  than  half  an  hour,  there  is  but  little  perceptible  change 
in  the  relative  position  of  parts,  we  must  act  boldly  and  make 
more  radical  efforts  to  rectify  the  malposition  and  effect  delivery. 
Fortunately,  this  is  within  our  reach,  without  risk  to  either  the 
mother  or  child,  and  fortunately  also,  it  can  be  done  during  any 
period  in  the  second  stage  of  labor,  even  when  the  occiput  is  press- 
ing down  the  perineum.  To  allow  labor  to  be  further  prolonged, 
in  the  hope  that  rotation  will  eventually  take  place,  or  to  allow 
the  head  to  be  delivered  without  rotation  having  been  accom- 
plished, is  surely  to  bring  a  stigma  on  the  practice  of  obstetrics. 
The  use  of  the  forceps  for  combined  traction  and  rotation  in  these 
cases  should  only  be  named  to  be  condemned,  while  its  use  for 
traction  alone  can  only  be  justified  after  efforts  to  rotate  by  other 
means  have  failed.  The  method  which  seems  the  easiest,  safest, 
and  most  effectual  is  that  of 

Rotation  by  the  Hand. 

This  Hardie  divides  into  two  classes,  according  as  the  head  is 
in  the  fairly  advanced  second  stage  of  labor,  or  is  bearing  on  the 
perineum,  (a)  In  the  fairly  advanced  second  stage  of 
labor  the  progress  of  the  latter  being  distinctly  re- 
tarded. The  patient,  having  been  anesthetized,  is  placed 
on  her  left  side,  whether  the  occiput  lies  to  the  right 
side  or  the  left,  because  convenience  of  manipulation  on  the 
part  of  the  accoucheur  is  of  first  importance.  In  the  case  of  a 
right  occipitoposterior  presentation,  the  right  hand,  with  its  back 
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looking  upwards,  is  introduced  into  the  vagina.  The  fingers 
having  been  passed  along  the  upper  surface  of  the  head,  nearer 
to  the  sinciput  than  the  occiput,  and  the  thumb  placed  over  the 
opposite  or  lower  temple,  the  head  is  gripped  with  the  whole  hand, 
flexed,  and  rotated,  so  as  to  occupy  the  left  oblique  diameter  with 
the  occiput  in  front.  The  hand,  in  its  course,  passes  under  the 
symphysis  pubis,  and  now  lies  to  the  left  of  the  patient,  with  the 
palm  looking  upwards.  Without  removing  the  hand,  the  lower 
blade  of  the  forceps  is  now  introduced.  This  keeps  the  head  in 
its  altered  position  until  the  upper  blade  of  the  forceps  is  applied. 
With  the  forceps  in  position,  the  chloroform  may  be  discontinued 
for  a  short  time  and  labor  allowed  to  go  on  in  the  natural  way ;  or, 
better,  the  chloroform  may  be  continued  and  labor  completed  by 
forceps.  The  placing  of  the  hand  in  position,  the  process  of  flexion 
and  rotation  of  the  head,  and  the  application  of  the  forceps,  take 
less  than  five  minutes  to  accomplish,  and,  if  the  delivery  be  com- 
pleted by  forceps,  the  duration  of  labor  is  shortened  by  at  least 
two  to  three  hours.  There  is  no  necessity  to  concern  oneself  as 
to  whether  the  body  will  rotate  with  the  head,  as  in  the  event  of 
this  not  happening,  it  does  not  involve  any  risk  to  the  child.  The 
head  has  certainly  been  rotated,  by  the  hand,  round  two-eighths 
of  a  circle,  and,  by  the  forceps,  another  eighth  before  the  head 
is  delivered,  but  this  may  be  done  without  injury  to  the  spinal  cord. 
If  there  be  any  anxiety  on  this  point,  the  left  hand  may  endeavor 
to  rotate  the  body  concurrently  with  the  rotation  of  the  head,  but 
in  practice  it  will  be  found  of  no  importance,  whether  this  be  done 
or  not.  That  the  body  does  actually  rotate,  however,  is  shown  by 
the  shoulders  being  found  in  that  oblique  diameter  of  the  pelvis 
which  the  head  originally  occupied.  In  the  case  of  a  left  occipito- 
posterior  presentation,  either  the  right  or  left  hand  may  be  em- 
ployed. If  the  right  hand  be  used,  it  is  slipped  along  the  lower 
surface  of  the  head,  with  the  palm  looking  upwards,  turns  under 
the  symphysis  pubis  to  the  patient's  right  side,  and,  when  rotation 
is  completed,  lies  with  its  palmar  surface  looking  downwards.  The 
forceps  is  then  applied,  but,  on  account  of  the  position  of  the  hand, 
the  upper  blade  must  be  applied  before  the  lower.  Should  the 
left  hand  be  used  for  rotation,  instead  of  the  right,  it  passes  over 
the  upper  surface  of  the  head  with  the  palm  looking  downwards, 
turns  round  in  front  of  the  perineum  to  the  patient's  left  side,  and 
lies  with  its  palmar  surface  looking  upwards,  ready  for  the  appli- 
cation of  the  lower  blade  of  the  forceps.  It  will  thus  be  seen 
that  when  the  right  hand  is  used  for  flexion  and  rotation  purposes 
in  cases  of  left  occipitoposterior  presentations,  it  grips  chiefly  the 
sinciput,  and  sweeps  round  the  arch  of  the  pubes  from  left  to  right 
of  the  patient,  and  the  upper  blade  of  the  forceps  is  the  first  to  be 
applied ;  when  the  left  hand  is  used,  it  grips  the  occiput,  and 
sweeps  round  in  front  of  the  perineum  from  right  to  left  of  the 
patient,  the  lower  blade  of  the  forceps  being  the  first  to  be  applied, 
(b)   In  the  late  second  stage  of  labor — the  head  being  over  the 
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perineum :  Flexion  and  rotation  can  be  accomplished  here,  in  the 
manner  above  described,  but,  on  account  of  the  low  position  of 
the  head,  it  is  unnecessary  to  pass  the  whole  hand  into  the  vagina. 
Flexion  may  be  aided  by  pressure  on  the  sinciput  with  the  left 
hand,  thus  materially  helping;  the  right  or  operating  hand.  He 
has  never  failed  to  rotate  the  head  in  this  way,  without  injury  to 
the  mother  or  child,  even  when  the  occiput  is  bearing  down  the 
perineum.  If,  however,  the  medical  man  has  been  in  attendance 
for  some  time,  he  should  not  have  allowed  valuable  time  to  be 
wasted,  and  should  have  effected  restitution  of  the  head  before 
the  second  stage  of  labor  had  advanced  so  far.  The  time  for  active 
interference  depends  upon  the  progress  of  the  case,  and,  as  the 
medical  attendant  is  generally  sent  for  long  before  the  occiput  has 
reached  the  perineum,  this  is  a  question  which  he  can  and  must 
decide  for  himself. 

Congestive  Conditions  in  the  Female  Sexual  Organs  and 
Appendicitis. — Georg  Glucksmann  (Bcrl.  Klin..  Woch.,  Au- 
gust 26,  1907)  says  that  the  neighborhood  of  the  appendix  to 
the  right  adnexa  makes  difficult  the  differential  diagnosis  between 
appendicitis  and  disease  of  the  ovaries  and  tubes.  The  folds  of 
peritoneum  that  directly  connect  the  organs  render  infection  of 
one  liable  to  be  communicated  to  the  other.  Appendicitis  may  be 
complicated  by  irregularity  or  pain  of  the  menstrual  periods.  On 
the  other  hand,  the  appendix  may  be  diseased  with  normal  adnexa. 
Dysmenorrhea  may  be  of  nervous  origin,  entirely  reflex  from  the 
disease  of  the  appendix.  The  author  cites  two  cases  in  which  an 
attack  of  acute  appendicitis  began  on  the  same  day  as  the  coming 
of  the  menstrual  period.  The  menstrual  congestion  may  have  pre- 
cipitated the  attack.  It  causes  the  appendix  to  become  turgescent 
and  rigid.  Infection  may  arise  more  readilv  at  this  period.  The 
author  advocates  an  early  examination,  in  spite  of  the  appearance 
of  the  menstrual  period,  in  all  cases  in  which  appendicitis  is  sus- 
pected. 

Treatment  of  Dysmenorrhea. — Oscar  Polano  (Munch  Med. 
Woch.,  August  27,  7907),  after  enumerating  the  causes  and  va- 
rieties of  dysmennorhea,  describes  a  new  method  of  treating  those 
cases  that  are  benefited  neither  by  operation  nor  by  any  other 
method  of  treatment,  and  which  form  the  bulk  of  the  clinical  ma- 
terial met  with  by  the  physician,  which  is  affected  by  this  form 
of  trouble.  This  method  of  treatment  is  harmless  and  simple  and 
may  be  applied  by  the  patient  herself  after  instructions  by  the 
physician.  It  consists  of  the  application  to  each  breast  a  few 
days  before  the  menstrual  period  and  throughout  its  occurrence  of 
one  of  Bier's  suction  glasses.  The  air  is  exhausted  by  a  syrinp-e 
or  a  rubber  bulb,  and  the  application  should  last  for  from  one- 
quarter  to  one-half  hour  daily.  It  causes  a  marked  congestion 
and  swelling  of  the  mammary  gland  which  is  painless.  Its  effect 
on  the  dysmenorrhea  is  very  satisfactory.    Its  application  is  based 
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on  the  well-known  relation  of  the  breast  secretion  and  the  ovarian 
function. 

Pyometra  in  Uterine  Cancer. — Andre  Lomon  {La  Tribune 
Med.,  August  31,  1907)  says  that  cancer  of  the  uterus  is  gener- 
ally the  cause  of  pyometra.  In  general  it  occurs  in  women  of 
advanced  age  long  past  the  menopause.  The  reason  of  this  is 
to  be  found  in  senile  sclerosis  of  the  cervix  which  results  in  the 
damming  up  of  any  fluid  that  arises  in  the  cervical  canal  after  the 
cessation  of  menstruation.  Pyometra  develops  slowly  without 
marked  symptoms  and  may  be  periodic.  In  a  normal  state  the 
secretion  of  the  uterine  mucous  membrane  after  the  menopause  is 
sufficient  to  cause  retention.  The  uterine  cavity  is  free  from 
germs,  the  vagina  destroys  them,  and  all  the  genital  organs  are 
normally  free  from  them.  The  only  portion  where  germs  are  to 
be  found  is  the  cervix.  In  cancer  of  the  uterus  this  condition  is 
profoundly  modified.  The  tumor  produces  circulatory  trouble i 
and  favors  infection.  There  is  a  metritis  of  the  body  and  a  pro- 
fuse discharge  from  the  mucous  membrane.  Senile  sclerosis  of  the 
cervix  confines  this  discharge  in  the  cavity  of  the  uterus.  The 
condition  may  be  latent  and  be  observed  only  at  some  operation 
for  the  cancer.  It  may  be  intermittent,  and  when  the  organ  is  dis- 
tended it  may  force  out  the  collection  of  pus,  especially  when  the 
patient  is  in  the  vertical  position.  This  may  be  exceedingly  pain- 
ful, the  pain  irradiating  into  the  lumbar  regions  and  ceasing  after 
evacuation  of  the  collection  with  colic.  The  prognosis  is  not 
bad,  the  only  complications  being  the  possibility  of  intraperitoneal 
rupture  of  the  collection,  or  rupture  during  operation.  A  careful 
washing  and  disinfection  of  the  cavity  will  remove  all  danger  of 
sepsis.  In  operating  for  the  tumor  by  the  vaginal  route  it  may 
not  be  easily  brought  down  through  the  vagina.  Diagnosis  is  not 
easy  in  the  latent  form.  Palpation  must  be  relied  upon.  The 
uterus  should  be  measured  and  catheterized  whenever  such  a 
complication  may  be  present,  and  if  the  cervix  cannot  be  entered 
one  should  not  hesitate  to  make  a  passage  through  the  cervical 
tissue  to  let  out  the  collection.  Evacuation  is  the  only  treatment 
when  catheterization  is  not  possible ;  this  should  be  followed  by 
dilatation  and  cleansing  of  the  cavity,  which  must  be  kept  open. 

Inflammatory  Tuberculosis  of  the  Cervix  Uteri. — Gaston 
Cotte  {Gaz.  des  Hop.,  September  10,  1907)  describes  a  case  of 
hypertrophic  cervical  metritis  with  bilateral  involvement  of  the 
adnexa,  in  which  the  serodiagnosis  showed  the  affection  to  be 
of  tubercular  nature.  Histological  examination  of  a  fragment 
removed  showed  only  simple  inflammatory  lesions.  The  patient 
had  never  shown  any  signs  of  gonorrhea,  although  her  disease 
manifested  itself  two  months  after  sexual  relations  had  taken 
place.  There  was  diffuse  involvement  of  the  adnexa,  which  gave 
the  impression  of  some  vacillarv  involvement  of  these  organs. 
Sclerotic  lesions  were  found  such  as  are  frequently  the  result  of 
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tuberculosis.  Diffuse  lesions  that  are  observed  in  tubercular  pa- 
tients may  be  attributed  to  the  bacilli.  In  all  probability  a  consid- 
erable number  of  cases  of  simple  inflammatory  metritis  and  of 
ovarian  sclerosis  are  of  tubercular  origin.  There  are  three  forms 
of  genital  tuberculosis :  miliary  tuberculosis  of  the  cervix,  ulcera- 
tive tuberculosis,  and  papillary  fungating  tuberculosis  of  the  cer- 
vix. To  this  should  be  added  a  simple  inflammatory  type  of  infec- 
tion. This  has  been  described  as  catarrhal  tuberculosis  of  the 
cervix. 

Instrumental  Perforation  of  the  Non-pregnant  Uterus. — 
Felix  Heymann  (Berl.  Klin.  WocJi.,  August  12,  1907)  has  col- 
lected sixty-four  cases  of  instrumental  perforation  of  the  non- 
pregnant uterus,  one  of  which  he  observed.  This  accident  is 
often  caused  by  the  curette,  yet  it  may  also  be  caused  by  the  use 
of  forceps,  dilators,  intrauterine  electrodes,  and  other  dull  instru- 
rents.  Of  his  sixty  cases,  forty-seven  were  caused  by  the  curette. 
Some  cases  were  predisposed  to  rupture  of  the  uterine  wall  by 
softening  or  degeneration  of  the  muscular  tissue,  or  by  uterine 
paralysis.  Diagnosis  is  generally  made  by  the  sudden  passing  of 
the  instrument  into  an  unresisting  cavitv.  In  other  cases  it  is 
made  only  from  abdominal  pain  or  during  operation  for  other 
diseases.  In  thirty-two  cases  it  accompanied  some  other  condition 
that  necessitated  operation.  Thirty  times  it  caused  abdominal 
pain.  In  many  cases,  on  the  contrary,  it  caused  no  pain.  Two 
deaths  occurred  from  sepsis,  one  due  to  carcinoma,  the  other  to 
a  gangrenous  myoma.  Perforation  is  much  more  dangerous 
when  made  by  an  injecting  instrument,  the  solution  entering  the 
abdominal  cavity.  Aside  from  this  complication  it  is  generally 
susceptible  of  cure  by  conservative  treatment,  such  as  rest  and 
cold  applications.  The  uterine  walls  tend  to  close  at  once  and 
heal  easily.  Dangers  are  hemorrhage,  which  is  generally  slight, 
infection,  which  is  infrequent  from  this  cause  alone,  and  peri- 
tonitis. When  injection  fluid  has  entered  the  abdomen  the  best 
resource  is  total  extirpation  of  the  uterus. 

DISEASES  OF  CHILDREN. 

Deviations  of  the  Spine  in  Young  Girls. — Ester  {Ann.  de 
Med.  ct  Chir.  Inf.,  April  15,  1907)  says  that  deviations  of  the  spine 
are  very  frequent,  and  involve  the  capacity  of  the  abdominal  and 
thoracic  cavities,  compressing  the  heart  and  lungs.  The  spine 
is  predisposed  to  deviation  by  its  anatomical  constitution  and  func- 
tions, as  well  as  by  a  considerable  number  of  morbid  conditions. 
Deviation  may  be  caused  by  conditions  that  do  not  reside  in  the 
spine  itself,  such  as  shortening  of  one  leg,  myopia  causing  the 
patients  to  bend  over,  or  timidity.  It  may  result  from  tubercu- 
losis or  rickets.  One  of  the  most  frequent  predisposing  causes 
is  feebleness  of  the  muscular  system  combined  with  hereditary 
influence.     The  ordinary  life  and  limitations  of  a  young  girl  do 
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not  permit  of  her  having  the  exercise  and  outdoor  amusements 
that  boys  enjoy,  and  this  results  in  a  lack  of  muscular  develop- 
ment that  causes  muscular  feebleness.     Scoliosis  is  very  frequent 
as  a  hereditary  condition,  children  of  parents  that  have  suffered 
from  scoliosis  having  the  same  trouble,  and  it  being  even  trans- 
mitted to  the  third  generation.     The  determining  causes  include 
bad  attitudes  maintained  at  study,  in   writing,  and  in    sewing. 
Scoliosis,  is  only  really  curable  when  it  is  just  forming,  in  the 
period  of  muscular  development.    Hence  it  is  necessary  to  watch 
young  girls  carefully  so  as  to  note  the  first  signs  of  its  appear- 
ance.    To  do  this  the  girl  must  be  undressed  so  that  one  can 
carefully  examine  the  line  of  the  vertebrae  and  the  position  of  the 
shoulders.    The  sign  first  noticed  is  that  one  or  the  other  shoul- 
der is  higher  than  the  other.     The  preventive  treatment  is  most 
important.    It  consists  of  giving  girls  who  have  grown  fast,  and 
are  weak  and  flabby,  more  rest,  allowing  them  to  stay  late  in  bed 
in  the  morning,  and  lie  out  in  the  open  air  in  a  steamer  chair. 
Place  a  plank  under  the  mattress  so  as  to  get  a  firm  bed,  and  let 
the  girl  lie  on  it  to  rest  during  the  day.     The  room  occupied 
should  be  large  and  sunny.     The  food  should  be  the  most  nour- 
ishing.   These  children  should  be  allowed  to  bathe  and  swim,  and 
to  go  to  the  seashore  and  mountains  in  the  summer.     No  corset 
should  be  worn  that  will  at  all  compress  the  thorax,  and  it  should 
be  perfectly  pliable.    The  girl  should  be  provided  with  a  chair  that 
supports  the  back,  and  a  desk  that  is  inclined.    Curative  treatment 
involves  the  same  factors,  combined  with  the  use  of  orthopedic 
gymnastics  twice  a  day  for  a  half  hour.    These  exercises  are  done 
on  the  back  and  under  suspension,  combined  with  counterpressure 
over  the  salient  points.    Massage  and  electrotherapeutics  are  most 
important.     When  the  scoliosis  is  of  the  second  degree,  and  dis- 
appears under  suspension,  but  not  by  voluntary  movement,  there 
should  be  added  an  orthopedic  corset,  moulded  over  a  plaster  cast 
of  the  body  when  under  suspension.     In  the  third  degree,  when 
the  deformity  cannot  be  reduced  at  all,  maneuvers  of  replacement 
under  anesthesia  are  necessary,  but  even  these  will  not  bring  about 
a  cure,  so  that  the  preventive  treatment  is  by  far  the  most  im- 
portant. 

Consanguinity  as  a  Factor  in  Immunity  to  Scarlet  Fever. — 
J.  W.  Brandeis  (N.  Y.  Med.  Jour.,  July  27,  1907)  has  been  im- 
pressed with  the  fact  that  scarlet  fever  occurring  in  large  fam- 
ilies as  a  rule  gave  rise  to  no  secondary  cases.  Combining  the 
figures  of  cases  seen  bv  himself  and  by  others  a  total  is  obtained 
of  142  children  exposed,  with  16  secondary  cases  developing,  or 
a  little  over  1 1  per  cent.  In  contrast  to  this  Holt  says  that  about 
50  per  cent,  of  all  children  exposed  to  scarlet  fever  are  attacked 
with  the  disease ;  Koplik  states  the  same  figure ;  and  Carr  places  it 
as  high  as  56  per  cent. 

Serum  Treatment  of  Scarlet  Fever. — H.  W.   Cheney  (Chic. 
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Med.  Rec,  April  15,  1907)  describes  the  use  of  Moser's  scarlet 
fever  serum.  Bouillon  cultures  from  the  heart's  blood  of  chil- 
dren who  have  died  of  scarlatina  are  injected  into  a  horse  at 
weekly  intervals  for  several  months.  Its  blood  serum  is  used 
without  addition  of  preservatives.  A  large  dose  is  necessary,  200 
c.c.  or  six  and  a  half  ounces  being  usually  given  hypodermically 
in  the  skin  of  the  abdomen  or  back.  After  the  injection  the  action 
of  the  serum  begins  to>  manifest  itself  within  six  to  twelve  hours. 
A  marked  change  occurs  in  the  temperature,  which  falls  often- 
times to  normal  without  reaction  or  symptoms  of  collapse.  The 
pulse  also  shows  a  similar  change,  the  reduction  often  being  from 
140  or  150  to  100  or  no  within  twenty-four  hours  and  the  heart 
beats  are  stronger  and  more  regular.  Perhaps  the  most  notice- 
able change  is  the  rapid  betterment  of  the  child's  general  condi- 
tion. He  soon  presents  a  fresher  appearance,  takes  notice  of  his 
surroundings,  sits  up,  and  shows  a  desire  for  food.  The  rash, 
after  an  early  injection,  either  does  not  develop  fully  or  fades 
away  more  rapidly  than  usual.  The  severe  nervous  symptoms 
such  as  delirium,  restlessness,  prostration,  or  somnolence  disap- 
pear. As  with  other  therapeutic  sera,  the  earlier  in  the  disease 
the  injection  is  given,  the  better  the  results.  Cases  injected  after 
the  third  day  have  a  much  higher  mortality  rate  than  those  treated 
early.  A  second  injection  is  rarely  given.  One  full  dose  given 
at  the  beginning  has  been  found  sufficient  in  the  majority  of 
cases.  No  bad  effects  follow  the  injection  except  the  serum  ex- 
anthem  which  occurs  in  75  per  cent,  of  the  cases.  This  appears 
from  eight  to  twelve  days  after  the  injection,  and  its  frequent 
occurrence  is  probably  accounted  for  by  the  large  amount  of 
serum  necessary  for  one  dose.  The  serum  does  not  prevent 
the  occurrence  of  nephritis  or  otitis  media,  but  these  appear  with 
less  frequency  and  in  a  smaller  percentage  of  the  cases.  While 
it  does  not  cure  all  cases,  the  results  from  its  use  seem  favorable. 
Is  Scarlet  Fever  a  Streptococcus  Disease? — In  100  unselected 
cases  in  a  mild  epidemic,  most  of  the  cases  over  ten  years  of  age 
and  many  over  twenty,  Ludvig  Hektoen  {Jour.  Amcr.  Med. 
Assn.,  April  6,  1907)  found  streptococci  in  the  throat  cultures 
of  all  cases.  He  says  that  the  predominant  feature  of  the  bacte- 
riology of  the  throat  in  scarlet  fever  is  the  constant  presence 
of  large  numbers  of  Streptococcus  pyogenes;  that  the  overwhelm- 
ing majority  of  the  so-called  complications  and  of  the  deaths  in 
scarlet  fever  are  due  to  invasion  of  the  tissues  and  the  blood  by 
this  microbe ;  and  that  in  scarlet  fever,  even  when  mild,  the 
organism  gives  evidence  of  systemic  reaction  to  streptococci  by 
variations  in  the  streptococco-opsonic  index  and  probably  also  by 
the  formation  of  streptococco-agglutinins.  While  there  is,  there- 
fore, no  escape  from  the  conclusion  that  Streptococcus  pyogenes 
or  some  form  thereof  plays  a  most  significant  part  in  the  scar- 
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latinal  process,  he  questions  whether  we  are  ready  to  conclude 
that  scarlet  fever  is  wholly  a  streptococcus  disease,  all  the  phe- 
nomena of  which,  including  the  acquired  immunity,  are  satis- 
factorily explained  by  the  distribution  of  the  cocci  in  the  tissues 
and  by  the  intoxication  with  their  products.  The  writer  says 
that  there  is  no  analogy  in  recognized  streptococcus  infections  of 
the  immunity  conferred  by  scarlet  fever  even  when  mild.  There 
is  no  evidence  that  scarlet  fever  leaves  behind  it  any  lasting  im- 
munity to  streptococci,  and  it  is  known  that  the  specific  immunity 
which  results  from  streptococcus  infections  in  general  is  not  at 
all  marked  and  is'  only  brief  in  duration.  Consequently  if  scarlet 
fever  is  caused  by  a  form  of  Streptococcus  pyogenes  this  must 
be  assumed  to  possess  very  pronounced  and  peculiar  immunizing 
properties,  of  which  as  yet  we  have  been  unable  to  discover  defi- 
nite experimental  or  other  evidence.  Study  of  the  bacterial  con- 
tent of  the  skin  and  scales  of  scarlatina  forces  the  conclusion  that 
if  streptococci  cause  scarlet  fever  they  reach  the  surface  of  the 
body  so  rarely  that  the  infectiousness  of  the  skin  must  be  greatly 
overrated.  Medical  literature  contains  numerous  instances  of  ap- 
parent conservation  of  the  scarlatinal  virus  over  long  periods  of 
time— several  years— whereas  the  longest  time  that  Weaver  could 
cultivate  streptococci  from  preserved  scarlatinal  material  was  90 
days.  The  writer  believes  that  the  view  that  the  specific  cause 
of  scarlet  fever  is  not  known  and  that  the  streptococcus  is  a 
concomitant  or  secondary  invader  for  the  growth  and  activity 
of  which  the  conditions  in  this  disease  are  peculiarly  favorable, 
harmonizes  best  with  the  facts  now  at  hand. 

Streptococcus  Erythema  and  Its  Relations  to  Scarlet  Fever. 
— G.  Gabritcshewsky  {Bed.  Klin.  Woch,,  May  6,  1907)  tells  us 
the  streptococci  may  produce  eruptions  that  much  resemble  scar- 
latina in  the  course  of  septic  infections.  Such  eruptions  may 
also  result  from  vaccination  with  scarlet  fever  streptococci.  The 
punctiform  erythema  and  exanthemata  resulting  from  scarlet  fe- 
ver and  streptococcus  vaccines  may  be  regarded  as  identical  in 
form  and  appearance.  The  fact  that  in  men  the  application  of 
vaccine  derived  from  the  streptococcus  of  scarlet  fever  will  pro- 
duce a  rash  exactly  like  that  of  scarlet  fever  obtained  by  ordinary 
contagion  is  a  strong  argument  for  the  etiological  relation  of 
the  streptococcus  to  scarlet  fever.  This  fact  also  forms  a  basis 
of  support  for  the  serum  treatment  of  scarlet  fever,  and  for  the 
value  of  vaccination  of  children  to  prevent  an  attack  of  scarlet 
fever  as  well  as  to  forestall  the  ordinary  complications  of  the 
disease.  The  reaction  after  vaccination  is  characterized  by  the 
rapidity  with  which  it  occurs  after  the  injection,  since  it  appears 
at  once,  and  is  well  developed  on  the  second  day.  The  desquama- 
tion is  slight  and  the  rash  is  not  widespread.  Kidney  affections 
are  rare  after  vaccination.  There  is  slighter  angina,  and  no 
membranous    formation.      The    rise    of    temperature    is   seldom 
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over  39°  C.  and  the  fall  of  temperature  is  rapid.  The  symptoms 
of  intoxication  are  slight.  The  disease  is  not  contagious  to 
other  children  in  the  same  house. 

Early  Ulcerative  Angina  in  Scarlatina. — Labrouey  (/our.  de 
Med.  de  Paris,  June  2,  1907)  savs  that  in  scarlatina  there  may 
be,  independently  of  pharyngeal  or  diphtheritic  manifestations,  a 
form  of  ulcerative  angina.  Its  pathology  has  riot  been  elucidated 
as  yet.  It  is  characterized  by  a  single  ulcer  located  on  the  tonsil, 
and  having  no  tendency  to  extend.  The  general  symptoms  are 
quite  severe.  There  is  very  marked  engorgement  of  the  cervical 
glands  without  suppuration.  It  comes  early  and  is  coincident 
with  the  eruption.  It  may  be  confounded  with  diphtheritic  ulcer- 
ation, syphilis,  fusospirillar  angina,  buccopharyngeal  herpes,  and 
gangrenous  ulcerations.  The  prognosis  is  good  in  most  cases. 
When  severe  the  ulcer  perforates  the  palate  and  life  is  endan- 
gered. Local  treatment  consists  of  touching  the  ulcer  with  phe- 
nol, or  sulphate  of  zinc,  or  hydrogen  peroxide.  Methylene  blue 
may  be  added  as  more  antiseptic. 

Cardiovascular  Affections  in  Congenital  Heredosyphilis. — 
L.  Landouzy  and  Laederich  {La  Presse  Med.,  May  29,  1907) 
describe  a  case  of  cardiopathy  which  was  of  undoubted  syphilitic 
origin,  and  state  their  belief  that  such  conditions  as  a  result  of 
syphilis  are  not  rare,  it  being  a  frequent  cause  of  such  troubles 
in  infants.  The  mother  had  had  a  chancre  followed  by  secondary 
manifestations :  the  baby  had  a  profuse  eruption  when  two 
months  old.  Post-mortem  histological  syphilitic  lesions  were 
found  in  the  kidneys,  and  spirochetes  were  found  in  the  skin  and 
suprarenal  glands.  Here  there  was  a  malformation  of  the  aorta, 
which  was  exceedingly  small,  and  a  much  enlarged  and  thickened 
right  ventricle  with  failure  of  the  foramen  ovale  to  close.  There 
was  no  cyanosis,  but  there  was  difficulty  in  breathing  and  the 
infant  died  of  bronchopneumonia.  There  were  no  other  mal- 
formations, no  souffle  in  life,  and  no  cardiac  thrills.  If  such 
cases  are  recognized  early  enough  one  may  hope  by  suitable 
treatment  to  ameliorate  the  condition. 

Influenza  in  Children. — Henry  Heiman  (Ar.  Y.  State  Jour., 
Med.,  April  7,  1907)  states  that  the  diagnosis  of  this  affection 
is  especially  difficult  in  young  children.  One  should  hesitate  to 
diagnose  influenza  without  the  presumptive  evidence  of  an  epi- 
demic. Common  colds  and  tonsilitis  are  often  falsely  called  in- 
fluenza. From  measles  the  disease  may  be  differentiated  by  the 
absence  of  Koplik's  spots.  In  the  occasional  cases  of  influenza 
with  an  erythematous  rash,  only  time  will  enable  us  to  exclude 
scarlet  fever;  the  leukocyte  count  may  be  of  aid.  for  in  influenza 
the  white  blood  count  is  practically  normal,  while  in  scarlet  fever 
there  is  a  well  marked  leukocytosis.  Pertussis  is  excluded  by 
the  presence  of  physical  signs  in  the  chest,  which  are  generally 
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absent  in  whooping  cough ;  moreover,  the  whoop  in  pertussis 
does  not  usually  appear  till  about  the  end  of  the  second  week. 
Examination  of  the  blood,  course  of  the  temperature,  and  ab- 
sence of  marked  enlargement  of  the  spleen  will  differentiate  it 
from  malaria  and  typhoid  fever. 

Confluent  Hemorrhagic  Eruptions  in  Varicella. — C.  R.  Por- 
ter (Lancet,  May  18,  1907)  saw  a  girl  of  thirteen  with  papular 
eczema  of  the  face  and  hands.  This  recovered  in  two  days 
under  an  application  containing  zinc  oxide,  and  the  first  vesicles 
of  variola  appeared  on  the  chest.  These  recurred  in  definite 
crops  and  were  very  numerous.  Those  on  the  face  and  neck 
coalesced  in  several  spots  and  hemorrhage  occurred  into  these 
areas  of  coalescence.  The  case  was  clearly  differentiated  from 
variola.  Both  hemorrhage  and  coalescence  of  vesicles  are  rarely 
recorded  as  occurring  in  varicella. 

Acute  Miliary  Tuberculosis  Following  Intubation  of  the 
Larynx.— Arturo  Primavera  (Gior.  Internes,  delle  Sci.  Med.,  April 
15,  1907)  states  that  acute  miliary  tuberculosis  may  follow  the 
traumatism  due  to  intubation  and  extubation  for  laryngeal  steno- 
sis in  cases  in  which  there  was  a  local  tubercular  focus  in  the 
larynx  before  the  complication  that  caused  the  stenosis.  He 
cites  two  cases  of  stenosis  due  to  diphtheria,  followed  by  acute 
miliary  tuberculosis,  in  which  the  frequent  introduction  and 
removal  of  the  tube  necessitated  by  the  difficulty  of  breathing 
without  the  tube  had  caused  breaking  down  of  the  tissues  to  a 
marked  degree.  Traumatism  is  a  cause  of  generalization  of  bacilli 
from  a  local  focus.  The  inflammatory  reaction  of  the  traumatism 
sets  in  movement  the  bacilli  or  breaks  the  capsule  of  fibrous 
material  which  has  inclosed  the  old  focus.  Acute  miliary  tuber- 
culosis is  not  a  primary  process,  originating  from  without ;  but  an 
endogenous  origin  is  necessary  to  prepare  the  enormous  number 
of  bacilli  that  are  necessary  to  originate  the  numerous  tubercles 
in  all  parts  of  the  body.  The  bacillus  does  not  multiply  rapidly 
enough  to  produce  them  from  a  new  focus.  Hence  we  must 
always  presuppose  an  old  focus  that  has  apparently  healed. 
Tubercular  vessels  are  a  very  frequent  source  of  such  infection. 
Surgical  operations  or  procedures  are  a  frequent  starting  point 
for  such  dissemination.  In  each  of  the  children  there  was  found 
at  the  autopsy  a  laryngeal  condition  that  would  indicate  an  ad- 
vanced stage  of  tubercular  degeneration,  which  must  have  existed 
for  some  time  before  the  advent  of  the  diphtheritic  process  that 
necessitated  intubation.  The  course  of  the  disease  was  short  after 
the  intubation  had  been  done,  the  little  patients  dying  in  a  few 
weeks  of  acute  miliary  tuberculosis. 

Pseudoepidemic  Cerebrospinal  Meningitis. — Adolf  Baginsky 
(Berl.  klin.  IVoch.,  April  8,  1907)  describes  a  class  of  cases  that 
resemble  very  closely  epidemic  cerebrospinal  meningitis,  but  that 
are  not  epidemic.     In  the  beginning  it  is  impossible  to  differen- 
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tiate  the  two  conditions.  The  onset  is  sudden,  with  high  fever 
and  meningeal  symptoms,  headache,  vomiting,  stiffness  of  the 
neck,  Kernig's  sign,  increase  of  reflex  activity,  partial  unconscious- 
ness, and  prostration.  The  cerebrospinal  fluid  contains  many 
leukocytes.  But  the  temperature  falls  soon  by  crisis  and  there  is 
rapid  recovery.  Bacteriological  examination  does  not  show  the 
Weichselbaum  organism,  neither  do  cultures  made  from  the  fluid. 
Usually  they  remain  sterile.  The  staphylococcus  may  be  found 
instead.  This  form  of  disease  is  not  contagious,  but  pseudoepi- 
demic.  The  number  of  cases  in  any  given  epidemic  in  which  the 
bacillus  of  Weichselbaum  is  found  varies  very  much.  It  is  given 
by  different  authors  as  from  fifty  to  one  hundred  per  cent.  The 
author  describes  five  pseudoepidemic  cases.  Therapeutically, 
potassium  iodide  and  inunctions  of  mercury  were  of  value,  with 
hot  baths.  When  the  cerebrospinal  pressure  is  increased  lumbar 
puncture  is  useful. 

Nasopharynx  as  Infection  Carrier  in  Cerebrospinal  Menin- 
gitis.— J.  S.  Fraser  and  J.  D.  Comrie  (Scot.  Med.  and  Surg. 
Jour.,  July,  1907)  have  examined  the  nasopharynx  in  thirteen 
cases  of  the  disease,  and  in  sixty-nine  persons  coining  into  imme- 
diate contact  with  them.  While  the  organism  was  found  in  33 
per  cent,  of  the  fathers  of  cases,  among  other  equally  close  con- 
tacts it  was  discovered  only  in  9  per  cent.  The  writers  failed 
to  find  the  meningococcus  in  the  nasopharynx  of  twenty-three 
contacts.  They  believe  that  hot,  dusty,  ill-ventilated  atmos- 
pheres, which  provide  conditions  favorable  to  the  growth  of  the 
meningococcus  and  to  the  occurrence  of  nasopharyngeal  catarrh, 
are  often  associated  with  the  dissemination  of  epidemic  cerebro- 
spinal meningitis.  The  high  comparative  percentage  of  fathers, 
whose  nasopharynx  was  found  to  contain  the  meningococcus, 
points  to  the  fact  that  they  probably  are  the  carriers  of  the  dis- 
ease to  their  children.  The  chief  incidence  of  the  disease  in  the 
Leith  epidemic  was  among  children  of  the  lower  classes,  and 
this  is  in  favor  of  a  nasopharyngeal  infection.  Infection  of  the 
nasopharynx  is  undoubtedly  an  important  factor  in  spreading 
the  disease.  It  is  advisable  to  isolate  all  contacts  and  to  carry 
out  a  bacteriological  examination  of  the  nose  and  nasopharynx. 
If  the  meningococcus  be  present  these  cavities  should  be  disin- 
fected, and  the  contacts  should  only  be  allowed  to  leave  quaran- 
tine after  the  nasopharynx  has  been  reported  free  from  the 
meningococcus  on  two  consecutive  occasions. 
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